Laparoscopic supracervical hysterectomy compared with
total abdominal hysterectomy
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ABSTRACT
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Objective: To assess if laparoscopic supracervical
hysterectomy (LSH) had any advantage over traditional
total abdominal hysterectomy (TAH) carried out for
benign conditions.

Methods: This prospective case control study was
carried out between June 2005 and October 2006 in
the Obstetrics and Gynecology Department of Zagazig
University Hospitals, Zagazig, Egypt. Twenty-eight
women operated upon by LSH were compared to 56
women who had undergone TAH. Variables compared
were patients age, weight, preoperative diagnosis,
number of previous laparotomies, operative time, intra/
post-operative complications, blood loss, uterine weight,
hospital stay, need for analgesia, and resumption of
normal activity.

Results: Patient’s demographics were similar in both
groups. The operative time was longer in the LSH
group (93.7+5.7 versus 69.0+6.8 min, p=0.001). Other
operative and post-operative parameters were similar
except that LSH patients showed shorter hospital stay
(1.7£0.5 versus 4.0+0.7 days), time to resume normal
activity (20.8+2.6 versus 50.0+7.9 days) and lower
dose of post-operative analgesia (141.7£62.4 versus
282.0+87.4mg diclofenac), (p=0.001).

Conclusion: Laparoscopic supra cervical hysterectomy isa
safe procedure and should be considered, if hysterectomy
will be carried out for a benign condition with healthy
cervix. A further larger study is needed to confirm these

findings.
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hree main types of hysterectomy are now used

abdominal, vaginal, and laparoscopic. Traditionally,
abdominal hysterectomy has been used for gynecological
malignancy when other pelvic disease is present such as
endometriosis or adhesions, or if the uterus is enlarged.
It remains the “fallback option” if the uterus cannot be
removed by another approach.! Vaginal hysterectomy
was originally used only for prolapse, but it is now also
used for menstrual abnormalities when the uterus is of
fairly normal size. Vaginal hysterectomy is regarded as less
invasive than abdominal hysterectomy. In laparoscopic
hysterectomy, at least part of the operation is carried out
laparoscopically.? Laparoscopy has been used to assist in
the performance of a vaginal hysterectomy in cases that
mightotherwise require a total abdominal hysterectomy.?
However, laparoscopically assisted vaginal hysterectomy
(LAVH) comprised of 2 distinct procedures, each of
which carries its own associated risk.* Therefore, LAVH
may have a higher overall complication rate than vaginal
hysterectomy alone.’ The proportion of hysterectomies
performed laparoscopically has gradually increased, and,
although the procedure takes longer time, proponents
have emphasized several advantages: the opportunity
to diagnose and treat other pelvic diseases (such as
endometriosis), and to carry out adnexal surgery
including the removal of the ovaries, the ability to secure
thorough intra-peritoneal hemostasis at the end of the
procedure, and a rapid recovery time.® In recent years,
with the availability of morcellators, the supracervical
operation has been revived by the utilization of the
laparoscopic approach.” The laparoscopic supracervical
hysterectomy (LSH) had slight advantages in blood loss,
length of stay, and resumption of normal activities.®
The aim of this study was to assess if the laparoscopic
supracervical hysterectomy had any advantage over
traditional total abdominal hysterectomy (TAH) carried
out for benign conditions.

Methods. This prospective controlled study was
carried out between June 2005 and October 2006 in
the Department of Obstetrics and Gynecology, Zagazig
University Hospitals, Zagazig, Eygpt. The internal ethics
committee of Zagazig Faculty of Medicine approved the
research protocol.

Inclusion/exclusion criteria. all patients scheduled
for hysterectomy due to benign condition with no
uterine prolapse, negative Pap smear, uterine size
not exceeding 14 weeks pregnancy size “assessed by
bimanual examination,” had no cardiac or pulmonary
disease, and no contraindication for gas insufflation,
or lithotomy position, was counseled for either to be
treated by traditional TAH or by LSH, after explaining
the procedure of each method. Twenty-eight patients
requested LSH, and they were controlled with 56
cases from those who underwent TAH with more or
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less similar age, parity, uterine size, and indication for
surgery. Informed consent was obtained before surgery.
All patients had general anesthesia and received standard
prophylactic ~antibiotics. Laparoscopic  procedures
were carried out with women in the modified dorsal-
lithotomy position, an uterine manipulator was
positioned and Veress needle was inserted through the
umbilicus and the abdomen was insufflated with CO,.
After induction of pneumoperitoneum and insertion of
the video laparoscope, 2 supra-pubic 5-mm trocars were
introduced as ancillary instruments on each side lateral
to the inferior epigastric vessels (Karl Storz, Tuttlingen,
Germany). The laparoscopic procedure included bipolar
coagulation and sectioning of the round ligament,
uteroovarian ligaments (with fallopian tubes when
ovaries were conserved, and the infundibulopelvic
ligaments when ovaries were removed “one case”).
Then the vesico-uterine peritoneum was opened and
the uterine arteries are skeletonized and extensively
cauterized at the level of the internal OS by using the
bipolar cautery. The uterine body and fundus were then
separated from the cervix at the level of the internal OS
with a monopolar spatula electrosurgical device. An
electric morcellator was used (Karl Storz Endoscopy,
Culver City, CA, USA) for specimen removal. The
peritoneum was not closed over the cervical stump,
nor was the endocervical canal ablated.” Finally, pelvic
cavity and abdomen were laparoscopically re-evaluated
and lavaged after hemostasis if necessary. Operative time
began at the first incision and finished after skin closure.
Blood loss was collected in a suction bottle and measured
in milliliters. Total abdominal hysterectomy with or
without bilateral salpingo-oophorectomy was performed
according to the method reported by Mattingly and
Thompson.' Both procedures were performed by
one main surgeon plus 2 assistants. Laparoscopic
procedures were performed by the surgical team, well
experienced in laparoscopic surgery, and TAH were
performed by the well experienced gynecologic surgical
team. Post operative analgesia was 50 mg meperidine
intra-muscular after recovery from anesthesia followed
by 75 mg diclofenac intra-muscular, every 12 hours
according to patient’s requirement. Postoperative fever
was defined by a body temperature of at least 38°C on
2 consecutive occasions at least 6 hours apart, excluding
the first 24-hours. The women were reexamined 6-8
weeks after surgery. All specimens obtained were sent for
histopathological examination. Comparisons of intra-
operative and postoperative events were made. Variables
compared were patients age, weight, preoperative
diagnosis, operative time, operative complications,
blood loss, need for blood transfusion, uterine weight,
length of hospital stay, need for postoperative analgesia,
postoperative complications, and time elapsed before
returning to normal activity.
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Statistical analysis was performed using student’s
t-test for continuous variables. Chi-square and Fisher’s
exact analysis were used for categorical variables. All
statistical analyses were performed with Standard
Package Social Science version 11.0 for Windows (SPSS
Inc, Chicago. IL). A p value of <0.05 was considered
statistically significant.

Results. Table 1 shows the indications for surgery
in the 2 groups, and fibroid uterus was the main cause
for the majority of the patients. Table 2 shows the
basic clinical characteristics of the patients. There was
no significant difference in terms of age, parity, body
weight, and prior pelvic surgery (one case in each group
had previous cesarean section). Only the uterine weight
was significantly higher in the TAH group.

Table 3 shows the surgical characteristics and
clinical outcomes of the patients. The operative time
was significantly longer in the LSH group compared
to the TAH group (93.7+5.7 min versus 69.0+6.8
min, p=0.001). There was no significant difference in
estimated blood loss between the 2 groups. Regarding
postoperative pain, significantly less diclofenac was
required in the LSH compared to the TAH group
(141.7£62.4 mg versus 282.0+87.4 mg; p=0.001). The
LSH group showed shorter postoperative hospital stay
(1.7+0.5 versus 4.0+0.7 days), and the time to return

Table 1 - Indications for hysterectomy.

Indication LSH (n=28) TAH (n=56)
n (%)

Myomata uteri 18 (64.3) 35 (62.5)

Dysfunctional uterine bleeding 7 (25) 15 (26.8)

Adenomyosis 2 (7.1) 5 (8.9)

Chronic pelvic pain 1 (3.6) 1 (1.8)

Total 28 (100) 56 (100)

LSH - laparoscopic supracervical hysterectomy,
TAH - total abdominal hysterectomy

Table 2 - Demographic characteristics.

Characteristics LSH (n=28) TAH (n=56) P-value

Age (y) 43327 438436  0.614

Parity 3.89+1.84 3.96+1.9 0.903

Weight (Kg) 88.74¢5.19  87.845.49  0.578

Uterine weight (g) 155.0+42.6  189.8+42.1 0.012*
Number of previous cesareans 1(3.6) 1(1.8) 0.61

Values are mean = standard deviation or case number (%), *significant,
LSH - laparoscopic supracervical hysterectomy,
TAH - total abdominal hysterectomy

Table 3 - Characteristics and clinical outcomes.

Parameter LSH (n=28) TAH (n=56) P-value
Estimated blood loss (ml) 151.9+37.1 140.5+32.6 0.301
Operative time (min) 93.7+5.7 69.0+6.8 0.001*
Postoperative pain control 141.7¢62.4  282.0+87.4 0.001*
(Diclofenac) (mg)

Intra-operative complications 1(3.6) 3 (5.4) 0.71
Length of stay (d) 1.7+0.5 4.0+0.7 0.001*
Time to return to work (d) 20.8+2.6 50.0+7.9 0.001*

Values are mean + standard deviation or case number (%), *significant,
LSH - laparoscopic supracervical hysterectomy,
TAH - total abdominal hysterectomy

Table 4 - Complications of hysterectomy.

Complications LSH(n=28) TAH (n=56) P-value
n (%)
Major complication
Hemorrhage 1(3.6) 3(5.4) 0.71
(requiring blood transfusion)
Bladder trauma 0 0
Bowel trauma 0 0
Ureteral trauma 0 0
Laparotomy / laparoscopy 0 0
Minor complication
Fever (>38°C) 1(3.6) 4(7.1) 0.52
Urinary tract infection 1(3.6) 1(1.8) 0.61
Vaginal cuff infection 0 0
Wound infection 0 0
Total 3 (10.7) 8 (14.3) 0.64

LSH - laparoscopic supracervical hysterectomy,
TAH - total abdominal hysterectomy

to work (20.8+2.6 versus 50.0+7.9 days, than the TAH
group (p=0.001). Table 4 shows intra- and postoperative
complications. One patient (3.6%) had hemorrhage
requiring blood transfusion in the LSH group, and 3
patients (5.4%) in the TAH group. There was no other
major intra-operative complication in both groups.
Postoperative complications were also not different
when comparing the 2 groups.

Discussion. Hysterectomy is the second most
common surgical procedure employed worldwide."
The choice of route still depends on the surgeon’s
experience and on local preferences.'? Until the past few
years, the vast majority of hysterectomies for benign
disease were still performed abdominally,'’ and this is
likely still to be the case in most settings.'* Injury to the
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urinary tract, which occurs in 0.5-3% of cases," is the
most frequent cause of litigation after TAH.'® Vaginal
hysterectomy may reduce the complication rates"”
and postoperative recovery’ associated with TAH.
Although many gynecologists in their training are now
exposed to laparoscopic hysterectomy, very few newly
trained gynecologists will have sufficient expertise and
confidence to tackle TAH, which requires the highest
level skills." Laparoscopy can be used to convert cases
that might otherwise only be performed abdominally
into cases that can be completed vaginally. However,
vaginal hysterectomy, with or without laparoscopic
assistance, still requires extensive dissection, which may
increase the risk of ureteral injury, cystotomy, and fistula
formation. Laparoscopic supracervical hysterectomy
avoids the sometimes difficult vaginal dissection. Prior
to the availability of electric morcellators,'® specimens
were removed by colpotomy.” Now, LSH can be
performed as a single procedure without any vaginal
disruption. With the avoidance of extensive dissection
in the areas of the ureters, rectum, and bladder, lower
complication rates have been anticipated.?

In the current study, operating time was longer
for LSH than for TAH. The estimated blood loss and
the complications rate (intra and postoperative) were
not different between the 2 methods. Laparoscopic
supracervical hysterectomy was found beneficial
regarding the need for postoperative analgesia, the
duration of hospital stay, and duration the women
needed to resume their normal activity. Similar results
have been reported before.® The uterine size was
somewhat larger in the TAH group. This is not surprising
as even a confident and skilled operator may feel that a
large fibroid uterus will be easier to handle through an
abdominal incision than vaginally or laparoscopically.
The low complications rate found in this study may
be due to the small number of studied cases. Long-
term parameters, such as postoperative conversion of
a normal pap smear, residual menstruation, cervical
pain, or late complications have not been examined.
The concern that cancer might develop in the cervical
stump is no longer considered a justification for routine
use of TAH, screening reduces the incidence of invasive
cancer,”! and the risk of cervical cancer after subtotal
abdominal hysterectomy is less than 0.1 percent.”

In conclusion, this study confirms that LSH is a
safe procedure and could be considered if hysterectomy
will be carried out for a benign condition with
healthy cervix and normal Pap smear, provided that
an experienced surgeon and suitable equipment are
available. Consideration of patient’s preferences based on
expected outcomes might further improve satisfaction
rates. A further, larger study is needed to confirm these

findings.

1600 Saudi Med J 2008; Vol. 29 (11)

WWW.Smj.org.sa

References

1. JohnsonN, Barlow D, Lethaby A, Tavender E, Curr L, Garry R.
Methods of hysterectomy: systematic review and meta-analysis
of randomized controlled trial. BMJ 2005; 330: 1478-1485.

2. Garry R, Reich H, Liu CY. Laparoscopic hysterectomy-
definitions and indications. Gynaecol Endosc 1994; 3: 1-3.

3. American College of Obstetricians and Gynecologists (ACOG).
Laparoscopically  assisted vaginal hysterectomy. ACOG
committee opinion, 1994, no. 146. Int | Gynecol Obster 1995;
48: 244.

4. Harkki-Siren P, Sjoberg J, Kurki T. Major complications of
laparoscopy: a follow-up Finnish study. Obstet Gynecol 1999;
94: 94-98.

5. Dorsey JH, Holtz PM, Griffiths RI, McGrath MM, Steinberg EP.
Costs and charges associated with three alternative techniques
of hysterectomy. N Engl ] Med 1996; 335: 476-482.

6. Garry R. Towards evidence-based hysterectomy. Gynaecol
Endosc 1998; 7: 225-233.

7. Hasson HM. Cervical removal at hysterectomy for benign
disease. Risks and benefits. J Reprod Med 1993; 38: 781-790.

8. Washington JL. Laparoscopic Supracervical Hysterectomy
Compared With Abdominal, Vaginal, and Laparoscopic Vaginal
Hysterectomy in a Primary Care Hospital Setting. J/SLS 2005;
9:292-297.

9. Milad MB Morrison K, Sokol A, Miller D, Kirkpatrick L. A
comparison of laparoscopic supracervical hysterectomy vs
laparoscopically assisted vaginal hysterectomy. Swurg Endosc
2001; 15: 286-288.

10. Mattingly RE, Thompson JD. Leiomyomata uteri and
abdominal hysterectomy for benign disease. In: Mattingly RF,
Thompson JD, editors. TeLinde’s operative gynecology. 6th ed.
Philadelphia (PA): Lippincott; 1985. p. 230-242.

11. Wu SM, Chao Yu YM, Yang CE Che HL. Decision-making
tree for women considering hysterectomy. J Adv Nurs 2005; 51:
361-368.

12. Garry R, Fountain J, Mason S, Hawe J, Napp V, Abbott ],
et al. The evaluate study: two parallel randomized trials, one
comparing laparoscopy with abdominal hysterectomy, the other
comparing laparoscopy with vaginal hysterectomy. BMJ 2004;
328:129-138.

13. Reich H, Roberts L. Laparoscopic hysterectomy in current
gynaecological practice. Rev Gynaecol Pract 2003; 3: 32-40.

14. Farquhar CM, Steiner CA. Hysterectomy rates in the United
States 1990-1997. Obster Gynecol 2002; 99: 229-234.

15. Hendry WE Urinary tract injuries during gynaecological surgery.
In: Studd J, editor. Progress in obstetrics and gynaecology. Vol. 5.
Edinburgh, Scotland: Churchill Livingstone; 1985. p. 362-377.

16. Whitelaw JM. Hysterectomy: a medical-legal perspective, 1975
to 1985. Am J Obstet Gynecol 1990; 162: 1451-1458.

17. Dicker RC, Greenspan JR, Strausss LT, Cowart MR, Scally MJ,
Peterson HB, et al. Complications of abdominal and vaginal
hysterectomy among women of reproductive age in the United
States. Am J Obstet Gynecol 1982; 144: 841-848.

18. Kresch AJ, Lyons TL, Westland AB, Winer WK, Savage GM.
Laparoscopic supracervical hysterectomy with a new disposable
morcellator. J Am Assoc Gynecol Laparosc 1998; 5: 203-206.

19. Donnez J, Nisolle M, Smets M, Polet R, Bassil S. Laparoscopic
supracervical (subtotal) hysterectomy: a first series of 500 cases.
Gynaecol Endosc 1997; 6: 73-76.

20. Lyons TL. Laparoscopic  supracervical hysterectomy:
a comparison of morbidity and mortality results with
laparoscopically assisted vaginal hysterectomy. J Reprod Med
1993; 38: 763-767.

21. Herbert A. Cervical screening in England and Wales: its effect
has been under estimated. Cytapathology 2000; 11: 471-479.

22. Kilkku P, Grnroos M. Peroperative electrocoagulation of
endocervical mucosa and later carcinoma of the cervical stump.

Acta Obstet Gynecol Scand 1982; 61: 265-267.



