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pneumonia, septicaemia and disseminated intravascular
coagulopathy (DIG). Her condition gradually deteriorated in
spite of appropriate management in the ICU and on the 10th
postoperative day she had an irreversible cardiac arrest and
died.

The cause and the timing of duodenal injury in this patient
are undetermined. There was no evidence of trochar
damage during initial laparoscopy. The occult duodenal
injury could have been inflicted by the diathermy hook or the
curved dissector while separating the dense adhesions.
Alternatively, it is possible that a duodenal ulcer perforated
during the immediate postoperative period.

It is worth mentioning that owing to stringent cost
constraints in our hospital setting (as opposed to the private
sector) it has not been possible to upgrade the
sophisticated laparoscopic surgical tools sufficiently
regularly to keep up with the technological advances in this
field.

LC is a safe procedure, with low peri-operative and pqst
operative complications (1.8% and 0.2%, respectively)! In
1995 a survey conducted by Warren and Bornman3 showed
that cholecystectomy was the most commonly performed
endoscopic surgical procedure in South Africa, associated
with a mortality rate of 0.13% and morbidity of 3.5%; the
complication rate varied from zero to 4.8%, depending on
the nature of the procedure undertaken? The spectrum of
indications and uses of minimally invasive laparoscopic
surgery is broadening on a day-to-day basis.

I practise in a middle-class suburban area and present the
following statistics. During the past 2 years I have performed
172 hysterectomies, of which 166 (96.5%) were performed
vaginally and 6 (3.5%) abdominally. The abdominal
approach was indicated by a single fibroid larger than 8 - 9
cm in diameter, severe endometriosis or pelvic inflammatory
disease. Laparoscopy would not have assisted in any way in
these cases owing to the severity of these conditions.

In the above series no significant postoperative
complications were encountered and hospital stay averaged
3 - 4 days. None of these operations were assisted in any
way with laparoscopy, although a small number were
assessed laparoscopically pre-operatively.

Considering the above statistics, I feel that
laparoscopically assisted vaginal hysterectomy has no place
in my practice. I therefore contend that it is performed far
more frequently than is necessary, and that the medical aids
cannot continue to finance this unnecessarily costly
procedure.
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Erratum

In the letter entitled 'Vaginal insertion and douching
practices among sex workers at truck stops in KwaZulu
Natal', which appeared on p. 470 of the April 1998 SAMJ,
the name of the second author, Gita Ramjee, was
inadvertently omitted. We apologise to Or Ramjee and her
co-authors for this unfortunate error..

Laparoscopically assisted vaginal
hysterectomy superfluous?

To the Editor: In recent times there have been numerous
articles, symposia and workshops extolling the virtues of
laparoscopic surgery, and in particular laparoscopically
assisted vaginal hysterectomy. There is no doubt that in
certain circumstances this approach has merit. However, it
is important that the indications for a laparoscopic approach
be placed firmly in perspective and that the patient and the
supportive medical scheme should not be expected to pay
for, firstly, learning curves and, secondly, extremely
expensive disposable instrumentation.
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