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ABSTRACT

Background: Open abdominal hysterectomies was one of the most common and traditional surgical procedure for
the removal of uterus in women for the treatment of benign gynecological disease. Laparoscopic hysterectomy
results in less blood loss than abdominal surgeries and is also more achievable in nulliparous and obese women.
Laparoscopic hysterectomy (LH) rates recently increases, but traditional open approach is still used in
predominance. Most studies now prefer the laparoscopic approach for hysterectomy for the known benefits of
minimal access surgery Aim of the Study: the study aimed to compare the outcome of laparoscopic total
hysterectomy with its open counterpart in terms of some intraoperative and postoperative selected parameters.
Patients and Methods: this prospective randomized controlled trial performed on 50 patients who underwent LH
(group 1) compared to 50 patients who underwent AH (group 2). The mean age of the cases, body mass index
(BMI), duration of operation, estimated blood loss (EBL), rate of complications, post-operative hospital stay and
convalescence time were compared for two groups. Results: LH was associated with a significantly longer
operating time (90+-12 minutes vs. 75+-15minutes P 0.004). Regarding the intraoperative complications there were
no difference between both groups, but there is statistically significant difference regarding blood loss In LH group
the pain score and analgesia requirements in post- operative period were significantly less with only few patients'
required post-operative opioid analgesia. There was a highly significant difference between groups in postoperative
wound related complications which were higher in AH group. LH was also associated with a significantly shorter
hospital stay (1.6+-1 vs. 3+-2 days P= 0.001) and earlier returned to daily activities (9+-3.2 vs. 23.4+-11days
P<0.001). Conclusion: total laparoscopic hysterectomy is safe and feasible procedure in treatment of benign uterine
tumors and other pathologies with less postoperative pain, rate of wound complication, shorter hospital stay.
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INTRODUCTION

Hysterectomy is one of the most common gynecological

patient.®! Kurt Seem in Germany first described a
technique for laparoscopic assistance in vaginal
hysterectomy in 1984. The adnexa were separated

procedures performed  worldwide. Approximately
600,000 hysterectomies are performed annually in the
United States the majority of which are performed for
benign indications.! Hysterectomy can be performed
Trans abdominally, Transvaginally, laparoscopic ally
with or without robot-assisted facilities or a combination
of 2 of the above mentioned approaches.’! Choosing
route of hysterectomy is influenced by many factors as
shape and size of the uterus and pelvis, surgical
indications, presence or absence of adnexal pathology,
extensive pelvic adhesive disease, surgical risks,
hospitalization and recovery length, hospital resources,
and surgeon expertise are all weighed once hysterectomy
is planned. Each approach carries distinct advantages and
disadvantages, and should be discussed with the

laparoscopically in  order to simplify vaginal
hysterectomy this was later called laparoscopic assisted
vaginal hysterectomy (LAVH)."!  Harry Reich.”!
performed the first laparoscopic hysterectomy (LH) in
January, 1988. The ligaments and uterine vessels were
coagulated with bipolar forceps and the vagina was
closed vaginally. The total operating time was 180
minutes and the patient was discharged on the fourth
postoperative day. Like other minimally invasive
surgeries laparoscopic hysterectomy have been clearly
associated with lower morbidity as less blood loss,
shorter hospital stay, faster return to normal activities,
and fewer wound related complications when compared
with open abdominal hysterectomies.®
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AIM OF THE STUDY

The aim of this study is to compare the outcome of
laparoscopic  hysterectomy with open abdominal
hysterectomy in uterine benign diseases.

MATERIALS AND METHODS

This is a prospective randomized controlled trail
performed on One hundred patients who had
hysterectomy operation for benign uterine pathologies
between January 2016and January 2019 at ALdiwanyia
teaching hospital General surgical Department and
private hospital. The study population was stratified into
2 groups the study groupl 50 patients underwent
laparoscopic hysterectomy and another 50 patients are
subjected to conventional open transabdominal
hysterectomy as control group 2.

All of the patients were operated by team work surgeons.
Cases in whom uterine malignancy was suspected those
patients were excluded from the study.

Patient's selection: patients in both were matches and
subjected to full preoperative assessment. Operations
were performed under general anesthesia. All of the
patients received antibiotic prophylaxis. Surgical details:
open transabdominal hysterectomy was performed
according to the standardized procedure used by many
authors.

LH was performed in low dorsal lithotomy position and
vaginal examination under anesthesia after folly's
catheter insertion then uterine manipulator was placed in
uterine cavity. Open technique for first port insertion to
advance 10 mm umbilical port or mostly at Palmer’s
point. Two 5 mm trocars were inserted one lateral to the
left inferior Epigastric arteries under direct laparoscopic
vision and another trocar was inserted 2-3cm above the
right anterior superior iliac spine under direct vision. The
uterus was pushed cephalad and to one side from below

Table (1): Patient's characteristics.

using the uterine manipulator. Using bipolar diathermy
or Harmonic instrument the infundibula-pelvic ligament
is dissected and cut, taking progressive bites of tissue
starting at pelvic brim and moving towards the round
ligament and continue downwards till controlling uterine
vessels. Bladder is separated using monopolar diathermy
then the vagina is opened anteriorly and continues
circumferentially till complete separation the uterus and
cervix from the vagina. The specimen is delivered out
through vagina and the vagina closed by intracorporial
continues or interrupted sutures.t”}

Measured outcomes: Operative time was estimated.
Intraoperative blood loss was recorded. Hospital stay and
analgesics given to the patients were recorded. Patient
discharged home after she can tolerate oral fluid. Regular
follow up was adopted at outpatient clinic for evaluation
of delayed complications. Groups were compared in
terms of mean age, body mass index (BMI), operation
time, estimated blood loss, complication rate,
postoperative pain score and analgesic doses,
postoperative hospitalization time and Convalescence
time.

Statistical analysis: Data were analyzed using spas 20
software system, %, mean and chi-square test was used
for categorical variables and Test for continues variables.

RESULTS

Regarding the mean age of both groups was similar and
there was no statistically significant difference. The body
mass index (BMI) of both groups was significant
statistically. There was no difference between two
groups about previous abdominal surgery. Most of the
women who had come to the hospital for hysterectomy
were above the age of 40 years and many had already
attained menopause. Patient's characteristics and
operation indications were shown on Table (1) and (2).

Character LH n:50 AH n:50 P value
age 47-60 53.6+4.7 | 46-64 56.1+3.2 NS
BMI 31-44 36.842.5 | 30-35 33.4+2.1| 0.001
Parity 2-4 3£1 0-52.4%2 NS
Premenopausal period 18(36%) 12(24%) NS
Postmenopausal period 32(64%) 38(76%) NS
Previous surgery 28(56) 32(64%) NS
Table (2): Indications of hysterectomy.
Indications LHN:50 | AHnNn:50 | Pvalue
1UB 15(30%) 18(36%) NS
PMB 13(26%) 14(28%) NS
Fibroid 12(24%) 10(20%) NS
Endometrial Hyperplasia or adenomyosis 8(6%) 5(10%) NS
Cervical polyp 2(4%) 3(6%) NS
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Mean operative time was longer in group 1 than group 2
and this was statistically significant (90+12) minutes for
LH compared to (75+15) minutes for AH, p< 0.004).
Estimated blood loss was significantly different in LH

Table (3): Intraoperative parameters.

group (250+35) compared to AH group (300+40)
P=0.003. There was one case needed conversion to
laparotomy. One patient in group 2 had intraoperative
bladder injury (table 3).

Parameter LH n:50 AH n:50 P value
operative time (min) 90+12 7515 0.004
Blood loss(ml) 50-600 (240+35 | 50-750 300+40 0.003
Blood transfusion 1(2%) 3(6%) NS
Readmission 0 2(4%) NS
Conversion rate 1(2%) 0 NS
Bladder injure 0 1(2%) NS
Bowel injure 0 0 NS
Ureteric injure 0 0 NS

Postoperative pain score and analgesic doses required
was significantly lower in patients in LH group
compared to AH group. Prolong ileus occurred in 10 %
of cases of open hysterectomy group compared to 0% of
LH group (p=0.06). Mean hospitalization time was
shorter for patients who undergone LH (group 1) than
patients who undergone AH (group 2) and this was
statistically significant (1.6+1)days compared to 3+2

Table (4): Postoperative complications.

days, p=.0001). Women after LH reported that they
could returned to normal life within 9+3.2 days
compared to open abdominal hysterectomy 23.4+11
(p<0.001). Regard the wound related complications was
significantly lower in LH than AH,where wound related
complications were occurred in 14% of patients with
open hysterectomy compared to no significant infection
at port sites (table 4).

Complications LH n:50 AH n:50 P value
\Wound related complications 0 7(14%) 0.001
Prolong ileus 0 5(10%) 0.006
Pulmonary cx. 0 2(4%) NS
Postop. Pain inlst and 2nd days 2-6 4+1.2 4-107.1+2 0.001
Postop. Analgesia(dose) 2-53.1+1 5-100 7.2+3 0.001
Hospital stay 1-21.6+1 2-5 342 0.001
Return to normal life 5-119+3.2 | 15-3523.4+11 0.001

DISCUSSION

Hysterectomy is one of the most frequently performed
gynecologic surgery and used for treatment of both
malignant and benign diseases. There are many
approaches for hysterectomy vaginal, laparoscopic or
abdominal approach and the choice between them
remains controversial. AH is still ongoing approach in
spite of the good evidences that Ilaparoscopic
hysterectomy in advocated by many authors owing to its
added advantages of comparable complication incidence,
lower postoperative pain, less blood loss, shorter
hospitalization period, shorter healing time and earlier
turn back to daily activities.®®! Because of laparoscopic
surgery needs experience, laparoscopic hysterectomy
take a long time at the beginning, with progressive
experience operation time is getting shorter. A lot of
studies.*1%112 agree with our results and reported that
laparoscopic hysterectomy takes longer operative time
than abdominal hysterectomy while Seracchioli et al.!**
reported no statistically significant difference about LH
and AH operation time. On the other hand Sesti et al.'!
found that LAVH took shorter time than abdominal
hysterectomy. This was the same result reported in recent

study by Malik et al™ on a series of 296
hysterectomies, they reported that TLH was associated
with a significantly lower mean operating time (63.4
minute versus 75.3 minute P=<0.001). When discussing
LH complication rate particularly the urinary tract injury
we found no significant difference between AH and LH.
Starting with a study of Donnez et al.'® on 3190 women
underwent laparoscopic hysterectomy, they reported
more complications than abdominal hysterectomy and
they found significantly higher risk for urinary tract
injuries with LH. However since its publication there has
been significant criticisms of this study; it can be
hypothesized that the increased complication rates may
have been a consequence of the relative inexperience of
the surgeons rather than the technique of LH. Malik et
al.® in 2016 reported that the intraoperative
complication rates were significantly less in the LH
group 1.9% versus 7.0% in AH group(P= 0.029). Low
complication rate is replicated in other literatures.*6"¢]
In our study there was no significant difference as regard
intra-operative complications between both groups
except operative time which was longer in LH than AH.
But there was a significant difference between groups
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when comparing the post-operative complications in
which there were higher rate of delayed intestinal
motility and wound related complications after open
hysterectomy.  This result agrees with other
studies.*>** Harkki-Siren et al, Seracchioli R et al,
Sesti F et al. In study by Lowell et al.,* in which
LAVH had more estimated blood loss than AH. But in
other studies as Perino et al.”? Long et al.,”¥ O’Hanlan
et al.”? and Canadian et al.'® they found that
intraoperative blood loss in laparoscopic hysterectomy
was less than abdominal hysterectomy. In our study
estimated blood loss was significantly lower in LH group
(mean 250+35) when compared to AH group (mean
300+£40). Also in our study there was no difference in the
number of patients whom received blood transfusion but
the number of transfused units of blood is more in AH
group. On other hand Celik et al.”®! Seracchioli et al.l*!
and Ribeiro et al.”"! found that no statistically significant
difference about blood loss between LH and AH.
Postoperative pain was significantly lower in
laparoscopic  hysterectomy group than abdominal
hysterectomy group in all post-operative period. Our data
is in keeping with the anticipated decrease in
postoperative pain associated with minimally invasive
surgery, which is supported by many literature as
Harkki-Siren et al.' Naik et al.[®! and Ghezzi et al.*®!
Our study found that significantly lower analgesics doses
were required postoperatively in the LH group than AH
group. Mallick et al.™® report data keeping with this as
they found that overall analgesia requirements to be
significantly less in the LH group. One would also
expect that hospital stay would be reduced when surgery
is performed by the minimally invasive route and this is
supported by the literatures, as Celik et al.”®! Balci,?"
Pather et al.”® and Kondo et al.”! Like other studies,
hospital stay for our patients in LH group was
significantly shorter than that for patients with AH group
and women reported that they could returned to normal
life earlier after LH than AH.

Despite the fact that the camera port for LH is sited
preferentially in the periumbilical region our experience
entailed that the used of high up port site (palmer point)
as substitute for the following reasons to avoid
overcrowding of port in the lower abdomen which give
the surgeon more comfortable hand movement, the
laparoscopic view if not the same it give better image
and the site can avoid crossing over problem with
working port instruments.

CONCLUSION

Study shows that TLH is minimally invasive and is
related to a low intra and postoperative complication
rate, even in high BMI-patients and when there is a
history of abdomino-pelvic surgery. Laparoscopic
surgeries result in a faster recovery time and lesser
hospital stay and minimal pain and complications
compared to abdominal and even vaginal hysterectomy.
However, this type of a surgery requires surgeon’s
experience and expertise.

In conclusion, laparoscopic hysterectomy is a safe and
suitable procedure for chosen patients. It affords patients
advantages like less peri-operative morbidity, better life
quality, shorter hospitalization time, and faster return to
activity.
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