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INTRODUCTION

omen’s self-education and desire for

minimally invasive surgery have

fueled the impetus for a significant
turn in direction for the traditional hysterecto-
my. Once considered one of the more invasive
procedures, hysterectomy now holds the distinc-
tion of potentially being one of the least.
Advances in surgical techniques and instrumen-
tation have created the reality for hysterectomy
to be an outpatient procedure for the vast major-
ity of women who undergo this surgery.

However, the medical community often takes
slowly to change, and minimally invasive hys-
terectomy has yet to overcome clinical dogma.
About two thirds of hysterectomies performed in
the United States involve an abdominal approach.
Total abdominal hysterectomy has maintained
its dominance despite clear evidence that the
vaginal route is safer, simpler, less expensive, and
easier on patients.

The disconnect between the potential and the
reality of hysterectomy can be traced to a fact that
many in the medical community are loath to
consider, much less accept: the required skill set
simply outstrips the level of expertise. Even if
vaginal hysterectomy became standard of care,
most gynecologists could not offer this approach
because they lack the training and experience to
perform the procedure safely and effectively for
the enlarged uterus.

Randomized controlled trials of limited size
comparing laparoscopic to total abdominal hys-
terectomy demonstrate that other than a tendency
for more lower urinary tract injury, the laparo-
scopic approach is less complicated and provides
a quicker recovery. Results after vaginal hys-
terectomy appear to be comparable or better to
both laparoscopic and abdominal hysterectomy.
Nevertheless, whenever outcomes from different
treatments differ by only a few percentage points,
well-designed clinical trials with literally thou-
sands of patients would be required to determine

whether one is significantly better than another.
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Those trials will likely never take place to com-
pare these different types of hysterectomy.

Another form of clinical dogma centers on
whether to conserve or remove the cervix. For
many surgeons and patients, cervicectomy is a fore-
gone conclusion, part and parcel with abdominal
hysterectomy. Moreover, these same surgeons will
acknowledge that removal of the cervix is the most
technically challenging aspect of hysterectomy.
Because of the proximity of the cervix to the
lower urinary tract and uterine vasculature, ex-
tirpation requires considerable disruption of the
surrounding tissues, predisposing patients to
more complications. Supracervical hysterectomy
essentially obviates these risks.

Preservation of the cervix has two relative con-
traindications, both of which can be identified
during the preoperative assessment. First, to avert
the potential for future cervical prolapse, every ef-
fort should be made to identify significant uterine
descensus both apparent and masked by retro-
version with uterine enlargement. Second,
supracervical hysterectomy has little role in the
treatment of chronic pelvic pain secondary to cer-
vical dyspareunia or when endometriosis deeply
invests the paravaginal and perirectal tissues.

Of significant psychological value for some
women, preservation of the cervix with or with-
out the adnexae literally serves to “redefine”
hysterectomy. The elements of preservation and
choice can be profoundly empowering by provid-
ing a sense of control. For many woman tacitly
against the perceived social, emotional, and eco-
nomic cost of hysterectomy, supracervical
hysterectomy can be comfortably embraced as a hys-
terectomy alternative. The choice of laparoscopic
supracervical hysterectomy adds another level of
choice by removing the cosmetic disfigurement and
prolonged recovery from an abdominal incision.

The journal articles reviewed in this supple-
ment provide context and information for
discussions with women about options and

alternatives to conventional hysterectomy.



Total Versus Subtotal Abdominal Hysterectomy

otal abdominal hysterectomy (TAH) involves removal of the

body of the uterus and the cervix. Subtotal abdominal hys-
terectomy (SAH) conserves the cervix. SAH minimizes anatomic
disruption and might reduce the risk of adverse effects. Routine
use of TAH can no longer be justified, given that screening re-
duces the risk of invasive cervical cancer and that SAH is associated
with a cervical cancer incidence of <0.1%."'? SAH also reduces the
risk of injury to the bladder and ureters, wound infection, and
hematoma. Studies comparing TAH and SAH have generally been
small, nonrandomized, or both and have yielded conflicting re-
sults about outcomes with the two procedures. A prospective,
randomized, double-blind, multicenter trial was conducted to
test the hypothesis that SAH, compared with TAH, results in bet-
ter urinary, bowel, and sexual function; more rapid recovery; and
fewer complications.
Methods
The trial involved two medical centers, wherein investigators re-
cruited women more than 60 years of age who had been offered
abdominal hysterectomy for benign indications. Patients were ran-
domly assigned to TAH or SAH, with the study protocol carried
out by experienced surgeons who used similar techniques. Bilateral
salpingo-oophorectomy was allowed at physician discretion or as
requested by patients. Urinary, bowel, and sexual function was
evaluated before surgery and at 6 and 12 months afterward.
Assessment of sexual function was limited to patients who report-
ed being sexually active at all three time points.
Results
The trial included 146 patients randomized to TAH and
133 patients randomized to SAH. Patients in the two groups were
similar with respect to age, weight, parity, menopausal status, race or

ethnic group, and indication for hysterectomy. Bilateral salpingo-

oophorectomy was performed in 81 patients in the TAH group and
61 patients in the SAH group. TAH was associated with significantly
longer duration of surgery (P<0.001), greater blood loss (P=0.004),
and longer hospital stay (P=0.04). No patient in either group expe-
rienced visceral damage. Pyrexia and antibiotic use were more common
after TAH than after SAH. Rates of wound infection and wound
hematoma did not differ significantly between the two groups.
Intraoperative complications occurred more often with TAH
(14.4%) than with SAH (8.3%), but the difference was not signifi-
cant. Postoperative complications before discharge occurred
significantly more often with TAH than with SAH. Predischarge com-
plication rates were 27.4% with TAH and 9.8% with SAH (P<0.001).
Pyrexia accounted for most of the difference (28 cases vs 8 cases). During
the first 12 months after discharge, SAH was associated with a high-
er complication rate (10.5% vs 6.2%, P<0.001) than TAH. Cyclical
vaginal bleeding was the most common postoperative complication
in the SAH group, and persistent pain after surgery was more com-
mon in the TAH group than the SAH group. Postoperative bladder,
bowel, and sexual function was similar in the two groups.
Discussion
Compared with TAH, SAH resulted in a more rapid recovery and fewer
short-term complications but caused more cyclical bleeding. Neither
procedure adversely affected pelvic organ function during 12 months
of follow-up. Multiple surgeons performed the procedures, suggest-
ing the results are widely applicable. Given the comparable results,
greater consideration of patient preferences, based on expectations, might
improve satisfaction after hysterectomy for benign conditions.
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A Retrospective Comparison of LSH and TAH

bout 600,000 hysterectomies are performed each year in the

United States at an estimated cost exceeding $5 billion.! More
than a third of women have undergone hysterectomy by their 60th
birthday.” The ongoing demand for hysterectomy has provided the
impetus for the development of less invasive techniques, including
laparoscopic supracervical hysterectomy (LSH). The procedure can be
performed on an outpatient basis, has a shorter recovery time, and avoids
cervicectomy, which is no longer needed on a routine basis to prevent
cervical cancer. A retrospective analysis was undertaken to compare
outcomes with LSH and total abdominal hysterectomy (TAH).
Methods
The study included 440 women who had a hysterectomy with or
without bilateral salpingo-oophorectomy. The study population
comprised 220 patients who underwent TAH from 1997 to 1999
and 220 patients who had LSH from 1999 to 2002. During the lat-
ter period, patients were offered only LSH, except in instances when
the procedure was contraindicated. All procedures were performed

by gynecologic surgeons at a single metropolitan medical center.
Patients in the two cohorts had similar indications for hysterecto-
my and final pathology. The primary objective was to compare
operative and postoperative outcomes of LSH and TAH.

Results

Examination of intraoperative and postoperative parameters revealed
multiple, statistically significant differences favoring LSH (Table).
Mean operative time was 47.7 minutes for LSH and 74.9 minutes

Table. Intraoperative and postoperative parameters

Two-sided 95% Cl for A-B
Parameter LSH TAH Pvalue difference

Mean estimated blood loss (mL)
Mean length of surgery (min)
Mean time in recovery room (min)

59.1£17.5 275.3+98.5 <0.0001 {-229.4,-203.0}
47.7£14.6 7494256 <0.0001 {-31.1,-23.3}
80.1£13.1 122.8425.0 <0.0001 ({-46.4,-39.0}

Mean length of patient stay (h) 4.3+0.7 80.1+45.4  <0.0001 {-81.8,-69.8}
Mean time to return to daily activities 5.3+1.2 19.5+6.3 <0.0001 {-15.0,-13.4}
Mean time to return to full-time work 9.9+1.9 58.1+14.3 <0.0001 {-50.1,-46.3}

Mean time to resumption of coitus 24.5+7.8 59.0+7.0 <0.0001 {-35.9,-33.1}

LSH, laparoscopic supracervical hysterectomy; TAH, total abdominal hysterectomy.




for TAH (P<0.0001). Hospital length of stay averaged 4.3 hours with
LSH and 80.1 hours with TAH (P<0.0001). LSH was associated with
asignificantly quicker return to daily activities and work (P<0.0001).

TAH was associated with higher rates of operative and postop-
erative complications than was LSH (2.7% vs 0.9% and 25% vs
0%, respectively). Blood loss >500 mL occurred significantly more
often with TAH (P=0.04). During the postoperative period, pa-
tients who underwent TAH had a significantly higher incidence
of fever (14.5% vs 0%, P<0.0001), wound hematoma (3.5% vs 0%,
P=0.006), and wound infection (1.8% vs 0%, P=0.04) than did
patients who underwent LSH.

Discussion

Consistent with other reports, the data showed a markedly lower
incidence of complications with LSH than with TAH. The overall
complication rate with LSH was <1%. By comparison, TAH has
been associated with complication rates of 9.3% to 41%, vaginal
hysterectomy has been associated with complication rates of 5.3%

to 7.8%, and laparoscopic-assisted vaginal hysterectomy has been
associated with complication rates of 2.6% to 8.8% . Fear of cer-
vical cancer remains the principal reason for gynecologists’ avoidance
of supracervical hysterectomy.

This review demonstrated that LSH can be performed in an out-
patient setting with excellent results and safety. Patients benefit
from lower complication rates and more rapid recovery and return
to normal activities and work. LSH represents a viable alternative
to abdominal hysterectomy in more than 90% of cases.
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Two Approaches to Hysterectomy for Management of Benign Pathology

istorically, laparotomy accounted for 70% to 80% of hysterectomies. '

Recent studies, however, demonstrated higher complication rates,
longer hospital stays, and longer recovery following laparotomic hys-
terectomy than with vaginal and laparoscopic hysterectomy.”” Few
prospective studies have compared vaginal and laparoscopic hys-
terectomy, leaving unanswered questions about superiority. A
randomized clinical trial was undertaken at a single center in Italy to
compare 12-month outcomes of the two procedures.
Methods
Patients with an indication for vaginal hysterectomy to treat benign
pathology were randomly assigned to vaginal or laparoscopic tech-
nique. Two experienced surgeons for each group performed the
procedures. Vaginal hysterectomy was performed according to
Heaney’s technique.® All laparoscopic procedures were total
hysterectomy, defined as IV E in the American Association of
Gynecologic Laparoscopists classification system.’

Baseline assessment included age, parity, previous surgery, body
mass index, age at menopause or last period, and indication for hys-
terectomy. Operative parameters included complications, blood
loss, conversion to laparotomy, duration of surgery, consistency be-
tween findings and preoperative ultrasound assessment, and
discovery of additional pelvic pathologies during surgery.
Postoperative factors included length of hospital stay, fever, reduc-
tion in hemoglobin on day 1, resumption of bowel activity, infection,
urinary dysfunction, and pelvic pain.

Results

Investigators recruited 60 patients and randomized 30 to each hys-
terectomy technique. Laparoscopic hysterectomy was associated
with a longer operative time (99 vs 82 minutes, P=0.033) but less
blood loss (84 mL vs 178 mL, P=0.004). The two groups were sim-
ilar with respect to correspondence with ultrasound, additional

pathologies found at surgery, and intraoperative complications.

No patient in either group required conversion to laparotomy.
When planned preoperatively, bilateral adnexectomy was per-
formed successfully in all patients in the laparoscopy group versus
73% of the patients in the vaginal hysterectomy group (P=0.045).
Postoperatively, laparoscopic hysterectomy was associated with
a significantly shorter hospital stay (2.7 vs 3.2 days, P<0.001).
A third of patients in the laparoscopic group were discharged on
day 2 compared with 3.3% of patients in the vaginal arm. The only
major complication was thrombosis on day 6 in a patient who un-
derwent vaginal hysterectomy. Laparoscopic hysterectomy was
associated with significantly less pain (P=0.023) and fewer days of
requested analgesia (P=0.017). Satisfaction, sexuality, and time to
resumption of daily activities and work were similar in the two groups
at 12 months.
Discussion
The study demonstrated that vaginal hysterectomy, the gold stan-
dard when compared with laparotomic hysterectomy, does not have
a clear advantage compared with laparoscopic hysterectomy. Vaginal
hysterectomy facilitates spinal anesthesia and is associated with a
shorter operative time. However, laparoscopic hysterectomy is as-
sociated with less blood loss and postoperative pain and a shorter
hospital stay. The laparoscopic approach also allowed successful pre-
planned bilateral adnexectomy in all cases, a potentially major

consideration for choice of hysterectomy technique.

REFERENCES

1. Wilcox LS, Koonin LM, Pokaras R, Strauss LT, Xia Z, Peterson HB. Obster Gynecol.
1994;83:549-555.

2. Gimbel H, Zobbe V, Andersen BM, Filtenborg T, Gluud C, Tabor A. BJOG. 2003;110:1088-1098.
3. Kovac SR. Obstet Gynecol. 1995;85:18-23.

4. Summitt RL Jr, Stovall TG, Steege JF, Lipscomb GH. Obster Gynecol. 1998;92:321-326.
5. Dicker RC, Greenspan JR, Strauss LT, et al. Am ] Obster Gynecol. 1982;144:841-848.

6. Heaney NS. Am ] Surg. 1940;48:284-288.

7. Olive DL, Parker WH, Cooper JM, Levine RL. J Am Assoc Gynecol Laparosc. 2000;7:9-15.
Based on Candiani M, Izzo S, Bulfoni A, Riparini J, Ronzoni S, Marconi A. Laparoscopic
vs vaginal hysterectomy for benign pathology. Am J Obstet Gynecol. 2009;200:368.¢1-
368.e7.



