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Histerectomia total laparoscopica
[Laparoscopic total hysterectomy]
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Resumen
Objetivo del estudio: Demostrar la técnica de una histerectomia total laparoscoépica asi como explicar cémo resolver
una dificultad debido a un sangrado. Disefo: Realizar paso a paso la cirugia a través de un video con narracion.

Introduccidn: La histerectomia es el procedimiento quirirgico que mas se realiza en ginecologia, sélo en Los Estados
Unidos se efectian mas de 500,00 histerectomias por afio. Las causas mas frecuentes como indicacion de una histerec-
tomia por patologia benigna son la fibromatosis uterina y los sangrados uterinos anormales. La primera histerectomia la-
paroscopica fue descripta por Reich en 1989 y mucho se ha avanzado desde aquella primera descripcidon en cuanto una
técnica mejorada, desarrollo de mejor instrumental, asi como imagen de alta calidad. Menos dolor postoperatorio, rapida
recuperacion, menor tasa de infecciones y un impacto positivo en la calidad de vida de las pacientes son algunos de los
beneficios de este procedimiento por minima invasion.

Intervencioén: En este caso realizamos una histerectomia total + salpingectomia total bilateral via laparoscopica en una
paciente de 44 afos con cuadro de dolor tipo célico bajo vientre, menorragia y anemia secundaria. Iniciamos la cirugia
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Demostracion de la técnica de histerectomia total
laparoscépica (Hacer clic sobre la imagen para ver video).
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Iniciamos la histerectomia del lado izquierdo de la pelvis con la coagulacion, seccién y diseccion del ligamento redondo,
hoja anterior del ligamento ancho, plica vesicouterina, mesosalpinx, ligamento uteroovarico y paquete vascular uterino y
para este fin utilizamos dispositivo de energia avanzado de coagulacion y sellado de las estructuras. Seguido pasamos a
realizar maniobras iguales del lado derecho de la pelvis donde se presenta sangrado de origen venoso a la altura de in-
sercion de ligamento uterosacro derecho y donde realizamos maniobras de clampeo - aspiracién - vision para luego
efectuar coagulacion y sellado del vaso sangrante y controlar la situacion. El siguiente paso corte de vagina con energia
monopolar en modalidad de corte puro. Se extrae la pieza y se cierra la cUpula vaginal mediante puntos en “X” con un hi-
lo absorbible, sintético y fuerza tenis de 30 dias, calibre 1. Se verifica hemostasia se da por concluido el procedimiento.

Conclusioén: La histerectomia laparoscopica es un procedimiento seguro, reproducible y ofrece a las pacientes las ven-
tajas de una cirugia por minima invasion: menor dolor postoperatorio, rapida recuperacion, menor tasa de infeccion del
sitio operatorio ademas de calidad de vida después de la cirugia.

ABSTRACT

Purpose of the study: To demonstrate the technique of a laparoscopic total hysterectomy as well as to explain how to
resolve a difficulty due to bleeding. Design: Perform step-by-step surgery through a video with narration.

Introduction: Hysterectomy is the most commonly performed surgical procedure in gynecology, in The United States alo-
ne more than 500,00 hysterectomies are performed per year. The most common indications for hysterectomy for benign
pathology are uterine fibromatosis and abnormal uterine bleeding. The first laparoscopic hysterectomy was described by
Reich in 1989 and much progress has been made since that first description in terms of improved technique, develop-
ment of better instruments, as well as high quality imaging. Less postoperative pain, rapid recovery, lower infection rate
and a positive impact on patients' quality of life are some of the benefits of this minimally invasive procedure.

Procedure: In this case we performed a total hysterectomy + bilateral total salpingectomy via laparoscopy in a 44-year-
old female patient with colicky lower abdominal pain, menorrhagia and secondary anemia. We started the surgery with
access to the abdominal cavity at the umbilical level with open or Hasson technique and then we placed three 5 mm ac-
cessory trocars in French triangulation and we also used a 10 mm lens and 30° of vision and a high definition tower. We
then performed an inspection of the abdominopelvic cavity and release of the omentum adhesion to the right iliac fossa.
Prior to the start of the hysterectomy we identified both ureters and verified the integrity of the cul-de-sac of Douglas. We
began the hysterectomy on the left side of the pelvis with coagulation, section and dissection of the round ligament, ante-
rior leaf of the broad ligament, vesicouterine plica, mesosalpinx, utero-ovarian ligament and uterine vascular bundle and
for this purpose we used advanced energy device for coagulation and sealing of the structures. Then we proceeded to
perform the same maneuvers on the right side of the pelvis where there is bleeding of venous origin at the level of inser-
tion of the right utero-sacral ligament and where we performed clamping maneuvers - aspiration - vision to then perform
coagulation and sealing of the bleeding vessel and control the situation. The next step is the cutting of the vagina with
monopolar energy in pure cutting mode. The piece is removed and the vaginal vault is closed by means of "X" stitches
with an absorbable, synthetic and tennis strength thread of 30 days, 1 gauge.

Conclusion: Laparoscopic hysterectomy is a safe, reproducible procedure and offers patients the advantages of mini-
mally invasive surgery: less postoperative pain, rapid recovery, lower infection rate of the operative site as well as quality
of life after surgery.
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