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A35TRACT 

Data ar presentedfrom a comparative study ofminilaparvtomy ,nd culdoscopyprocedures. There were 

sintfcantdifferences in srgicaldfficulties or complicationsor in postoperativpe complications. The most 

noticeable difference bet-wn the two procedureswus in surgicaltime, with minilaparotomyrequiring warly 

twice as long asculdoscmpy. The resultssuggest thatcontwry to what is expected,culdoscopymay be aseffective 

wsd even asfast toperform as minilaparotomy when the clinic or hospital isproperlyequippeda.d the opemtor 

is experienced. 

INTRODUCTION 

Voluntary sterilization has become an in-
creasingly acceptable method of contraception 
throughout tWe world. In 1977, sterilization sur-
passed the pillas the most popular contraceptive 
worldwide, with approximately 80 million accoptor 
couples'. In Bangladesh, the national fertility 
program expects female sterilization to play a 
significant role in the reduction of fertility2 3. 

Recent gains m the popularity of female 

sterilization are partly due to advancements in 
technology, with the inventior' and use of new and 
simpler techniques The two approaches most often 
used at the Moharrmadpur Model Clinic in Dacca, 
Bangladesh, are minilaparotomy and culdoscopy. 
An earier report presented results of both methods' 
but the data did not come frorn a true comparative 
study. In the current study. minilaparotomy and 
culdoscopy were randomly assigneo to a group of 
womenwhocame otheclnicseekigsterihzationto
 
limit their family size s .The study was a cooperative 
effort betwein the Bangladesh and the International 
Fertility Research Program. 
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- stics (Table I).The mean age of women in both
PATIENTS AND METHODS 

groups was 29.9 yrs,, comparable to that of women 
.

sWllizedO in orter stud'e5 7. More than he" the 
kelodemo.raphic CharactbvItlc', 

women and nearly one third of their husbalids in 

each group hwJ no formal education. About 97% of 
Data on 135 cases of mlnilaparotomy and 134 

cams of culdotcoPy performed fron September all patients lived in urban areas, and 90% were of the 

I .76 to January 1978 at the Mohammadpur Model Muslim faith. 

Clinic are analyzed. All women admitted to the study 
Reproductive history and contraceptive practice,

had terminated their last pregnancy at least six 
shown in Table II,were also similar. Women were

weeks prior to sterilization. The women randomly 
asked to report their contraceptive us for the three

allocated to the two procedures were similar with 
prior to sterilization. About 60% in each 

respect to various sociodiemographic charac- months 

Table I 
undergoing fornle aterillzatn

Soclodemographlc charcteritics of 269 women 
(MinliparOtomy and culdoscopy) at Mohammadpur Mo.-1el Clinic 

CuldoscopyMinilaparotomy(N - 135) (N - 134) 

%
No. % No. 

Age (yeas) 
7 52 2 1.5 

20-24 
44 32.6 48 35.8

25-29 
66 49364 47.430-34 13.417 12.6 1835-39 

3 22 0 0.0
40+ 

29.929.9Mean 
29.929.9Median 

Tat"l. II 

Contraceptive and reproductive history of 269 women undergoing female rsterllton 

(Mlnlilaparotomy and culdoscopy) at Mohammedpur Model Clinic 

Milaparotomy Culdocopy 

.(N -135) (N -134)
No. % No.% 

Contraceptive practice prior to sterilization 
79 59.082 617.7None 

1 0.7 4 3.0 
Condom 

6 4.53 22IUD 31.343 31.9 42
Oral contraceptives 

6 4.4 3 22
Other 


No. of live births
 

2 1 0.7 2 1i5 
27.648 35.6 37

3-4 
52 38.842 31.15-6 26.928 20.8 36

7-8 7 5216 11.89+ 
5.65.7Mean 
5.553Median 
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group rported use of no contraceptive. Most of the 
remaining women had taken oral contraceptives. 

The mean number of live births was 5.7 for 
minilaparotomy patients and 5.6 for culdoscopy 
patients. It is worth noting that more then half of the 
women (55.5%-57.5%) had 5-10 living children and 
thus had already contributed generously to the high 
fertility rate. The average age of the youngest living 
child for each group was about two years. 

Medical History and Examination 

Most of the women reported no previous surgery 
or complaints (Table ill). Nina (6.7%) minilaparotomy 
and six (4.5%) culdoscopy patients had previous 
pelvic surgery, or cases of abortion. Pelvic 
examination prior to surgery revealed that live 
women had adhesions or cysts. Three (one 
minflaparotomy, two culdoscopy)were diagnosed as 
having chronic pelvic infections. 

Surgical Method 

Minilaparotorny is widely used in Bangladesh as 
a standard procedure for female sterilization, but 
culdoscopy is generally limited to the Moham-
madpur Model Clinic For minilaparotomy, the 
patient was placed in the Trendelenoerg position 
and a 2.5-4.0 cm incision made near the symphysis 
pubis. For the culdoscopic procedure. the patient is 
piacedintheknee-chestpositionandthetubeswere 
visualized by a culdoscope introduced into the 

in the po@rioabdominal cavity via an incision 
fornix of the vagina. The culdoscope was fined with a 
fiber optic light soucit. The tachnQue al f.taI 
occlusion used for all patients in thi study, 
regardless of procedure, was the modified Pomeroy 
(ligation and excision of a loop of te Ube). he 
anaesthesia, administered Intravenously, was 
pethidine (100 mg), eaiduxem (100 mg) and 
phenergan (50 mg). Patients who appeared rsftless 
or uncomfortable were given additional seduxen 
and/or phenergan. 

RESULTS 

Technical Failures 

A technical failure isdefined as a case in which 
the planned procedure of technique could not be 
completed In four (3.0%) cases in which culdoscopy 
was the planned procedure, a change to mini­
laparotomy was made because of difficulty In 
entering the cul-de-sac or in visualizing the tubes. 
There were no technical failures in tme mini­
laparotomy series. 

Surgical Difficultlesand Complicatonls (Table V) 

Only three (2.1%) difficulties were encountered 
during surgery for the minilararolomy procedures: 
theie was one instance each of adhesions, bladder 
interference arid difficulty in closing the incision. 
Surgical difficulties were somewhat more frequent 

Table Ill 
undergoing female sterllizationMedical history and history of pelvic examinations of 269 women 

(minllaparotomy and culdoscopy) at Mohammedpur Model Clinic 

Minilaparotomy Culdoscopy 
(N - 135) (N 134) 

No. %No. % 

86.7 120
No previous surgery or complaints 117 89.6 

45 
Previous pelvic surgery (abortions) 9 6.7 6 

0.01 0.7 0Previous abdominal surgery 1.51 0.7 2
Pelvic infection 0 0.01 0.7Systemic disease 

Abnormal pelvic examination
 

1 0.76 4.5
Adhesions 1 0.70 0.0Fibroid 

1 0.7 4 3.0 
Cyst(s) 0.70 0.0 1
Uterus deviated to right 

1 0.7 0 0.0 
Tubercles on tubes 0.01 0.7 0

Bums 
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(6.0%) with the culdoscopic procedures. with two 

inscances each of adhesions, difficulty in visualizing 
the tubes, difficulty in entering the cul-de-Sac and 
difficulty in closing the incision. An additional5 2 % of 
the culewscopy patients were reported as unco-

a combinedoperative during surgery, probably 
result of inadequate anaesthesia and the awkwaro 
knee-chest position, 

the mini-No surgical injuries arose during 
laparotomy procedures. One culdoscopic pro-

cedure resulted in a tom tube and another in a tom, 

bleeding tube. 

The cysts found at preoperative examination were 
fimbnal (4cases) and ovarian (1case). Innone of the 
patients did the4 cyst create any complications,and 

.the sterilization preceeded without difficulty. 

Postoperative Complications and Complaints 
(Table V) 

and complaintsPostoperative complications 
were analyzed by the time of occurrence: dunring the 
recovery period prior to discharge within 7-21 days 
atter discharge from the hospital, and at six and 12 
months post-sterIization (Table V). During the 
recovery period, one woman in each group com­
plained of abdominal pain, and one in each group 
experienced nusea/vomiting. 

None of the complications/complaints reported 
at the 7-21 dals follow-up was serious. One fifth 

" (20%) of the minilaparotomy patients, compared 

3.1% of the culdoscopy patients, had infection or 
discharge from the incision. Abdominal pain was i 
complaintof 17B% ofMe minilaparotomy groupmand 
292% of the culdoscopy group. A total of 42A% of 
the minilaparotomy group end 4011%. of the 
culdoscopy group had complications/Complaints at 

the first follow-up. One woman in earh group had 
developed pelvic inflammatory diseare by the six­

ls of women inmonth follov-up similar proportiO 
eachgroupcomplainedof abdominalpainatthesix­

wereand 12-month follow-ups. No pregnancies 
reported for patients in either the minilaparotorny or 

Me culdoscopy group. 

Surgical end Hospitalization Time (Tabk. VI) 

Surgical time, measured froth initial incision to 
closure, was significantly longer for minilaparotomy. 
Mean surgical time for this procedure was 222 
minutes. compared to 112 minutes for& culdoscopy 
procedure. 

The number of nights of hospitalization after 
stenlization was similar for the two groups Most 
(97.8%) of the women in each group stayed only one 
night. 

DISCUSSION 

The data reported here reflect the differences and 

the similarities between two approaches to female 
sterilization, minilaparotomy and ctildoscopy,when 
the two are randomly allocated to a group of women. 

Table IV 
undergoing female sterilizationSurgical difficultiesand complications of 269 women 

Mc..fl Clinic(mlnliaparotomy and culdoscopy) at Mohemmedpur 

Difficulties 
Adhesions 
Visual ,ing tubes 
Entering pentoneum 
Entering Cul-de-sac 
Bladder interference 
Closing inci.ion 
Inadequate anaesthesia 

Complications 
Torn tube without bleeding 
Tom tube with bleeding 

Minilaparotomy 
(N ­135) 

No. % 

Culdoscopy 
(N -135) 

NO. % 

1 
0 
1 

0.7 
0.0 
0.7 

2 
2 
0 

1.5 
1.5 
0.0 

0 
1 
1 
0 

0.0 
0.7 
0.7 
0.0 

2 
0 
2 
7 

1.5 
0.0 
1.5 
52 

0 
0 

0.0 
0.0 

1 
1 

0.7 
0.7 
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Table V 
undergoing sucoesift*Postoperative complications and compalnts of 269 women 

female sterilization (mlnllaparotomy and culdoscopy) at ;Mohammedpu? Model Clinic 

CuldoscopyMinilaparotomy 
(N - 134)(N - 135) %No.No. 

Prior to ch.dcharge 
Complications0. 

0.70.7 11Vomiting/nausea 
Complaints 0.70.7 11Abdominal pain 

Total women with 1.51.5 22complications/complaints (N 130)(N -132)
7-21 day follow-up 

Complications 420.027
Incision infection/disclharge 1.51.5 22Incision pain 0.00.7 01Prolonged bleeding 

Complaints 29224 17.8 38 
Abdominal pain 4.61.5 62 0.9Weakness 

0 0.0 3 23
General pain 

1Total women with 40B42.4 5356complications/complaints (N 112)(N -109)
Six-month follow-up 

0.9Complhcations 
PID 1.84.6 2 
Change in volume of menstrual flow 5 

0110.9 11Dysuria 
Complaints 0.90.9 11Vaginal discharge 15213.8 1715Abdominal pain 

Total women with 19.1183 2220complications/complaints (N -124)(N- 117)
12-month follow-up 

Complications .C4.3 5 
Change in volume of menstrual flow 5 

0.0.9 01Delayed menses 011.7 02Cervical erosion 
1.7 32Dysuria " 

Complaints 2.j2.6 33Vaginal discharge 12:13 11.1 15 
Abdominal pain 

1
Total women with 

25 21.4 23
complications/complamnts 

'Technical failure, are excluded from follow-up tables 
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Table VI 
undergoing female sterllizattonwomen 

(mlnilaparotoaly and culdowcopy) at Mohammidpur Model Clinicsurgical and hospIta! time for 260 

CuIdoicopyMinilaparotomy
(N- 135) 	 (N - 134) 

Surgical time (minutes) 

,C10 


10-19 


20-29 
30-39 
40+ 
Mean 

Postoperative hospitalization (nights) 

0 
1 
2 
7+ 
Mean 

NO. 

0 
52 

53 
23 

6 

2 
132 

1 
0 

in this study varied little in socio-The women 
demographic chRracteristcs and contraceptive and 

The rates of surgicalreproductive histories. 
were only slightlydifficulties and complications 

higher for the culdoscopy procedure then for the 
compli-miniiaparotomy procedure Follow-up 

cations and complaints were also similar for the two 

groups, except fora higher rate (ox c 0.01) of incision 
for minilaparotomy patiants at

infection/discharge 
the 7-21 days follow-up 

The biggest diflerence between the two pro­

cedues was in mean surgical time. The culdoscopic
 

stenlizations roquired, on the average, only half the 
of

time required for minilaparotomy. This can be 

considerable impo;tance in locations where 

demand for sterilization exceed the physician's/ 
clinic's capabilities for providing services. Nearly fll 

the women in both groups would recommend their 

method to a friend, which indicates that female 

sterilization can play amajor role in the government's 

fertility reduction program. 

what isThe results presented here vry from 
Thehre 

culdoscopic prcedures.Theresltspreentd arySiriliziUOl, 

usually found for 

study suggests that for places that are euipped and 

for physicians who are experienced in the operation, 
method of lemaleculdoscopy if,an effective 

sterilization and can, in fact. be faster than other 

supposedly easier methods. 

% No. % 

0.0 67 50.( 

38.8 61 45.1 

39.6 2 

172 2 " 

4.5 2 

222 112 

1.5 2 1 

97.8 131 97J 

0.7 0 0. 

0.0 1 0. 

1.0 12 
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