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Introduction : 

An enterocele is a hernia of small intestine into the 

vagina. First described in 1736, it is an uncommon but 

potentially quite symptomatic clinical entity (Holley., 1994). 

Incidences of enterocele in various populations of women 

have not been reported; however, the problem seems to be 

relatively uncommon. Enteroceles have been reported in as 

few as 0.1 % and as many as 16 % of women undergoing 

gynecologic surgical procedures (Austin et al., 1955). 

Many enteroceles follow vaginal or abdominal 

hystrectomy. Various surgical techniques for repair of 

enterocele include the classical repairs by Ward and 

Moschowitz (Holley., 1994). 

Unfortunately, many enteroceles follow vaginal or 

abdominal hystrectomy during which inadequate attention is 

paid to support of the vaginal vault and protection of the cul de 

sac from the potential ill sequelae of transmission of increased 

abdominal pressure to the pelvic viscera (Reich et al., 1966). 

The repair of an enterocele has classically been via a 

transvaginal or open abdominal route. With the availability of 

minimally invasive procedures, they applied an established 

laparoscopic techniques to enterocele repair ( Cadeddu et al., 

1996). 



There are three essential steps to laparoscopic enterocele 

repair: Excision of the hernial sac, opening of the recto vaginal 

septum, approximation of the uterosacral ligaments (Nichols., 

1972) 

Aim of the work : 

The purpose of this study is to evaluate a new minimally 

invasive laparoscopic techniques procedure for enterocele 

repair. 







Chapter I 

THE DEVELOPMENT OF 
LAPAROSCOPIC SURGERY 

An eye in the plevis is better than a thousand pelvic 

examinations (Soderstorm, 1978). 

For centuries gynecologists have been concerned by the 

elusive nature of pelvic pathology and women have undergone 

unnecessary surgery for medically treatable conditions or have 

been observed for too long before appropriate treatment was 

instituted. In the past two decades diagnostic laparoscopy has 

opened new doorways to the management of infertility and 

pelvic pain and in more recent years operative laparoscopy has 

enabled gynecologists to treat a large number of women with 

pelvic disease without subjecting them to the added proplems 

of open sugery (Gordon and Magos, 1989 ). 

History of Laparoscopy: 

Early endoscopy : 

The first description of endoscopy came from school was 

led by Hippocrates who described the use of a rectal 

speculum, and the first primitive instruments for gynecological 

endoscopy date from the same period (Semm, 1975a). 

Light sources : 

Although the earliest sources used to illuminate the body 
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cavities were mirrors , probably introduced by the Arabs 

before 1000 AD, the real impetus to endoscopy came with the 

use of more sophisticatd light sources in the middle ages. In 

1587 Aranzi described the use of camera obscura' for medical 

purposes, Aranzi used the sun's rays shining through a hole in 

a window-shutter into a spherical glass flask filled with water 

to focus the beam into the nasal cavity. It is generally accepted 

that it was Bozzini in 1806 who gave the first impetus to 

modem endscopy. He developed a complex system which 

conveyed light from a lamp through a tube into the vagina to 

illuminate it and allow observation of the cervix through a 

second channel (Frangenheim, 1988). 

Lens systems (1890 - 1900) : 

The development of telescopes with lenses began in the 

late ninteenth century when Nitze (1897) working with 

Reinecke, a Berlin optician and Leiter, a Viennese instrument 

maker, produced the basis of modem optical instruments. 

Originally, their light source was an overheated, water cooled 

platinum wire, but after the invention of the electric light pulb 

by Edison the later was combined with the cystoscope in the 

early 1900s (Gordon and Magos, 1989). 

Modern Laparoscopy : 

Laparoscopy (1900 - 1940) : 

In the early years of twentieth, the mam impetus for 
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