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Abstract  
 

Background: Minimal access surgery offers patients fewer postoperative complications, shorter hospital stay and better 

cosmetic results compared to conventional open gynaecological surgeries. Aim and Objectives: To determine the 

prevalence of gynaecological minimal access surgeries and to determine indications and complications associated with 

them at UDUTH, Sokoto, Nigeria. Methodology: This was a descriptive retrospective study of all gynaecological 

laparoscopies and hysteroscopies performed at the Usmanu Danfodiyo from 1
st
, January 2012 to 31

st
, December 2016. 

Result: There were 1,016 gynaecological surgeries over the period with 112 minimal access surgeries given a prevalence 

of 11.02%. Laparoscopy accounted for 87.1%% while, hysteroscopy was 12.9% of cases. Their ages ranged from 18 to 

40 years with a mean of 28.44 ± 4.99 years, and a modal age of 25-34 years (66.6%). Laparoscopy accounted for 87.1% 

of the minimal access surgeries while hysteroscopy was 12.9%. Secondary Infertility (41.1%) is the most common 

indication for laparoscopy followed by primary infertility (28.9%) and amenorrhea (15.6%). Asherman’s syndrome 

(66.6%) is the commonest indication for hysteroscopy followed by secondary infertility (16. 6%).The most common 

complication was abdominal pain in 13.0% while, the least was uterine perforation in 0.9% among them. Conclusion: 

Minimal access surgery is a safe, feasible, and less invasive modality for evaluation and treatment of gynaecological 

pathologies. It has better cosmesis, less complications, and lower cost implication. Therefore, the need for training, 

retraining and provision of necessary facilities in Nigeria. 
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INTRODUCTION 
Endoscopy is a minimally invasive procedure, 

as it is the examination of the interior of a hollow 

viscous generally performed with a specialized 

instrument called endoscope [1]. Depending on the 

organ or cavity being visualized, endoscopy may be of 

various types. Gastroscopy (Stomach), Colonoscopy 

(Colon), Cystoscopy (Urinary bladder), Hysteroscopy 

(Uterus), Laparoscopy (Abdominal cavity) etcetera [1]. 

Laparoscopy is a transperitoneal endoscopic technique 

that provides excellent visualisation of the pelvic 

structures and often permits the diagnosis of 

gynaecologic disorders and pelvic surgery without 

laparotomy [2]. These endoscopic procedures are 

traditionally performed in the operating theatre under 

general anaesthesia [3, 4]. Minimal access surgery 

(MAS) has continued to affect every area of 

gynaecology, from diagnosis to therapy, from 

reproductive medicine to urogynaecology and oncology 

[5]. The advantages are less post operative pain, shorter 

hospitalization and faster return to normal activities [5].  

 

The endoscopic examination of the peritoneal 

cavity was first performed in dogs in the early 1900s by 

the German gynaecologist, Dr Georg Kelling who then 

called his procedure koelioscopie [6]. The first 

published work on laparoscopy in humans was by Dr 

Hans Jacobeus from Sweden in 1910 [6]. It was not 

developed for laparoscopy but rather for pneumothorax. 

This needle has remained the instrument for creating 

pneumoperitoneum to this day [6, 7]. By the 1950s the 

quartz rods were developed to improve illumination and 
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the fibre-optic technology is what finally ended the 

problem of lighting [5-7].  

 

Advantages of laparoscopy over laparotomy 

are small incision, excellent visualization of operative 

site, reduced postoperative pain, shorter hospital stay, 

early return to full activities, cosmetic advantages and 

less wound complication [2, 9]. Some of the 

disadvantages of laparoscopy are; difficulty in stopping 

bleeding, longer operative time, risk of visceral and 

vascular injury, expensive and specialized equipments, 

technically difficult and special training required. 

 

The indications of laparoscopy are either 

diagnostic or therapeutic [2]. Some of the diagnostic 

indications are Pelvic pain, infertility, pelvic masses, 

genital tract anomalies, pelvic injuries, endometriosis 

and pelvic inflammatory disease [1, 2, 10]. While some 

of the therapeutic indications are tubal sterilization, 

adhesiolysis, missing intrauterine device, unruptured 

ectopic pregnancy, myomectomy, ova collection in 

IVF, ovarian drilling for polycystic ovaries, 

oophorectomy, hysterectomy and reconstructive surgery 

for pelvic organ prolapse [1, 2]. The indications for 

hysteroscopy are; abnormal menstruation in women > 

40 years, in women < 40 years who are not responsive 

to medical treatment, inter-menstrual and post-coital 

bleeding despite normal cervical smear, 

postmenopausal bleeding, endometrial polyps, sub 

mucous fibroids, subfertility, recurrent miscarriage, 

Asherman’s syndrome, congenital uterine anomaly and 

lost intrauterine contraceptive device [5]. The 

contraindications are intestinal obstruction, generalized 

peritonitis and intraperitoneal haemorrhage [2, 11]. 

 

In the industrialized countries, Minimal access 

surgery (MAS) is often the first choice intervention 

when surgery is needed. However, there is still a major 

gap in the implementation of laparoscopic surgery in 

resource limited settings often due to restricted 

availability or access to the equipment and lack of 

training [12, 13].   

 

Three key innovations have generated a lot of 

interest in laparoscopy, these are; robotic surgery (Da 

Vinci surgery), natural orifice transluminal surgery 

(NOTES), and Laparoendoscopic single-site surgery 

(LESS) [7, 14].  

 

The reported over all complication rates of 

laparoscopy surgeries range from 0.2% to 10.3% [12]. 

The complications of laparoscopy are significantly 

lower than conventional surgery though some may not 

be recognized during the procedure and are mainly 

entry-related
 

[15]. The reported rates of these 

complications are 1.0-12.5/1,000, 3.6/1,000 and 

5.7/1,000 in the UK, Finland and Netherlands 

respectively
 
[16].  

 

 

In the USA, approximately 350,000 tubal 

ligations and 200,000 laparoscopically assisted vaginal 

hysterectomies are done annually, whereas in the UK, 

approximately 250,000 gynaecologic laparoscopic 

surgeries are performed annually [4]. In developing 

countries, particularly sub-Saharan Africa, 

gynaecologic laparoscopy was introduced in the 1970s 

through collaboration with donor agencies. It is still 

evolving and is mainly diagnostic for now [4]. In Kano, 

gynaecological laparoscopies accounted for 12% [4] of 

all surgeries done in the department
 
which is similar to 

Ilorin which accounted for 11.2% [12]. The minimal 

access surgeries done in these centres are mainly 

diagnostic. 

 

The justification for this study is to review the 

gynaecological minimal access surgeries performed 

recently in UDUTH, Sokoto. Therefore, objectives of 

this study are; to determine the rate of gynaecological 

minimal access surgery at UDUTH, Sokoto, the 

indications, operative findings and complications 

associated with it. 

 

METHODOLOGY 
This study is a retrospective descriptive study 

of all gynaecological laparoscopies and hysteroscopies 

performed from 1
st
 January 2012 to 31

st
 December 2016 

Case notes of patients that had laparoscopies and 

hysteroscopies over the period of study. Information 

regarding sociodemographic characteristics, indications 

for the surgeries, the types performed and 

complications associated with the procedures. The data 

obtained was analyzed using SPSS version 20. The 

result was presented in text, tables and charts. 

 

RESULTS 
There were 1016 gynaecological surgeries 

within the period under review with 112 being minimal 

access surgeries. Therefore, a prevalence of 11.02 % or 

112 per 1000 gynaecological surgeries was found for 

minimal access surgeries in gynaecology. Laparoscopy 

accounted for 95 cases and thus gave a prevalence of 

9.35% or 93.5 per 1000 gynaecological surgeries. 

While hysteroscopy accounted for 19 cases and thus 

gave a prevalence of 1.87% or 18.7 per 1000 

gynaecological surgeries. However, only 108 case files 

for both laparoscopy and hysteroscopy were available 

for analysis.  

 

The age of the patients ranged between 18 

years to 40 years with a mean of 28.44 ± 4.99 years. 

Majority (66.6%) of the minimal access surgeries were 

carried out among the 25-34 year age group. Majority 

68(63.0%) were unemployed and 70(64.8%) had at 

least secondary education. The Hausa/Fulani, 

80(74.1%) were the dominant ethnic group and 

Muslims were the majority 90(83.3%) of the patients. 

Married women form the majority (94.4%) and 

76(70.4%) were nulliparous. 
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Table-1: Sociodemographic characteristics of the patients 

Characteristics Frequency Percentage 

Age 

(years) Less than 20  

20-24 

25-29 

30-34 

35 and above  

 

6 

16 

36 

36 

14 

 

5.6 

14.8 

33.3 

33,3 

13/0 

Occupation 

Unemployed 

Student 

Civil servant 

Business women 

Level of formal Education 

 

64 

12  

20 

8 

 

63.0 

11.1 

8.5 

7.4 

Non formal- 30,27.8 

Primary- 8, 7.4 

Secondary-442,40.7 

Tertiary- 26, 40.1 

  

Tribe 

Hausa/Fulani 

Igbo 

Yoruba 

Others 

 

80 

2 

10 

16 

 

74.1 

1.9 

9.3 

14.4 

Religion 

Isla 

Christianity 

 

90 

18 

83.3 

16.7 

Marital status 

Married  

Single 

 

 

102 

6 

 

 

83.3 

5.6 

Parity 

Nulliparae 

Primiparae 

Multiparae 

 

76 

36 

6 

 

70.4 

24.1 

5.6 

 

Secondary Infertility (41.1%) is the most 

common indication for laparoscopy followed by 

primary infertility (28.9%) and amenorrhea (15.6%). 

 

Asherman’s syndrome (66.6%) is the 

commonest indication for hysteroscopy followed by 

secondary infertility (16.6%). Details are as shown on 

Figure-1. 

 

 
Fig-1: Indications for minimal access surgery 
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Laparoscopy accounted for (90/108) 87.1% of 

the minimal access surgeries performed within the 

study period while hysteroscopy accounted for 

(18/108)12.9%.  

 

Laparoscopy and dye test, 50(46.3%) was the 

most common laparoscopic procedure performed, while 

bilateral tubal blockage 46(35.1%) was the most 

common finding at laparoscopy. Diagnostic 

laparoscopy, 74(82.2%) is the main procedure 

performed in our centre. The two therapeutic 

laparoscopic procedures performed are laparoscopic 

ovarian drilling 10(9.3%) and laparoscopic cystectomy 

6(5.6%). 

 

Hysteroscopy and adhesiolysis accounted for 

12(11.1%) due to intrauterine adhesions which was the 

most common finding at hysteroscopy 13(72.2%). 

Details of types of surgeries performed is as in Figure-2 

below. 

 

 
Fig-2: Types of procedure 

 

Majority 85 (78.6%) had no known 

complication following the procedures and the most 

common that occurred was mild abdominal pain 14 

(13.0%) that occurred in the laparoscopy arm and a, 

(0.9%) case of uterine perforation among the 

hysteroscopy arm. Others accounted the other 

negligible complications. The mean duration of hospital 

stay was 2.8 days with least 1 day, 67 patients (62.0%) 

to a maximum of 5 days in 1 patient (0.9%) of cases. 

This shown on Figure 3 & 4. 

 

 
Fig-3: Complications of minimal access surgery 
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Fig-4: Duration of hospital stays in days 

 

DISCUSSION 
The rate of minimal access surgery (MAS) 

from this study is 11.02% or 112 per 1000 

gynaecological surgeries, of which laparoscopy 

comprised of 9.35% and hysteroscopy comprised 

1.87%. This is similar to the 11.2% what was reported 

in Ilorin by Omokanye [12] and 12% in Kano by 

Yakasai [6], but much higher than the 2.87% found in 

Abuja by Efetie [23]. This low rate in Abuja was due to 

occasional logistic problems with the equipment. It is 

also higher than 6.9% reported from Yaoundé, 

Cameroon [15]. It is however, much lower than that 

obtained in developed countries like in the UK [2] 

where 250,000 gynaecological laparoscopic surgeries 

are performed annually [4], and it is often the first 

choice intervention when surgery is needed [12]. This 

may be due to few specialists and one laparoscope in 

our centre. Minimal access surgery from this study is 

mainly diagnostic as was reported from Abuja
 
[23]. 

This is in contrast to the finding in Ilorin where most 

(80%) of the laparoscopic surgeries performed were 

therapeutic [12]. ` 

Nulliparous women constituted 70.4% of the 

patients which is the majority and this finding is similar 

to what was reported from Cameroo [15]. This is 

because most of the patients had laparoscopy for either 

infertility or amenorrhea, hence the high percentage of 

nulliparous women. 

  

From this study the most common indication 

for laparoscopy was infertility evaluation 70% (primary 

infertility 28.9% and secondary infertility 41.1%), 

followed by amenorrhea 15.6%. A previous study from 

this centre in 1999 also showed infertility to be the most 

common indication for laparoscopy followed by 

amenorrhea
 
[21]. In similar studies from Abuja

 
[23], 

Kano [4], Nnewi
 
[25] and Cameroon 15, infertility was 

the most common indication followed by amenorrhea 

and chronic pelvic pain. The most common indication 

for hysteroscopy in this study is Asherman’s syndrome 

66.6% which was also the most common indication for 

hysteroscopy in Kano 52.1% [4]. This is in contrast to 

the findings from a study in Italy, where the main 

indication for hysteroscopy was abnormal uterine 

bleeding 56.0% [26]. In this study, laparoscopy and dye 

test (46.3%) was the most common procedure 

performed. It is also in agreement with report from 

Kano in which it was performed in two thirds of the 

study population [4]. This was not surprising because 

infertility was the most common indication for 

diagnostic laparoscopy in these centres. Only 1.9% had 

conversion to Laparotomy and this is similar to the 

1.96% in Kenya
 
[27]. It is higher than the 0.7% reported 

from Ilorin
 
[12] but much lower than the 7% reported 

by Golash [28]. The most common pathologic finding 

in laparoscopy was bilateral tubal block (35.1%). This 

is similar to the 44.5% from Kano
4
. Majority (78.6%) 

did not have any complication. Of those that had 

complication; abdominal pain (13.0%) was the most 

common, unlike bladder and bowel injury which was 

reported in Kenya
 
[27]. In this study, there was one case 

of uterine perforation (0.9%) that occurred during 

hysteroscopy and adhesiolysis and warranted 

conversion to laparotomy. Sixty-two percent of the 

patients were discharged home within the first 24 hours 

after surgery. This is similar to the finding in Kenya 

where 64.5% spent one night after the procedure
 
[27]. 

This is one advantage of such procedure, shorter 

duration of hospital stay, minimal use of resources and 

quick recovery. The mean hospital stay was 1.6 days ± 

0.9 unlike 3.4 ± 1.8 days from Cameroon [24].  

 

CONCLUSION 
Minimal access surgery surgeries is low in our 

centre and mainly diagnostic. It is however, safe, 

feasible, and less invasive modality for evaluation and 

treatment of many gynaecological pathologies with 

attendant benefit of shorter hospital stay, better 
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cosmoses, less complications, and a lower cost 

implication in the long run. The most common 

indication for was for evaluation of secondary 

infertility, secondary amenorrhea. Therefore, efforts 

have to be intensified in training and provision of up to 

date facilities for Minimal access surgery in Nigeria. 
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