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Minilaparotomy for gynaecological
disorders

INTRODUCTION
Minilaparotomy (minilap) simply means opening the
abdomen through a small incision. You can perform a
minilap under local infiltration. anaesthesia and you will
use it most often for female sterilization though occasion-
ally, if laparoscopy is not available, it is useful to diagnose
pelvic pain in women.

OPERATING IN A HEALTH CENTRE
Many women do not like going to a remote hospital to
have their tubes tied, but they may be willing to have this
done at their local health centre. Operating in a health
centre is not easy, but a health centre makes this opera-
tion available to those who need it most.

If you plan ahead you can work without an autoclave
on the site, or you can combine antiseptic methods with
aseptic ones. You should have plenty of sterile drapes and
gowns. If supplies are short use the same gown for several
patients but always use fresh gloves. Use a single square
drape with a 12em opening for each patient. If necessary,
this can be a plastic sheet sterilized each time in an
antiseptic fluid. Boil instruments between cases. Some
workers give each patient 1 g of chloramphenicol intra-
venously at the start of the operation but if a sterile
technique is used this should not be necessary.

INVESTI GA TION OF FEMALE PELVIC PAIN
In modern hospitals, laparoscopy has improved the accu-
racy with which ectopic pregnancy, pelvic inflammatory
disease (PID) and endometriosis are diagnosed. Early
diagnosis of ectopic pregnancy before rupture is impor-
tant. Without laparoscopy the diagnosis is often delayed
and ectopics are still a major cause of maternal death. In
many hospitals where laparoscopic facilities are not avail-
able, minilap is the alternative. Use it for cases of suspected
ectopic pregnancy where the patient is not in shock. Be
sure there is no intrauterine pregnancy before you insert
the uterine sound. Open the abdomen through a 2 to 3 em
vertical suprapubic incision and look carefully for free
fluid or blood before you proceed. If there is blood over
the omentum or a purulent exudate, you must find the

cause before you close the abdomen. First inspect the
tubes and ovaries. If these are normal and there is little or
no free fluid you can close the incision and the patient can
go home the following day. If she has PID treat her with
antibiotics. If she has an ectopic pregnancy extend the
incision and remove the affected tube. If there is purulent
fluid but the tubes are normal, extend the incision to
inspect theappendix,

Opinions differ about minilap for the investigation of
chronic pelvic pain. It is preferable to performing a full
laparotomy but it is usually better still not to operate at
all. You will find it difficult to see the pouch of Douglas
clearly enough to exclude endometriosis and even if you
see some pelvic adhesions or inflammation suggesting
chronic PID you will not be sure whether they are causing
the pain. Do not allow minilap to become the 'easy
option' for pelvic pain in your practice.

MINILAP FOR FEMALE STERILIZATION
This is by far the most common indication for minilap.
Unless the uterus is more than 12 weeks' size you should
insert a uterine sound to help you manipulate the tubes
and, if necessary, the ovaries into the wound. Many
devices are available for this but they must have a cervical
stop to prevent uterine perforation and a method for
attachment to the cervix so that the surgeon can move to
the abdominal field and leave the uterine manipulator to
an assistant. A simple instrument that combines these
functions is shown in Fig. 1. You will not need to use a
uterine manipulator for postpartum sterilization.

FIG 1. A simple and convenient uterine manipulator

Finding a tube and bringing it painlessly up into a small
incision needs gentleness, skill and practice. Carefully
trained theatre sisters and assistants can tie tubes, but you
should examine all patients first, and be at hand in case
there are difficulties. Tubes can also be tied on a large
scale in special 'camps'. You can use any method for

Do not use a minilap for severely ill patients with PID,
ruptured ectopics, or peritonitis of unknown cause.
You will not get enough exposure and may perform an
inadequate procedure. Do a proper laparotomy instead.
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occluding the tubes including ligation and excision, dia-
thermy coagulation, or application of rings or clips. Ligation
and excision are most commonly used. Complications
include minor problems such as wound haematomas and
infections and occasionally more serious ones such as
PID, bladder injuries and failure to complete the proce-
dure. In expert hands the risks of these are similar to those
of laparoscopic sterilization.l- However, for occasional
operators laparoscopy is much more dangerous and the
instrument is difficult to maintain.? Unless you work in a
large well-equipped hospital, you should use minilap for
female sterilization." The risks of death with local anaes-
thesia are very small indeed.

Caution!
1. Before you tie anyone's tubes, make sure you know

what the local cultural attitudes to it are.
2. Always get consent from the patient and her husband,

and if necessary her mother.
3. Don't press her for consent during labour.
4. This operation has a mortality of the order of 5 per

100000 from anaesthesia, tetanus and haemorrhage.

Indications
1. Mothers who are sure they want no more babies.
2. Medical diseases contraindicating pregnancy, par-

ticularly severe heart disease, renal failure or severe
diabetes.

Contraindications
1. Extreme obesity
2. Avoid local anaesthesia and minilap if the patient is

extremely anxious. General anaesthesia would be
better.

3. A history of PID . This can immobilize the uterus of a
non-postpartum patient and make a minilap under
local anaesthesia difficult. She needs subarachnoid or
general anaesthesia, and she will probably be infertile
anyway. Dense adhesions are unusual in multipara
immediately after childbirth.

4. A chronic cough will increase the risk of an incisional
hernia later.

5. Pregnancy.
6. Refusal of the patient or her husband to sign the consent

form.

Arrangements
You can do a minilap as a day case, but if you admit the
patient the night before, she is more likely to be present
when the list starts!

Equipment
It includes two long narrow, 44 mm Langenbeck retractors,
a scalpel, a needle-holder, ovum (ring) forceps, a circular
cutting needle, chromic catgut, monofilament nylon, and
a special uterine manipulator (Fig. 1).

Anaesthesia
Take all precautions necessary for an abdominal operation,
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and be sure to starve her. A method of local anaesthesia is
described below with the surgery. Possible alternatives
are:

1. Intravenous ketamine anaesthesia
2. Spinal or epidural anaesthesia
3. General anaesthesia. This should not be used as a

routine method since it has a greater mortality than
local anaesthetic methods. You will need to use it for
some obese women or very anxious mothers and those
with pelvic adhesions.

Local anaesthesia: Do not use more than 100 ml of
0.5% lignocaine with adrenaline. This is the maximum
dose. Premedicate her with pethidine 25 mg and
diazepam 5 mg intravenously. Double this premedication
if she is large or anxious. The minimum intravenous pre-
medication will enable her to get up and walk away
immediately afterwards. If you need to do a dilatation and
curettage (D & C) (see below), you must also give a
paracervical block before the dilatation.

Caution!
1. Local anaesthesia, properly used, is the only safe

anaesthetic for a national sterilization programme.
2. Avoid large intramuscular doses of pethidine. Instead,

use small intravenous doses, followed by intravenous
diazepam.

3. Work slowly if you use local anaesthesia and allow
time for each injection to work (two minutes) before
you proceed.

Operation
Ask the patient to pass urine immediately before the
operation, or catheterize her to prevent you cutting into
her distended bladder. Do a careful bimanual examina-
tion to make sure that she is not already pregnant. Put her
in the semilithotomy position, with her thighs flexed to
45° and moderately abducted, her knees flexed, and her
lower legs horizontal. Use Lloyd Davis stirrups or,
cheaper, 'Chogoria supports' (Fig. 2).

FIG 2. Simple cheap supports for holding the patient's legs in
the semilithotomy position. The surgeon has access to the
abdomen and at the same time the assistant can move the
uterine manipulator. These supports were locally made in a
rural Kenyan hospital.



EVERYDA Y PRACTICE

Clean her abdomen, perineum, and vagina, and cover
her with an abdominal sheet. Pass a Sims' or Auvard's
speculum.

If more than 10 days have elapsed since the first day of
her last period, do a 'D & C' to prevent implantation in
this cycle. If you are operating under local anaesthesia,
you wili have to do this under a paracervical block. Inject
5 ml of 0.5% lignocaine with adrenaline into each lateral
vaginal fornix beside the cervix to a depth of one or two
centimetres.

Incision
It depends on the position of her fundus. If she has delivered
within the last few days, and her uterus is at her umbilicus
or can easily be pushed there, most authorities recom-
mend a 2 ern horizontal incision in its inferior fold. This is
good cosmetically, and avoids the needs to shave her.
However, the author has found that this incision or the
commonly recommended alternative at the level of the
fundus, is often well above the level of the tubes which lie
along the side of the body. Instead I prefer a suprapubic
incision for all minilaps even if the fundus is at the level of
the umbilicus (Fig. 3).

"':"'.

FIG3. Suprapubicincision

Procedure
If the bladder is empty the tubes can always be found on
the side of the uterus and easily brought into the wound
with a finger swept over the fundus and down the side of
the uterus. If her uterus has involuted, or she is not post-
partum, the universal recommendation is a short vertical
or transverse incision just above her pubic hair.

If you are using a uterine manipulator, insert it and then
ask your assistant to raise the fundus against the abdominal
wall until you see and feel a bulge. Make a 2 to 5 em incision
over it. A horizontal incisiongives a better scar but a vertical
midline incision is slightly quicker and easier.

Tilt the table moderately head down to let her gut fall
away from her uterus. Prepare her skin widely with
iodine. Drape her abdomen, leaving a large area exposed.
Use a 0.4 mm needle to raise bilateral skin wheals, just
lateral to her rectus sheath and about 4 em above the prop-
osed incision. Push a long 1 mm subarachnoid (spinal) nee-
dle through the wheal, and inject a track of anaesthetic
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along either side of the proposed incision, extending well
above and below it. Inject 10ml on each side. These injec-
tions just lateral to the rectus sheath block a wide area.
Use a shorter 0.7 mm needle to inject another 15 ml into
her skin and subcutaneous tissue at the site of the incision.

Inject each rectus muscle through its anterior sheath
about 2 em through the midline. Inject 5 ml at three Ievels
on each side, above, at the level of, and below the planned
incision. A total of 30 ml gives good muscle relaxation.
You should expect to find the rectus muscle further apart
in multipara.

If you are going through her umbilicus, inject above and
below it on both sides so as to infiltrate it completely.
Stretch it and make a 2 cm horizontal incision in its
inferior fold. Spread the subcutaneous tissue vertically
with scissors until you see the fascia. Insert two narrow
right-angled retractors, one towards the head and the
other towards her feet, and pull them apart. Pick up the
fascia between two haemostats, and inject another 10 ml
of lignocaine at a few points just beneath the fascia to
anaesthetize her peritoneum. Open the fascia vertically
with a knife (Fig. 4). You will find it and her peritoneum
almost fused, and will enter the peritoneal cavity blood-

FIG4. Fasciaheld between two haemostats

lessly. Enlarge the incision in the fascia to admit your
index finger. Her skin will stretch, so you can make the
skin incision shorter than the fascial one.

If you go through her suprapubic area, do so in the
exact midline between her rectus muscles. Spread them.
carefully to avoid bleeding. Spread the fat with scissors
until you see her peritoneum. Pick it up, open it, and secure
it with haemostats. Optionally, inject 10 to 20 ml of ligno-
caine over her pelvic organs for a topical effect. If you use
a horizontal incision divide the fat and rectus sheath in the
line of the skin incision. Separate the rectus muscles verti-
cally and proceed as above.

Feel for her fundus with your index finger. Feel behind
it laterally to the point where each ovary is attached. Her
tubes lie just anterior to them. As you hook a tube towards
the incision with your finger, rotate her uterus to bring its
cornua close underneath it (Fig. 5). Next, insert two
Langenbeck retractors at right angles to each other. Use
the upper one to pull the gut and omentum away, and the
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FIG 5. A tube hooked on a finger and brought out of the incision
with the cornua close to it

other to pull laterally , so that you can see the tube. Grasp
it with the ovum forceps. If it is difficult to find, go to the
cornua of her uterus, and follow the tube from there to its
fimbriated end.

Deliver a tube into the wound. If it is difficult to deliver,
try lowering the head of the table. Look for its fimbrial
end, to make sure that it is her fallopian tube, and not her
round or ovarian ligament. Either apply two clamps 2 cm
apart, and cut a piece of tube between them tying each
end or tie a catgut (not monofilament, you want the suture
to dissolve) round a loop of tube and excise it as in Fig. 6
(Pomeroy tubal ligation). Does the tube you cut have a
lumen? If not, it is her round ligament! There is no need
to bury the stumps of the tube. Check carefully that there
is no bleeding, cut the sutures on the tube, and then operate
on the other one in the same way.

FIG 6. Pomeroy tubal ligation

Caution! .
Be sure to use catgut, which is more reliable for this parti-
cular purpose than other material. When it has dissolved
in two to six weeks the cut ends of the tube will be drawn
apart which reduces the risk of recanalization.
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Closing her abdomen
Close her peritoneum and fascia with a suture of 2/0
monofilament nylon. Close all dead space to minimize ooz-
ing when the vasoconstrictor effect of adrenaline wears off.

Sit her up, dress her, and let her walk back to the ward.
If you have had to give her extra sedation, she will need
help. If she lives close by she can go home the same day.

DIFFICULTIES WITH A MINILAP
If you are not operating in a hospital, and there are any
complications, treat her as best you can and immediately
refer her for admission.

If she complains of pain when you are injecting the local
anaesthetic, give her intravenous pethidine. If you have
great difficulty pulling her tubes into the wound, give her
ketamine 2 mglkg and atropine 0.6 mg intravenously.

If she is obese, it will be difficult to pull her tubes into
view through a layer of fat. Enlarge the incision and apply
more head-down tilt. An umbilical incision may be easier
than you expect, because there is less fat around it.

If you cannot find her tubes, the incision may be too far
above her fundus; it should be slightly below it. Turning
her uterus with your finger behind it helps. If she is post-
partum, and her uterus is large, try manipulating it
through her abdominal wall. You may find it helpful not
to release the first tube until you have moved across her
fundus and found the other one. Try passing Cusco's
speculum through the incision to help you look around.
The other reason could be that her uterus-may be stuck
down with adhesions. A careful initial pelvic examination
should have excluded this.

If you find adhesions, you may be able to divide fine
ones. Dense ones need general anaesthesia. If her tubes
are adherent to her uterus or her pelvis, you may have to
make a standard incision, or abandon the operation. This
is particularly likely to happen if she has adhesions follow-
ing Caesarean section.

If you find any cysts on her ovaries, leave them if they
are small (less than 5 ern). All normal ovaries have some
physiological cysts. If a cyst is larger than this what you do
depends on your experience. If the other ovary is healthy
extend the incision and remove the affected ovary. If she
only has one ovary remaining remove the cyst only and
conserve some ovarian tissue. If you have not done this
before completethe tubal ligation and refer her later.

If you open her bladder (this should be a very rare
occurrence if you are careful), close it with 2/0 absorbable
sutures in two layers, and leave a urethral catheter in for
10 days. Prevent a full bladder by having her empty it just
before she enters the operating theatre. If you find it full
at surgery, empty it with a needle and syringe.

If you open her intestine (also rare), close it in two
layers transversely. Wash out the abdomen with saline
and then leave in tetracycline 500 mg dissolved in saline.
'Suck and drip' her for a few days and observe her closely.

SUSPECTED ECTOPIC PREGNANCY
If a laparoscope is available it is preferable for the investi-
gation of pelvic pain. Be sure there is no intrauterine
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pregnancy before you insert an uterine manipulator.
Perform an ultrasound scan if available.

Indications
Suspected ectopic pregnancy where the mother's condition
is stable.

Contra indications
A shocked patient with ectopic pregnancy. A full
laparotomy would be better in such a patient and in a
patient with generalized peritonitis.

Technique
Use a general anaesthetic and a vertical suprapubic incision.
When you open the abdomen suck out and save any free
fluid. Inspect the full length of each tube in turn and then
both ovaries. If you find an ectopic pregnancy extend the
incision and deal with it as described earlier. If you find
inflamed red tubes with pus coming from them she has
PID. Close the abdomen without drains and give broad
spectrum antibiotics. If there is no free blood and the
tubes are normal do nothing else and let her go home the
following day.
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Difficulties
If there is purulent peritoneal fluid but you find no cause
in the pelvis, extend the incision vertically and inspect the
appendix. If it is inflamed remove it.
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