ORIGINAL ARTICLE

IJIFM

10.5005/jp-journals-10016-1106

Single Incision Gasless Laparoscopic Myomectomy
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ABSTRACT

Uterine fibroids are a common finding in women presenting for
evaluation of infertility. Laparoscopic myomectomy has now
become an accepted procedure in urban areas as many of the
women prefer minimally invasive procedures. We describe the
method of doing single incision laparoscopic myomectomy that
offers all the advantages at a fraction of the cost of laparoscopic
surgery in urban areas.
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INTRODUCTION

Uterine fibroids are the most common benign tumors
occurring in women in the reproductive age group. The
prevalence rates quoted in literature range from 20 to 50%,
based on postmortem studies.! The prevalence varies
with age, with an increase in the late reproductive period.
Uterine fibroids are detected in a significant number of
infertile women.? The impact of fibroids on infertility
is still controversial.?> Laparoscopic myomectomy was
described for the first time in 1979.3 At present, laparo-
scopic myomectomy, in infertile patients, is one of the
common surgical procedures.”> We describe our experi-
ence with gasless or lift laparoscopic myomectomies.

METHODS

After regional anesthesia the patient is placed in litho-
tomy position. The abdomen and perineum is cleaned
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and draped. Hegar’s uterine dilator is used to dilate the
cervix and pass a uterine manipulator. Two towel clips
are used to hold the lower half of the umbilicus, and an
incision is made through the lower half. It is widened to
pass a finger comfortably, and using this as the guide,
the lift apparatus is placed, and the anterior abdominal
wall is lifted under vision (Fig. 1).

The equipment used was originally designed by
Dr Daniel Kruschinski and offered the best exposure
among the various types of equipment available for
gasless laparoscopic surgeries.! This was modified by to
make it user friendly and has the following components:’
e Attachment that fits to any type of operating table.

* An intra-abdominal portion to lift the anterior
abdominal wall through the opening in the umbilicus.

* A connecting mechanism with a gear to lift the wall
that locks in place with two click mechanisms.

¢ Thehand instruments were designed similar to open
surgical instruments but with a special curve and
longer to make it user friendly for single incision
surgeries.

The patient is placed in head down position to have
the intestines move away from the field of vision. An
atraumatic forceps could be used for this. The uterine
manipulator is used to hold the uterus in a most conve-
nient way to remove the myoma. A monopolar hook is
used to make an incision over the uterus to reach the
fibroid. Combination of blunt and sharp dissection is used
for removing the fibroid (Figs 2 and 3). Sutures are placed
to close the incision in the uterus using the regular long
needle holder and number 1 Vicryl suture (Figs 4A and B).

Fig. 1: Patient position
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The regular open needle holder is handled with the
right hand while the left hand handles the uterine mani-
pulator during suturing (Figs 5 and 6). Extracorporeal
knotting is using along with pusher to tie the knots
(Fig. 7). Sometimes an extra 5 mm port is used to facilitate

suturing.

Fig. 2: Posterior fibroid

RESULTS

Since May 2013, fifteen myomectomies were carried out
by the Samiti for Education Environment Social and
Health Action (SEESHA) team. The size of the myomas
varied from 3 cm diameter to 12 cm in diameter and
most of them were on the anterior surface or fundus of
the uterus. Three of them were on the posterior surface.
All the women had presented for infertility and ten of
them also had increased bleeding.

All the surgeries were started with spinal anesthesia
and one of them had general anesthesia as spinal anes-
thesia was not sufficient. None of them needed blood
transfusion. The duration of surgery from skin to skin
varied from 40 to 210 minutes and average duration was
95 minutes.

DISCUSSION

Fibroids are present in approximately 5 to 10% of patients
presenting with infertility, however they are the only
factor in only about a fourth of them.® Approximately
50% of the women with infertility and myomas become
pregnant after myomectomy. As epidemiological studies
have not been able to provide unflinching evidence of the
impact of fibroids on fertility, a large number of studies
have been based on pregnancy rates after myomectomy.

Donnez and Jadoul performed a literature review on
both prospective and retrospective studies published
between 1988 and 2001. The pregnancy rate in patients
undergoing hysteroscopic and laparoscopic/abdominal
myomectomy was 45 and 49%, respectively.’”

Single incision laparoscopic myomectomy is a recently
described procedure.®” The team found suturing difficult
and hence used barbed suture that eliminated the need
for knot tying.

Gasless laparoscopic surgeries have several advan-
tages over regular laparoscopic surgeries. For instance,

Figs 4A and B: (A) Removal the fibroid and (B) after removal of the fibroid
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Fig. 6: Lift laparoscopic suturing outside view. The left hand
holds the uterine manipulator

pneumoperitoneum in addition to causing physiological
changes has small but definite complications.’ Several
animal studies have documented problems that are
associated with use of carbon dioxide for insufflation."' 1>
Despite the advantages gasless laparoscopic surgery did
not become very popular because of the technical diffi-
culty especially due to tenting of the abdominal wall
with the available equipment.* The equipment designed
by Dr Daniel Kruschinski had the best exposure or
vision.! This coupled with steep Trendelenburg position
made single incision surgeries possible.

Byron F et al” reported a study which had compared
the performance of standardized tasks from the funda-
mentals of laparoscopic surgery (FLS) program using
either the regular laparoscopic or the single incision
laparoscopic surgery (SILS) technique. His study demons-
trated that performing tasks using SILS techniques is
more technically challenging even for surgeons with
previous SILS experience. This is because of crossing of
instruments. However with the Lift surgeries familiar

Fig. 5B: Single incision laparoscopic surgery suturing inside
view with regular needle holder

Fig. 7: Extracorporeal tying and pushing with pusher

traditional instruments are used and there is no crossing
of instruments.

The lift laparoscopic myomectomy offers a safe
and much easier method of surgery that is possible in
remote and rural areas. It is much less expensive as it is
carried out under spinal anesthesia. The cost of medicines
used during spinal anesthesia is around $10 to 15 while
general anesthesia requires about $100. Specially trained
anesthesiologist and expensive equipment are necessary
for general anesthesia and the disposables used for lapa-
roscopic surgeries are again expensive. It offers all the
advantages of single incision laparoscopic surgeries at a
very nominal cost.
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