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Abstract

Single-incision laparoscopic surgery is an alternative
to conventional multiport laparoscopy. Single-access
laparoscopy using a transumbilical port affords maximum
cosmetic benefits because the surgical incision is hidden
in the umbilicus. The advantages of single-access
laparoscopic surgery may include less bleeding, infection,
and hernia formation and better cosmetic outcome and
less pain. The disadvantages and limitations include
longer surgery time, difficulty in learning the technique, and
the need for specialized instruments. Ongoing refinement
of the surgical technique and instrumentation is likely to
expand its role in gynecologic surgery in the future. We
perform single-incision total laparoscopic hysterectomy
using three ports in the single transumbilical incision.
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INTRODUCTION

Minimally invasive surgery has substantially decreased
the length of hospital stay, decreased the need for
postoperative analgesia, and improved the recovery
time. However, few modifications have been made in
peritoneal access in the last decade that would lead
to further improvement in postoperative recovery and
cosmesis. Single-incision laparoscopic surgery is also
referred to as embryonic natural orifice transumbilical
endoscopic surgery (E-NOTES).!" Conventional
laparoscopy uses three or four ports to complete a
gynecologic procedure. The primary advantage of the
current approach is limiting the port incisions to one
site, the umbilicus. Therefore, the surgical scar can be
hidden within the umbilicus, rendering the surgery
virtually “scarless.” Laparoscopic tubal ligation using
single-port access was described as early as 1973.7

Single-port access (SPA) laparoscopic surgery has been
reported for appendectomies, cholecystectomies, and several
urology procedures.P! In addition, single-port hysterectomy
was also reported in the early 1990s.! We describe our
method of performing single-incision total laparoscopic
hysterectomy with endosuturing.

OPERATIVE PROCEDURE

Preoperatively, all the patients are kept on liquid diet for a
day and bowel preparation is done with Exelyte solution. All
the surgeries are performed under general anesthesia with
the patient in modified lithotomy position. The Veress needle
is inserted at the umbilicus in most patients and in selected
patients with previous surgeries, the Palmer’s point is used.
The Palmer’s point® (a point 3 cm below the left costal margin
in the midclavicular line) is a safe zone in all patients other
than those with splenomegaly.

After insufflations with carbon dioxide, a 2 ¢cm incision is
made at the lower margin of the umbilicus. A 10 mm trocar
is introduced into the incision. We always prefer to use the
30 degree telescope for advanced laparoscopic procedures.
Two 5 mm accessory trocars are introduced on either side
of the optical trocar [Figures 1 and 2].

The uterus is manipulated by a 5 mm myoma spiral from
the accessory port [Figure 3]. We start the dissection from
the right round ligament. The harmonic ultracision is used
to desiccate and cut the right round ligament [Figure 4.
The uterovesical fold of the peritoneum is identified and
opened from the round ligament on either side. The bladder
is dissected down completely so that the uterine vessels on
either side can be clearly seen. A window is created in the
broad ligament close to the uterine vessels [Figure 5]. This
helps visualization of the posterior aspect and prevents
accidental suture placement through bowel loops. The
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