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ABSTRACT 
 

Aim: Total laparoscopic hysterectomies (TLHs) are safe and patient-convenient alternative 
hysterectomies. Previous abdominal surgeries can increase the complications seen at TLHs. The 
aim of this study is evaluating the effects of previous abdominal surgeries on the feasibility and 
safety of TLHs. 
Methods: 153 TLHs that performed between June 2013 and January 2016 in our clinic were 
evaluated retrospectively. 81 of these patients had no history of previous abdominal surgeries and 
72 had been treated with at least one previous abdominal surgery. The operation durations and 
results were recorded. Shapiro-Wilk, the Kolmogorov-Smirnov and the Mann Whitney U tests were 
preferred for statistical analysis. 
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Results: The operation times of the two groups were statistically significantly different (P: 0.009). 
However, statistically no significant difference was found for the other values. 
Conclusions: Laparoscopic hysterectomies are safe for the patients who had previous abdominal 
surgeries. Laparoscopic hysterectomy can increase the major intraoperative complications 
slightingly. Till TLH is safety and feasible for all patients As a conclusion, laparoscopic 
hysterectomy can still be recommended for the patients that had previous operations as a 
microinvasive technique for enhancing the outpatient results. 
 

 

Keywords: Intraoperative complications; microinvasive surgeries; previous abdominal surgeries; 
laparoscopic hysterectomy. 

 

1. INTRODUCTION 
 
Hysterectomies are one of the most common 
types of gynecological surgeries. The benign 
indications lead to hysterectomy 
recommendations include myomas, menstrual 
problems, prolapse and endometriosis [1]. 
 
Total laparoscopic hysterectomies (TLHs) are 
now seen as a safe and patient-convenient 
alternative to traditional abdominal 
hysterectomies [2]. Laparoscopic surgeries are 
associated with less pain, shorter hospitalization 
and better cosmetic results compared to 
abdominal hysterectomies [3]. 
 

The intraabdominal adhesions that typically 
occur after an abdominal surgery can complicate 
a subsequent TLH [4]. Previous studies have 
reported that the risk of significant complications 
during TLH, such as urological injuries and 
increased blood loss, is between 5–10% [5]. 
However, TLH complications in patients who 
have had a previous abdominal surgery are 
largely underreported [6]. 
 
If an enhanced view of the anatomy is needed for 
the hysterectomy, a laparoscopic approach may 
be the best choice for an experienced surgeon. 
The laparoscopic approach facilitates 
hemostasis, allows for effective adhesiolysis and 
reduces the morbidity associated with large 
abdominal incisions [7]. 
 
Our study sought to evaluate the effects of 
previous abdominal surgeries on the feasibility 
and safety of TLHs that were performed by one 
surgeon at a single operating center. The 
feasibility of such a microinvasive surgery would 
be enhanced the patient’s post operative results. 
 

2. MATERIALS AND METHODS 
 
We reviewed 153 TLHs that were performed to 
address benign gynecological diseases. All the 
TLHs were performed by a single surgeon 

between June 2013 and January 2016 in our 
clinic. This study was approved by the local 
ethics committee with 238 decree no. Of these 
153 patients, 81 had no history of previous 
abdominal surgery, and 72 patients had been 
treated with at least one previous abdominal 
surgery. We documented the operation 
indications, the operator’s notes, the pathology 
results and the patient histories from our 
hospital’s general patient tracking system. Any 
patients who had received the operation due to 
malignancy were excluded. Accepted indications 
were abnormal uterine bleeding that could not be 
treated with drugs, myoma uteri, cervical 
intraepithelial neoplasia, descensus uteri, 
endometrial hyperplasia, adnexal masses and 
chronic pelvic pains. Clinical parameters and 
patient characteristics (age, parity, mean 
operation time (OT) and estimated blood loss 
(EBL)) were recorded. 
 

The surgical procedures were performed by a 
single surgeon, all under similar conditions and 
with similar operation teams. During laparoscopic 
hysterectomy same uterine manipulator type 
(RUMI II) was used and adhesions were 
dissected with using bipolar modality systems 
and Vessel Sealing System (Ligasure). The 
ligaments of uterus and uterine artery were also 
ligated with Vessel Sealing System (Ligasure). 
The vaginal cuff incisions were done with 
ultrasonic energy modality (Harmonic Scalpel). 
All vaginal cuffs were sutured intracorporeally 
using polyglactin 910 absorbable sutures and in 
all cases, three or four stitches were required. 
Complications are defined as circumstances 
arising at the time of the laparoscopic procedure 
that required further interventions or extension of 
hospital stay. 
 

The operation time was measured from the 
insertion of the optical camera to the closure of 
the vaginal cuff. This time was recorded in our 
electronic operation record system. Hemogram 
values before and after surgery were noted in our 
system so that blood loss could be analyzed 
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objectively. The surgical procedures were 
performed by a single surgeon, under similar 
conditions and with a similar operating team. All 
vaginal cuffs were sutured intracorporeally using 
polyglactin 910 absorbable sutures, and, for all 
vaginal cuffs, 3 or 4 sutures were used. 
Complications were identified as circumstances 
that were caused at the time of the laparoscopic 
procedure and that required further intervention. 
 
The statistical analyses were performed using 
IBM SPSS version 16.0(SPSS Inc., Chicago, IL, 
USA). Differences between the groups were 
tested using the Shapiro-Wilk, the Kolmogorov-
Smirnov and the Mann Whitney U tests. 
Differences were accepted as meaningful if the P 
values were less than 0.05. 
 

3. RESULTS 
 

We evaluated 153 consecutive TLH procedures 
for benign indications that were performed by 
one surgeon at a single operating center. The 
first 40 operations of surgeon were accepted as 
learning curve cases and this patients were 
excluded. 
 

The average age in the patient group with no 
history of previous abdominal operations was 
similar to that of the group that had been treated 
with previous surgeries (48.3 and 49.0, 
respectively). All the reasons for performing the 
hysterectomy procedures were benign. The 
hysterectomy indications included myoma uteri 
(46.4%), treatment-resistant menometrorrhagia 
(28.1%), endometrial hyperplasia (15.7%), 
cervical intraepithelial neoplasia (2.6%), 
descensus uteri (1.3%), benign adnexal masses 
(5.2%) and chronic pelvic pain (0.7%). These 
indications were similar in both groups. The 
preoperative hemoglobin values were evaluated 

in all the patients. In the control group of patients 
who had no history of previous abdominal 
operations, the mean value was 12.69 ± 1.5 
mg/dl. When patients who had been treated with 
previous abdominal surgeries were considered, 
the mean value was similar to the control group 
(12.33 ± 1.64 mg/dl, P = 0.2). There were no 
statistically meaningful differences between the 
two groups (Table 1). 
 
The previous abdominal operations of the 72 
patients were mostly Caesarian section 
surgeries. The other operations included 
appendectomies, cholecystectomies, 
laparoscopies, myomectomies and ovarian 
cystectomies (Table 2). 
 

The following factors were evaluated for this 
study: mean duration of the operations, uterine 
weights, postoperative hemoglobin values and 
the mean amount of hemoglobin lost during the 
operation (Table 3). 
 

The mean weights of the hysterectomy materials 
of the control group and of the group that had 
been treated with previous operations were 340 
± 158 g and 312 ± 155 g, respectively. The 
maximum weight of the control group was 860 g. 
In the patients who had a history of previous 
abdominal surgery, the maximum uterine weight 
was 782 g. There were no significant differences 
between the two groups. 
 

When we looked at postoperative hemoglobin 
values for the control group and the group that 
had a history of previous operations, the mean 
values were 10.75 ± 1.4 mg/dl and 10.3 ± 1.59 
mg/dl, respectively. There were no statistical 
differences between the values for the two 
groups (P = 0.2). The blood loss values during 
the operations were evaluated by comparing

 

Table 1. Patient characteristics and operation indications 
 

 Patients 
without 
previous 
operations 

Patients 
with 
previous 
operations 

Total  P value  

Age(years±SD) 48.36±5 49±5.5 48.62±5.2 0.94 
Preoperative Hemoglobuline Values(mg/dl±SD) 12.69±1.5 12.33±1.6 12.5±1.5 0.38 
İndications(N/ %)      
Myoma Uteri 
Menometrorraghia 
Endometrial Hyperplasia 
Adnexal Masses 
Cervical Intraepithelial Neoplasi(CIN) 
Descensus Uteri 
Chronic Pelvic Pain 

39/48.2 
21/25.9 
15/18.5 
4/4.9 
1/1.2 
1/1.2 
0/0 

32/44.4 
22/30.5 
9/12.5 
4/5.6 
3/4.2 
1/1.4 
1/1.4 

71/46.4 
43/28.1 
24/15.7 
8/5.2 
4/2.6 
2/1.3 
1/0.7 
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Table 2. Previous operations (n/%) 
 

 N/% 
Patients without previous operations 81/52.9 
Patients with previous operations 72/47.1 
Caeserean Section(C/S) 
1 C/S 
2 C/S 
3 ≤ C/S 
Cholecystectomy 
Appendectomy 
Myomectomy 
Laparoscopy 
Overian Cystectomy 

49/32.1 
26/17 
16/10.5 
7/4.6 
6/3.9 
5/3.3 
5/3.3 
6/3.9 
1/0.7 

 
Table 3. Operation outcomes 

 
 Patients without 

previous 
operations 

Patients with 
previous operations 

P value 

 n:81 n:72  
Weight of Uterus(g) 
Postoperative Hemoglobuline Values(mg/dl) 
Blood loss values(mg/dl)  
Operation time(min) 

340±158 
10.75±1.4 
1.94±1.02 
43.02±11.12 

312±155 
10.3±1.59 
2.03±0.99 
50.86±13.56 

0.2 
0.2 
0.18 
0.009 

 
the differences between the preoperative and 
postoperative hemoglobin values (1.94 ± 1.02 
mg/dl and 2.03 ± 0.99 mg/dl, P = 0.18). There 
were no statistically significant differences 
between the two groups. 
 

The operation times of the two groups were 
statistically significantly different. The operations 
of the patients with a history of previous 
abdominal surgeries were significantly prolonged 
(43.02 ± 11.13 min, 50.86 ± 13.56 min, P = 
0.009). This difference arose from the necessity 
of performing adhesiolysis and the anatomical 
variations due to the previous operations. 
 

Three bladder injuries occurred as complications. 
These three cases all had a history of previous 
abdominal surgeries. Two of the patients had 
received two previous Caesarian section 
operations, and one patient had received three 
Caesarian section operations. 
 

4. DISCUSSION 
 

For hysterectomies, the laparoscopic approach is 
the first choice for surgeons who have 
experience with this procedure. This minimally 
invasive technique offers many advantages for 
patients [8]. 
 

The appropriate hysterectomy route should be 
individualized. This study evaluated the feasibility 

of performing TLH after previous abdominal 
surgeries. The primary difficulties in performing 
laparoscopic surgery for patients with a history of 
abdominal surgeries include the risk of access-
related injury as well as the necessity for 
adhesiolysis and its attendant complications [9]. 
 
Our study results were similar to those reported 
in the literature. The operation durations were 
statistically significantly longer in the group of 
patients with a history of abdominal surgeries. 
Seo et al. showed that adhesiolysis was 
performed much more frequently in a study 
group with a history of previous abdominal 
surgeries and that the difference was statistically 
meaningful [10]. In our study, the operation 
durations were significantly increased in the 
group that had a history of previous operations 
(P = 0.009). This increase was due to 
adhesiolysis and the anatomical changes that 
occurred after the previous surgeries. Lim et al. 
also analized the results of TLH after previous 
surgeries. There were no differences about the 
prevalence of complications. The operations’ 
durations were significantly longer in the prior CS 
group similar with our study [11]. 

 
The previous abdominal surgeries increased 
complications also in traditional vaginal and 
abdominal hysterectomies [12,13]. There are 
different surgical techniques of bladder peritoneal 
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dissections for decreasing complications [14]. In 
the literature it was concluded that the previous 
CS was a significant risk factor for lower urinary 
tract injury [15]. However Chang et al found no 
difference of urinary tract complications after 
previous CS cases [16]. A meta- analysis in 
literature showed that previous CS increased 
bladder injuries; but ureteral ınjuries were not 
significantly related with previous CS [17]. Three 
major complications were observed as bladder 
injuries in our study. The bladder injuries are 
increased at the patients who had previous 
abdominal surgeries, especially caeserian 
sections. In our study, the bladder injuries could 
not be compared because there were only three 
cases that had previous surgeries before. 
 

In our study we included the operations that were 
performed by one surgeon, also the learning 
curve cases were not included to the study. This 
means that there is mostly no change in 
technique of operations. This study has 
limitations also. Firstly, retrospective data was 
used. Secondly, we could not collect the long 
term results of patients. 
 

5. CONCLUSION 
 
In conclusion, our study results that laparoscopic 
hysterectomy can be performed safely for the 
patients with previous abdominal surgery. The 
major perioperative complications are minimally 
increased during laparoscopic hysterectomy. 
TLH can still be the preferred as a safety and 
feasible hysterectomy method for the patients 
that had previous operations. 
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