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Abstract 

Aim and Objectives: To study the intraoperative and immediate complications of 

Laparoscopy and Mini- laparotomy techniques in interval tubal sterilization. 

Methods: A prospective comparative study with a 600-person sample size was conducted 

from January 2018 to June 2019 at the Department of Obstetrics and Gynecology, Andhra 

Medical College, Department in Visakhapatnam. Women who are having interval mini-

laparotomies and interval laparoscopic tubal sterilizations in a hospital. 

Results: In this study, out of 600 patients who underwent tubal sterilization, the majority of 

them were in the age group 20-25years. In both the groups in this study, parity of 2 or more 

were common i.e., 49.5% (Para 2) in laparoscopic group and 48 % (Para 3) in 

minilaparotomy group. HBsAg positivity was the most common co-morbidity, with 41 

patients in mini- laparotomy group. Total of 25 (6.75%) patients had undergone surgery in 

the past in the laparoscopic study group. Adhesions (3.25%) were the most frequent 

incidental pelvic pathology found during laparoscopy. Fibroid was seen in1.75% cases of 

laparoscopic group. Mean duration of surgery was significantly less in the laparoscopic group 

as compared to the mini-laparotomy group, with 10.92+14.20 min, 19.62+8.90 min. 

respectively. Mesosalpinx bleed (3.0%) was the most common intraoperative complication in 

both laparoscopy and mini-laparotomy group. Among patients undergoing laparoscopic tubal 

sterilization the proportion of intra operative conversion to a laparotomy to complete the 

operation was 6 out of 300 patients included in the study (5%). Post-operative complications 

such as Fever (57.50%), Wound discharge (13%) and abdominal pain (28.50%) were more 

commonly seen in the mini-laparotomy group than the laparoscopy group. 

Conclusion: Finally concluded that, overall complications (i.e. when combined 

intraoperative and immediate post-operative complications) were more common in 

Minilaparotomy group when compared to laparoscopy group. 

 

Keywords: Minilaparotomy, sterilization, abdominal pain, laparoscopic.  

 

Introduction 

 

The long-term birth control method is sterilization. It is the most widely used method of birth 

control in the world. Sterilization prevents unintended pregnancies in about 222 million 

women of reproductive age; nearly 43 million of these women rely on male sterilization and 

180 million use female sterilization 
[1]

. Female permanent contraception procedures can be 

carried out hysteroscopically, abdominally, or laparoscopically. They include transcervical 

tubal occlusion (micro inserts), total or fimbriectomy salpingectomy, and tubal interruption. 

Female permanent contraception procedures can be carried out post-pregnancy, post-abortion, 
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or remote from a pregnancy (also known as interval sterilization). Permanent contraceptive 

procedures for new mothers are typically carried out concurrently with a Caesarean section or 

right after a vaginal delivery and shouldn't prolong a patient's stay in the hospital 
[2]

. After a 

straightforward induced abortion, permanent contraceptive procedures such as laparoscopy or 

mini-laparotomy can be carried out without an increased risk. When contrasted with an 

interval procedure 
[3]

. Even though tubal ligation is a highly effective procedure, failures do 

happen and can happen years after the operation. By using tubal ligation procedures, the 

fallopian tubes are blocked, preventing the ovum and spermatozoa from fusing.   

Permanent contraceptive methods are chosen and used at different times depending on the 

patient's preferences, risk profile, medical history, training of the healthcare provider, and 

availability of services and facilities. The surgical strategy and permanent contraception 

method depend on the timing of the procedure (interval, post-abortion, or postpartum). By 

using electrocoagulation, mechanical devices, or tubal excision, interval and post-abortal 

permanent contraceptive procedures are most frequently carried out via laparoscopy. 

Although a small (mini) laparotomy incision can be used to administer interval permanent 

contraceptive methods, postpartum systems are typically the only time this is done.   

Following a vaginal delivery, a mini laparotomy is carried out through a tiny infra-umbilical 

incision before the start of significant uterine involution. The Pomeroy, Modified Pomeroy, 

and Parkland methods, which involve a complete transection of the tubal lumen and the 

excision of a sufficient portion of the fallopian tube, are the most frequently used mini-

laparotomy techniques. To confirm that the transaction was successful, tubal segments should 

be sent to pathology 
[3]

. One of the most popular elective intra-abdominal surgical procedures 

among women of reproductive age is female sterilization, which is also the contraceptive 

method most frequently requested globally. Due to the perception that this method is both 

safe and efficient, laparoscopy rather than mini-laparotomy is typically used in developed 

nations for sterilization. Mini-laparotomy may still be the most popular method in developing 

nations where there are insufficient funds for the purchase and upkeep of more advanced 

laparoscopic equipment. 

 

Methodology 

 

This is a prospective comparative study with 600 sample size conducted in Andhra Medical 

College, Visakhapatnam for a period of Jan 2018 to June 2019. The women undergoing 

interval laparoscopic tubal sterilization and those undergoing interval mini-laparotomy in 

hospital.  

 

Inclusion criteria 

 The basis for the compilation will be the client's self-declaration. 

 Female clients will be under the age of 49 and at least 22 years old. 

 Each couple must have at least one child who is older than one year. 

 Should be more than six weeks after giving birth. 

 The patient must be certified as mentally stable, understand the full implications of 

sterilization, and be in good mental health. 

 Hemoglobin: >8gm%. 

 Previous Caesarean surgery and also women who underwent previous abdominal surgery 

were also included. 

 Patients should be married. 

 Patients or their spouses/partners must not have undergone sterilization in the past. 

 

Exclusion criteria 

 Puerperal period. 

 Current and any history of ischemic heart disease. 

 Uncontrolled Diabetes Mellitus. 
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 Diaphragmatic Hernia. 

 Skin infection near the surgical site. 

 Multiple risk factors for arterial and cardiac complications. 

 

Results 

For the study, 600 women who met the inclusion criteria were chosen. According to the 

technique, two groups of women were formed based on the women's preferences. The women 

gave their permission for the surgery. 

 Interval laparoscopic tubal sterilization (n=300) 

 Interval tubal sterilization by mini-laparotomy (n=300) 

 
Table 1: Comparison of two groups (LAP and BAT) with age groups of patients 

 

Age LAP group % BAT group % Total % 

20-25 143 47.6 152 50.6 295 49.1 

26-30 119 39.6 126 42 245 40.8 

31-35 34 11.3 19 6.33 53 8.83 

>35 4 1.33 3 1 7 1.16 

Chi-square=4.86 p =0.18, p>0.05 

 
Table 2: Comparison of two groups (LAP and BAT) with mean age 

 

Group Mean SD SE t-value p-value 

LAP group 26.07 4.25 0.24 
1.83 0.005* 

BAT group 25.51 3.15 0.18 

 

The patients undergoing bilateral tubal ligation via laparoscopy ranged in age from 20 to 40 

years, with a mean age of 26.07 years, and those undergoing mini laparotomy ranged in age 

from 20 to 40 years, with a mean age of 25.51 years. The majority of the patients included in 

both procedures were between the ages of 20 and 25 (295 of 600 cases, or 49.16%). 

 
Table 3: Comparison of LAP and BAT with parity 

 

Parity LAP % BAT % Total % 

Para 1 24 8 30 10 64 9 

Para 2 238 79.33 233 77.66 471 78.5 

Para 3 34 11.33 34 11.33 68 11.33 

Para 4 & above 4 1.33 3 1 7 1.16 

Chi square = 0.86, p value = 0.83 

 

The parity of patients ranged from 1 to 5. Majority of patients were multiparous. Parity 2: 471 

out of 600 cases, i.e., 78.5% and with parity 3: 68 out of 600 cases, i.e., 11.33%. Out of 

600patients who underwent sterilization, Para 1 were 24 cases (8%) in the laparoscopic group 

and 30 cases (1%) in the mini–laparotomy group. 

Para 2 were 238 cases (79.3%) in the laparoscopic group and 233 cases (77.66%) in the mini 

laparotomy, Para 3 were 34 cases (11.33%) who underwent sterilization by laparoscopy and 

34 cases (11.33%) by mini-laparotomy, Para 4 and above were 4 cases (1.33%) by 

laparoscopy, and 3 cases (1%) were seen in the mini-laparotomy group respectively. 

 
 

Table 4: Comparison of two groups (LAP and BAT) with the status of contraception, medical disease. 
 

 LAP % BAT % Total % Chi- p-value 

Previous 56 18.66 45 15 101 16.83 1.44 0.23 

Medical disorder 3 1 68 22.66 71 11.83 42.24 0.001 

*p<0.05 
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Previous contraceptive usage was seen in 56 out of 300 cases (18.66%) and 45 out of 300 

cases (15%) who underwent sterilization by laparoscopy and mini–laparotomy respectively. 

A total of 101cases out of 600 cases (16.83%) had history of previous usage of 

contraceptives. History of medical disorders was seen in 3 out of 300 cases (1%) and 68 out 

of 300 (22.66%) in laparoscopic and mini-laparotomy group respectively. 

A total of 71 out of 600 cases (11.83%) had medical disorders who underwent sterilization 

which was statistically important. 

In the mini-laparotomy group, 41 cases were HBs Ag positive, 21 cases were HIV positive, 2 

cases were of chronic hypertension, one was an old case of CVT and 3 heart disease cases 

were seen. In the laparoscopic group, one was an old case of overt diabetes mellitus, and 2 

cases were hypothyroidism. 

History of previous surgeries (previous caesarean surgery) was seen in 25 out of 300 cases 

(8.33%) who underwent laparoscopic tubal sterilization and 6 cases out of 300 cases in mini 

laparotomy group. A total of 38 out of 600 cases (6.33%) had a history of previous surgeries 

which was statistically significant .There were 6 cases of failed mini-laparotomy and one case 

of failed laparoscopy , which were referred from nearby Primary Health Center. 

 
Table 5: Previous surgery/ caesarean surgeries seen in both groups 

 

Group 1LSCS 2LSCS >2 LSCS Failed cases Total % 

Mini laparotomy 2 4 0 6 12 4 

Laparoscopy 10 15 0 1 26 8.66 

     Chi Square 9.71,        P value = 0.02 

 
Table 6: Comparison of two groups (LAP and BAT) with Intra operative incidental pelvic pathology 

 

Intraoperative  incidental 

pelvic pathology 

LAP 

group 
% 

BAT 

group 
% Total % Chi- square 

Fibroid 4 1.33 0 0 4 0.66  

Ovarian cyst 2 0.66 0 0 2 0.33  

Adhesions 10 3.33 0 0 10 1.66  

Uterine anomalies 0 0 0 0 0 0 0 

Endometriosis 0 0 0 0 0 0 0 

 

Most common incidental pelvic pathology found intra operatively was adhesions, in 10 out of 

600 cases (1.66%). Next to adhesions, fibroid was the 2nd most common incidental 

pathology, which was found in 4 out of 600 patients (0.66%). [In all the patients in whom 

fibroid found during the operation was of sub serous type].Ovarian cyst was seen in 2 out of 

600 cases (0.33%) [In one case it was right ovarian cyst 3x3cm and in another patient It was 

left ovarian cyst 2x2cm] in the laparoscopy group. Adhesions were seen in 10 out of 300 

cases (3.3%) of the laparoscopy group, only 5 cases had dense and multiple adhesions in 

whom unintended laparotomy had to be done, in the rest of 5 cases of laparoscopy group, the 

adhesions were flimsy. 

Uterine anomalies were not seen in both groups. Ovarian cysts, adhesion, fibroid uterus were 

not seen in the mini-laparotomy group. 
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Table 7: Comparison of two groups (LAP and BAT) with respect to intra operative complications 
 

 
LAP 

group 
% 

BAT 

group 
% Total % 

Chi- 

square 
p-value 

Injury to Omentum 1 0.33 0 0.00 1 0.16 - - 

Injury to meso salpinx 

(Tear/Hematoma) 
5 1.66 2 0.66 7 1.16 1.30 0.25 

Perforation of uterus 1 0.33 0 0.00 1 0.16 - - 

Unintended laparotomy 6 2 2 0.66 8 1.33 - - 

 

Complications attributable to both the procedures occurred in17/600(2.83%) patients. Injury 

to vessels- mesosalpinx tear / hematoma was seen in 5 out of 300 cases (1.66%) and 2 out of 

300 cases (0.66%) in laparoscopic and mini-laparotomy group respectively, due to 

inadvertent puncture of mesosalpinx vessels during the procedure in post-caesarean cases( 

5cases (1.66%) in laparoscopy and 2 cases (0.66) in Minilaparotomy) which needed 

laparotomy .Out of 8 (1.33%) cases, 7 (1.16%) cases of unintended laparotomy were due to 

mesosalpinx bleed (because of adhesions in post caesarean cases), 1(0.16%) case was due to 

omental bleeding (because of the  presence of adhesions in post casaerean case) and 2(0.66%) 

cases in mini laparotomy group also due to mesosalpinx tear in post caesarean cases 

respectively. 
Table 8: Comparison of 2 groups which required laparotomy 

 

 LAP % BAT % 

Meso salpinx tear 5 1.66 2 0.66 

Omental bleeding 1 0.33 0 0 

Total 6 2 2 0.66 

 
Table 9: Comparison of two groups (LAP and BAT) with status of presence Anesthetic complications 

 

Anesthetic complications LAP group % BAT group % Total % Chi- square p-value 

Hypoxia hypotension 1 0.33 0 0.00 1 0.16 1.0030 0.3170 

Cardiac arrest 0 0.00 0 0.00 0 0.00 0.0000 0.0000 

 

Anesthetic complication (hypoxia) was seen only in one case of the laparoscopic group. It 

was secondary to laryngeal spasm and Trendelenberg position of the patient. The procedure 

was abruptly stopped. Patient was immediately given IV. Hydrocortisone (100mg), 100% 

oxygen and relaxation were done by giving Inj.Propofol with Scoline. Saturation of O2 

picked up, and surgery was continued. Post-op patient was shifted to ICU, and the later post-

operative period was uneventful. There were no complications of aspiration of gastric 

contents or any case of cardiac arrest. 

 
Table 10: Comparison of two groups (LAP and BAT) with status of presence of immediate post-

operative complications 
 

Immediate post 

operative complications 

LAP 

group 
% 

BAT 

group 
% Total % 

Chi- 

square 

p-

value 

Fever 4 1.33 12 4 16 2.66 4.10 0.04 

Headache 3 1 1 0.33 4 0.66 1.00 0.31 

Abdominal pain 3 1 9 3 12 2 3.06 0.08 

Abdominal distension 2 0.66 3 1 5 0.83 0.20 0.65 

Vomiting’s &loose 

motions 
2 0.66 6 2 8 1.33 2.02 0.15 

Wound discharge 2 0.66 10 3.33 12 2 5.44 0.01 

*p<0.05 

 

The post-operative complications were statistically higher in patients operated by mini-

laparotomy than in those who underwent laparoscopic tubal sterilization. The post-operative 
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complications like fever and discharge from wound were statistically significant and higher in 

patients who underwent tubal sterilization by mini-laparotomy than in-patients who 

underwent tubal sterilization by laparoscopy. The most common postoperative complication 

seen in both the groups was fever, i.e., 2.66% (16 cases out of 600 cases) followed by wound 

discharge seen in 12 cases (2 % out of 600 cases). Post-operative fever was seen in 4 out of 

300 cases (1.33%) and 12 out of 300 cases (4%) , Abdominal pain was seen in 3 out of 300 

cases (1%) and 9 out of 300 cases (2.83%) in the laparoscopic and mini-laparotomy group, 

respectively. 

This difference was statistically significant. Discharge from the wound was seen in 2 out of 

300 cases (0.66%) and 10 out of 300 cases (3.33%) in the laparoscopic and mini- laparotomy 

group, respectively. This difference was statistically significant. Headache was seen in 3 out 

of 300 cases (1%) and 1 out of 300 cases (0.33%), in laparoscopic and mini-laparotomy 

group respectively. 

Abdominal distension was seen in 2 out of 300 cases (0.66%) and 3 out of 200 cases (1%), in 

laparoscopic and mini -laparotomy group respect. 

 
Table 11: Comparison of two groups (LAP and BAT) with mean duration of surgery (min). 

 

 Mean SD SE t-value p-value 

LAP group 10.92 14.20 0.81 
-8.71 0.001* 

BAT group 19.62 9.89 0.57 

 

Mean duration of surgery was 10.92+14.20 in laparoscopic group and 19.62+ 9.89 minutes in 

the mini-laparotomy group, respectively. This difference was statistically significant i.e. more 

duration of surgery in Minilaparotomy group when compared to laparoscopic group. 

 
Table 12: Comparison of 2 groups with duration of surgery (min) 

 

Duration LAP Group % BAT Group % 

5 -10 min 254 84.6 0 0 

11-15 min 40 13.33 0 0 

16-20 min 0 0 294 98 

21-25 min 0 0 4 1.33 

>25 min 6 2 2 0.66 

Chi square -57.89, p value = 0.01(<0.05) 

 

The duration of surgery in laparoscopy and mini laparotomy was statistically significant. The 

time duration for surgery in 254 cases out of 300 cases i.e. (84.6%) was ranges between 5 to 

10 min in laparoscopic group. In Minilaparotomy group the duration ranges between 16 to 20 

min in maximum no of cases i.e. 294 out of 300 cases (98%). The duration surgery was more 

than 25 min in only 6 cases of laparoscopy and 2 cases of minilaparotomy. 

 

Discussion 

The ideal female sterilization technique, one that can be used widely and affordably, 

especially in rural areas of developing nations, is still being sought after. Mini-laparotomy is 

still a good way to sterilize women, as it has been in the past. Laparoscopic surgery has also 

been effective in this regard, but it has some limitations due to technical issues and a lack of 

skill, particularly in developing nations.  

 
Table13: Comparison of Age distribution 

 

Author Age(years) % of cases 

Shilpa et al, 
[4]

 25-29 49% 

Dilbaz et al, 
[5]

 30-39 47.7% 

T.Swende et al, 
[6]

 35-39 50% 

Present Study 20-25 49.16% 
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In this study, it was observed that t h e maximum number of women undergoing sterilization 

were in the age group of 20 to 25 years, comprising 49.16% with mean age of 26.07 years for 

laparoscopy and 25.51 years for mini laparotomy. Our study was comparable with the study 

done by Shilpa et al, 
[7]

, where the age of women between 25-29 years comprising (49%) 

which was the largest group. 35% cases were within the age group of >30 years, 16 % of the 

cases were within the age group of 20 to 24 years. The age corresponds to both the studies 

compared. The eldest patient documented was of 42 years. In our study the age range 

between 20 to 25 years was 49.1% which was the largest group followed by age 26 to 30 

years i.e. 40.8%, which was the second largest group. 

 
Table 14: Comparison of parity distribution 

 

Authors Parity of patient % 

Dilbaz et al, 
[8]

 3-4 79.6% 

Shilpa et al, 
[7]

 2-3 70% 

T.Swende et al, 
[9]

 5 or more than 5 97.2% 

Present study 2 or more than2 91% 

 

In our study, parity was taken into consideration and the women undergoing sterilization by 

laparoscopy, i.e., Para 2-3 comprised of 90.66% (272/300) when compared to mini-

laparotomy which was 89% (267/300). Total of 89.83% (539/600) of the whole study 

population belonged to parity 2-3. 

This study is comparable with the study conducted by T. Swende et al, 
[9]

, which examined all 

female patients who underwent mini laparotomies for surgical sterilization at the Federal 

Medical Center in Makurdi, Nigeria, between November 2002 and October 2007 over a five-

year period. 

The hospital's medical and theater records were used to reexamine the clinical records of its 

patients. 1346 people accepted family planning methods during the review period, and 78 of 

those were female patients who underwent bilateral tubal ligation. Of these, 36 (46.2%) 

underwent a procedure involving a mini laparotomy, and 5 (6.4%) were given the option of a 

tubal ligation during a laparotomy for a ruptured uterus. 

2.7% of mini laparotomies resulted in bilateral tubal ligations. Throughout the study period, 

no patients underwent laparoscopic bilateral tubal ligation. 

With a mean parity of 7.2+/-1.2, the patients' parities ranged from 4 to 10. No patients with 

parities of 3 or less underwent sterilization. 95.2% of patients in the 35-patient group were 

grand multiparous. 

In this study 97.2% of the women undergoing sterilization belonged to group comprising of 

parity 5 or more than 5. In the present study the potential risk factor that may influence the 

occurrence of complication in surgery such as previous caesarean operation (25 out of 600 

cases i.e., 4.16%), presence of adhesions (10 out of 600 i.e.,1.66 %) in the laparoscopy group. 

There are 6 cases of laparoscopic tubectomies were converted into laparotomy because of 

presence of adhesions between omentum and anterior abdominal wall and due to omental 

bleeding. 

This was in comparison to study done by Frankset.al, in1984, here in data analysis included 

5068 women (1978-1982) who were included for laparoscopic sterilization and the results 

indicate that women with the history of previous abdominal or pelvic surgery (21%) or 

intrauterine devices (35%) are ten times more likely to experience unintended laparotomy 

associated with laparoscopic tubal sterilization 
[10]

. 

In women who had undergone two or more cesarean sections, Ghoshal et al. evaluated the 

safety of laparoscopic tubal sterilization. It was a Retrospective study in private clinic and 

hospitals conducted over 210 patients in laparoscopic group. 

The procedures were done with no difficulty in all except in 2 cases. After several cesarean 

sections, laparoscopic sterilization was an option with minimal side effects. If extra 

precaution was taken, scarring from Caesarean sections shouldn't be a contraindication 
[7]

. 
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Table 15: Comparison of Intra-operative complications in different studies 
 

Study 
Laparoscopy 

complications 

Laparotomy 

Complications 

Huber et al, 
[11]

 0.36% 1.21% 

Dilbaz et al, 
[5]

 21.4% 2.1% 

Present study 4.33% 1.33% 

 

 
 

Fig 1: Intra-op Fibroid 

 

 
 

Fig 2: Adhesions in laparoscopy 

 

 
 

Fig 3: Adhesions between wall of uterus and left ovary and left fallopian tube 

 

In our study the rate of complications in women undergoing laparoscopic sterilization is 

(13/300=4.33%), and mini-laparotomy is (4/300=1.33%). The main complications in the 

laparoscopy group were meso salpinx tear/ hematoma which accounts for 5 cases (1.66%). 

Out of 300 cases in laparoscopic group 6 cases went for unintended laparotomy (5 cases due 

to mesosalpinx tear/hematoma, 1 case was due to omental bleeding) and 2 cases had 

mesosalpinx bleed because of the inadvertent puncture of mesosalpinx vessels in laparoscopy 
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and mini laparotomy (in post caesarean patients. There was no mortality in our study groups. 

These results were similar to Huber et al. The information of 461 patients who underwent 

interval tubal sterilizations as an outpatient procedure at the family planning clinic of the 

Ankara Etlik maternity & Women's Health Teaching and Research Hospital, Ankara, Turkey, 

performed by Dilbaz et al. between January 2002 and December 2005 was examined from a 

computerized database. 

Only 11 patients had mini- laparotomy for interval tubal sterilization. Only 20.4% of the 461 

patients experienced complications from general anesthesia, and among those patients, 0.4% 

experienced bleeding at the site of a port, 0.6% experienced meso-salpingeal and meso-

ovarian bleeding, and one case experienced omental bleeding. a laparotomy was necessary in 

just one case of intestinal burn. Mortality was nil, and morbidity was 2.1%. 

Conclusion of this study was that the outpatient tubal sterilization is a convenient and safe 

procedure 
[5]

. This was comparable to our study groups, which had mesosalpinx injury in 5 

out of 300 cases (1.66%) and 2 out of 300 cases i.e., (0.66%) in laparoscopic and mini-

laparotomy groups respectively. 

One patient had anaesthesia complication in laparoscopy group, i.e. intra- operative hypoxia. 

It was secondary to laryngeal spasm and position (Trendelenberg). 

Procedure was abruptly stopped Patient was immediately given IV Hydrocortisone (100mg), 

100% oxygen and relaxation was done by giving Inj.Propofol with Scoline. Saturation of O2 

picked up, and surgery was continued. Post- operatively patient was shifted to ICU and the 

later post-operative period was uneventful. 

Interval laparoscopic tubal sterilization complications: results of the US Collaborative 

Review of Sterilization; Jamieson D.J. et al. conducted a study to determine the possibility of 

intraoperative or postoperative complications for interval laparoscopic tubal sterilizations. 

The rates of intraoperative or postoperative complications were determined using data from a 

prospective, multicenter cohort study involving 9475 female patients who underwent interval 

laparoscopic tubal ligation. 

The overall complication rates for each major method of tubal occlusion were calculated in 

order to evaluate the relative safety of various techniques. Only issues linked to a specific 

occlusion method were included in the method-related complication rates calculations. Using 

logistic regression, they were able to find independent predictors of one or more 

complications. The overall rate of complications decreased from 1.6 to 0.9 per 100 operations 

when they used a more stringent definition of unintended major surgery. A single event that 

could have been fatal occurred, but nobody died. There were no appreciable differences in the 

rates of complications for the four main tubal occlusion techniques, which ranged from 1.17 

to 1.95. The spring clip method had the lowest method-related complication rate when rates 

were calculated (0.47 per 100 procedures), though it was not significantly different from the 

others. Following adjustment, previous abdominal or pelvic surgery (OR 2.0; CI 1.4, 2.9), 

general anesthesia (OR 3.2; CI 1.6, 6.6), diabetes mellitus (OR 4.5; CI 2.3, 8.8), and obesity 

(OR 1.7; CI 1.2, 2.6) all stood out as independent predictors of one or more complications. 

The procedure with the fewest risks is interval laparoscopic sterilization 
[10]

. 

 
Table 16: Anaesthesia complications in different studies 

 

Author 
Laparoscopy 

(anesthetic complication) 
% 

Minilaparotomy 

(anesthetic complication) 

Dilbaz et al, 
[8]

 91/451 20.4% 0 

Present study 1/300 0.33% 0 

 

The data used in Chapron et al.'s meta-analysis study came from prospective randomized 

clinical trials. The meta-analysis included 3611 women from 27 Prospective Randomized 

Control Trials, 1809 of whom were treated surgically by laparoscopy and 1802, surgically by 

laparotomy. For patients who underwent laparoscopic surgery, the overall risk of 

complications was significantly lower (relative risk [RR] 0.59; 95% confidence interval [CI] 

0.50 -0.70). Regarding the method used, there was no statistically significant difference in the 
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risk of major complications [RR1.0; 95% CI0.650-1.65]. Laparoscopic surgery patients had a 

significantly lower risk of minor complications [RR 0.55; 95% CI 0.45-0.60]. When 

laparoscopic surgery is an option rather than a laparotomy for an operation and the indication 

allows it, the risk of complications should no longer be cited as a reason not to. In our study 

postoperative morbidities like fever, headache, abdominal pain, discharge from the wound 

was seen less in the laparoscopic group when compared to mini-laparotomy group 
[12]

. The 

overall complications in our study group were 75 i.e. (12.5%), when both groups were 

combined. The number of patients having post-operative abdominal pain 3 (1%) in 

laparoscopic group and 9 (3%) in th e mini-laparotomy group. This difference was not 

statistically significant. Overall risk of complications was significantly lower for patient 

undergoing laparoscopic sterilization when compared to a mini-laparotomy group. Number of 

cases had discharge from the wound, i.e., post operatively was 2 (0.66%) in the laparoscopic 

group and 10 (3.33 %) in the mini-laparotomy group. This difference was statistically 

significant.  

Kulier et al. contrasted endoscopic and mini laparotomy methods for tubal sterilization. 

Major morbidity did not differ between a mini laparotomy and a laparoscopy. The 

laparoscopy group had a lower rate of minor morbidity (Peto OR 1.89; 95%CI 1.38, 2.59). In 

the group who underwent laparoscopy, the procedure lasted only about 5 minutes shorter 

[WMD 5.34; 95% CI 4.52, 6.16]. Even for the relatively uncommon but potentially serious 

outcomes, the included studies lacked the statistical power to show significant differences.  

This clearly showed that the risk of complications due to the performance of tubal 

sterilization is low using both laparoscopy and mini- laparotomy techniques 
[13]

. In 

comparison, in our study complications like wound discharge, urinary symptoms, abdominal 

pain, fever, and headache were less in laparoscopy group than in the mini- laparotomy group. 

Mean duration of surgery was 10.92+14.20 and 19.62+8.90 mins for laparoscopic and mini- 

laparotomy group respectively. It was statistically significant that there was a difference in 

the mean surgery time. During the course of the study, no fatality or life-threatening situation 

occurred. Only one case of anesthetic complication was seen in the laparoscopy group, i.e., 

hypoxia intra operatively, it was secondary to laryngeal spasm and (Trendelenberg) position 

of the patient, which was similar to a study conducted by Dilbaz et al, 
[5]

, where in 20.4% of 

patients, had complications related to anaesthesia. 
 

Table 17: Comparison of duration of surgery 
 

Author Laparoscopy Minilaparotomy 

Wei-His Chang et al, 
[14]

 45+/-9min 120+/-35 min 

Present study 10.92+/-14.20 min 19.62+/-8.90 min 

 

103 patients were divided into three groups—A, B, and C—for the retrospective comparative 

study conducted by Chang WH et al. in 2011. group C: mini-laparotomy (n=37), group B: 

laparoscopic approach (n=38), and group A: transvaginal approach (n=38). In terms of 

operating time or blood loss, group A and group B did not differ significantly from one 

another. Compared to group B's operational time of 45+9 min, group C's operational time was 

120+35 min. The cost of a mini-laparotomy was highest compared to others 
[15]

. In our study 

group post-operative complications and the duration of surgery was more in Minilaparotomy 

group when compared to laparoscopy group, similar to the above study. No long term 

complications were seen in both groups. 

 

Conclusion 

 

Laparoscopic sterilization has a better outcome in terms of postoperative complications when 

compared to mini-laparotomy. It is also associated with less postoperative morbidity, shorter 

duration of surgery, early ambulation and shorter hospital stay. Depending on the women's 

preference, surgeons experience and the hospital setting, the decision for the method of 

sterilization should be selected. The surgeon's training, experience, and use of the right tools 
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will determine the frequency and seriousness of complications following laparoscopic female 

sterilization. Minilaparotomy had more no of post-operative complications. But overall 

complications (i.e. when combined intraoperative and immediate post-operative 

complications) were more common in Minilaparotomy group when compared to laparoscopy 

group. 
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