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Abstract

Introduction: Since described by Harry Reich in 1989, laparoscopic hysterectomy is increasingly practiced
worldwide with little data in African publications.

Objective: we aim to review the epidemiological, clinical, and therapeutic aspects of patients who
underwent first laparoscopic hysterectomy in a tertiary hospital in Yaoundé, Cameroon.

Materials and Methods: A descriptive cross-sectional study with retrospective data collection over a
period of 3.5 years from January 1, 2019, to July 31, 2022, has been conducted It included 32 patients
who underwent laparoscopic hysterectomy for benign disease from the Gynecological Surgery
Department of Yaoundé Gyneco-Obstetric and Pediatric Hospital (YGOPH). Gynecological malignancies
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managed by laparoscopy have been excluded. Data were collected from the surgical registers and patients’
files and analyzed with SPSS 26.0 software. A P value less than 0.05 was considered statistically significant.

Results: The frequency of laparoscopic hysterectomies compared to all cases of hysterectomies was
15.71% (44/280); among them 32 laparoscopic hysterectomies for benign disease (11.42%). The frequency
of abdominal hysterectomy was 81.78% (229 cases) and vaginal hysterectomy was 2.5% (7 cases). The
patient’s median age was 49 (34-67) years. 96.87% of patients (31 cases) were above 40 years of age (y/a)
and 59.37% (19 cases) were pauciparous. 46.87% (15 cases) of them were postmenopausal. 25% (8 cases)
of patients had a history of abdominal surgery, 50% of which were a cesarean section. Half of our patients
had a BMI >30kg/m?2. The size of the uterus varied from 6 weeks to 15 weeks and was less than 8 weeks in
20 cases (62.5%). Cervical dysplasia was the main indication for surgery in 16 cases (50%), followed by
symptomatic myomas in 12 (37,5%). The average operative time was 98.72 + 49.42 minutes (55min —
240min), the average blood loss was 173+99cc and the postoperative length of stay was 2.80 + 1.38 days.
There was no conversion to laparotomy but two patients presented urogenital fistulas secondary to
ureteral lesions which were successfully treated by the urologists.

Conclusion: At the YGOPH laparoscopic hysterectomy for benign gynecological pathologies represented
15.71% of all hysterectomies. Approximately 60% of patients are at least 40 years of age. The two main
indications for surgery were respectively cervical dysplasia and symptomatic myomas. Complications are
rare but are severe.
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Introduction:

In Women, after cesarean section, hysterectomy
is the most performed surgery in the world (1-3).
Itis defined as the surgical removal of the uterus.
In 90% of cases, it is performed for benign
indications, including uterine fibroids, abnormal
bleeding,
precancerous lesions of the cervix (4). Several

uterine endometriosis, and
approaches are known today, including the

vaginal and laparoscopic routes which are
considered to be minimally invasive procedures.
The latter are increasingly used in developed
Indeed,

currently recommend the vaginal route in the

countries. several learned societies
management of benign pathologies and in the
event of a relative or absolute contraindication
to the latter, they recommend the laparoscopic
route (5). Since the choice of approach is not
standardized, these societies have developed
decision-making algorithms to help practitioners.
These take into consideration the size of the
uterus, the vaginal access, and the type of
pathology. Also, factors such as physician

preferences  (training, experience)  and
availability of resources (facility, equipment,
support) are important for decision-making (6).
In Finland, 32% of hysterectomies are now
performed laparoscopically (7). Similarly, a study
carried out in the United Kingdom in 2017
showed that the percentage of hysterectomies
performed by laparoscopy had increased from
20.2% in 2011 to 47.2% in 2017 (8). In Africa, the
laparoscopic route is still poorly practiced
(3.92%) (9-11). Indeed, it was in the 2000s that
Cameroon embarked on the practice of
laparoscopic hysterectomies (12). At Yaoundé
Gyneco-Obstetrics and Pediatric  Hospital
(YGOPH), the first laparoscopic hysterectomy
was performed in 2019. Given the advent of this
method in our environment, the current study
was conducted with the aim of knowing what

were the epidemiological and clinical profiles of
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patients undergoing laparoscopic hysterectomy
for benign gynecological pathology.

Material Method:

This is a descriptive cross-sectional study with
retrospective data collection over a period of 3.5
years from January 1, 2019, to July 31, 2022, in
the gynecology department of YGOPH. It
included patients of any age, with a benign
in whom a total
had
performed and whose medical file was complete.

gynecological pathology

hysterectomy by laparoscopy been
It excluded patients who had undergone a
subtotal

anatomopathological examination of the surgical

hysterectomy and those whose

specimen returned with the diagnosis of cancer.

For each file, the socio-demographic, clinical, and
paraclinical data of the patients have been
collected. The primary endpoints were age,
parity, menopausal status, history of abdominal
surgery, and surgical indication. The size of the
uterus was estimated on ultrasound in
centimeters. The secondary endpoints were the
duration of the operation, the volume of
intraoperative blood loss, the postoperative
length of stay, the intraoperative complications,
the first 3

postoperative months. Pre and perioperative

and complications during

characteristics have also been recorded.
Operative time was defined as the period from
incision to complete closure, excluding room and
anesthesia time. Blood loss was estimated by
suction container contents with irrigation fluid

subtracted.

Data were recorded and analyzed with SPSS 26.0
software. Means (+ SD), frequencies (%), and
ranges were used to describe population
characteristics and outcomes. A p<0.05 value

was considered statistically significant. The



research ethics committee of Yaoundé Gyneco-
Obstetric and Pediatric Hospital (YGOPH)
approved the study (N°
317/CIERSH/DM/2022).

protocol

Results:

During the study period, 280 hysterectomies
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performed by laparoscopy with 32 cases for
benign pathologies, giving a frequency of 15,71%
(Figure 1).

The pre and peri
characteristics of the women who underwent
total laparoscopic hysterectomy (TLH) are

presented respectively in Table 1 and Table 2.

operative operative

have been recorded, of which 44 were
TABLE 1: PREOPERATIVE CHARACTERISTICS
Variables N=32 percentage (%)
Age
Group
[30-35] 1 3.1
[35-40] 0 0
[40-45] 9 28.1
[45-50[ 7 21.9
>50 15 46.9
Mean 50.15 £8.71 (34 -67)
Median 49
Parity
[0-1] 9 28.12
[2-4] 13 40.63
[5-10] 10 31.25
Postmenopausal
Yes 15 46.9
No 17 53.1
Previous surgery
Yes 8 25
No 24 75
Comorbidity
No 13 40.63
Hypertension 8 25
HIV 3 9.37
Obesity* 25
Uterine size (cm)
<8 15 46.88
[8-12[ 14 43.75
[12- 16] 3 9.37

Hysterectomy indication
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Cervical dysplasia 16
Symptomatic myoma 12
Endometrial hypertrophy 1
Adenomyosis 1
Endometrial polyp 1
Uterine prolapse 1

50
37.5
3.1
3.1
3.1
3.1

*]MC>30kg/m?>

TABLE 2: PERIOPERATIVE CHARACTERISTICS

Variables N=32

Estimated blood loss
(mL)
Duration of surgery
(min)
Additional
procedures

Mc Call
culdoplasty

173+99 (100 - 0)

98+49 (55 - 240)

Rectal
endometriosis
Shaving

Umbilical

hernia repair

Blood transfusion 0

Complication 0
Ureteral 2

lesion

Length of 2.8+1.38 (2 - 4)

hospitalization (days)

The median age of patients was 49 (34-67) years.
In 96.87% of cases, patient’s age was at least 40
y/0. 46.9% of them were postmenopausal (Table
1).

25% of operated patients had a history of
abdominal surgery and in half of the cases, it was

a history of caesarean section. 25% of our
patients had a BMI >30kg/m?2. 53.12% of patients
had a uterine size greater or equal to 8 cm among
which three cases (9.37%) greater or equal to 12
cm.

The main indications for hysterectomy were
(50%)
symptomatic myomas (29%) (Table 2). Abnormal

precancerous lesions followed by
uterine Bleeding was the leading symptom

representing 46,87% of cases (leiomyomas,

endometrial hypertrophy and polyps,
adenomyosis).
The mean estimated blood loss and

postoperative hospital length of stay were
respectively 173+99mL and 2.80+1.38 days. The
procedure lasted 98+49 minutes on average.

Two patients were readmitted for watery vaginal
discharge, which revealed to be ureteral lesion
after dye test. Both lesions were in the right side.
Thus, the total rate of complication was 6.25% (2
patients)

The follow-up of the patients during the three
months after the operation was unremarkable.

Discussion:
With advances in medical technology,
equipment, and training, the practice of



hysterectomy has been revolutionized by
laparoscopy. In our study, 280 hysterectomies
of which 81.78%

abdominal, 15.71% laparoscopically (11.42% for

were performed, were
benign disease), and 2.5% by vaginal route. The
trend observed in Cameroon (13), South Africa
(14), Hong Kong (15), China (16) and India (17)
showed that laparoscopy was the third surgical
route after the abdominal and vaginal route.
the Society of
Obstetricians and Gynecologists and other

According to Canadian
authors, in case of benign conditions, the vaginal
route should be recommended and preferred
whenever possible followed by laparoscopy
because of morbidity associated with the
abdominal route including longer recovery time,
longer hospital stay, higher per operative blood
loss, more pain and postoperative infection (5-
18-19-20). Due to the
hysterectomy registry or a nationwide analysis of

lack of a national

hysterectomies, it is difficult to assess the trend
in the practice of laparoscopic hysterectomy in
Cameroon. But it would seem that since the first
cases of hysterectomy published by Belley (12),
the practice has been on the rise.

In our study, the mean age of the patient was
50.15 + 8.71 years, which correlated with other
studies: 47 £ 6.7 years; 49.1 + 9.0 years; 48 £ 9.9
years (12-13-17). This mean age can be explained
by the fact that it represents a perimenopausal
period, in that age group surgeons generally
propose a radical treatment for the management
of benign pathology. A younger average age of 34
y/o was found by Shekar in India (21). He did
attribute this to the fact that in the cultural
environment, women often self-select to get rid
of their health problems after they have had the
desired number of children, all of whom have
survived to a certain age.

In our study, 71.88% of women had at least two

children. This result is similar to that of
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Aboulfotouh et al in Qatar and Sudhev et al in
Thailand who also found a majority of

pauciparous in their study (22 - 23).

In the current study, the main indication of
hysterectomy was severe cervical dysplasia in
50%
leiomyoma in 37.5% of cases. The predominance

of cases, followed by symptomatic
of cervical dysplasia can be explained by the
opening of a gynecological oncology service in
our hospital and daily cervical cancer screening
during the study period. This result is in contrast
with most studies that find that leiomyomas are
the main indication for laparoscopic
hysterectomy (12, 13, 16, 17, 24). In Germany,
Stang showed that the treatment of myomas was
a hysterectomy in 60% of cases (25). We think
that this attitude should only be considered for
symptomatic myomas in a woman who no longer
wishes to have children and for whom other
therapeutic options have failed. In cases of
other such as
the

represented a limit to the laparoscopic approach.

myoma or pathologies

adenomyosis, excess uterine volume
In addition, since the warning statement of the
FDA on the use of power morcellation in the case
of myomectomy and hysterectomy, patient must

be carefully selected (26).

More recently, numerous studies have shown
that obesity, previous surgery, and a large uterus
are no longer limiting factors for laparoscopic
hysterectomy (27, 28, 29). There is no consensus
definition of a large uterus. The American College
of Obstetricians and Gynecologists (ACOG)
considers 280g or 12 Weeks as a cut-off value for
definition (30). Our study found a history of a
cesarian section in 12.5% of cases, obesity in 25%
of cases, and only 3 patients (9,37%) had a uterus
size greater than 12 weeks. However, for young
gynecologists starting laparoscopic
hysterectomy in low-resource income as in our

case, all the above limiting factors must be taken



into account due to the fact that we are almost
lacking adequate resources and sometimes
additional procedures have to be carried out; this
may extend the duration of the operation and

lead to complications.

Total laparoscopic hysterectomy is well known to
be safe and effective with a complication rate of
0.52% to 6.2% (31,32, 33, 34, 35). This is in line
with the current study, where we found a total
rate of complications at 6.25%. In contrast, some
studies showed a high complication rate of
around 11.1% and the inexperience of surgeons
was the main explanation (36). To decrease the
complication rate, Garry and Twijnstra suggested
that surgeons need to perform 25 cases to
complete the learning curve (37). For Terzi, the
learning curve can also be measured by the
reduction in operating time, even if some factors
can affect the difficulty of the surgery, such as a
large uterus, previous pelvic surgery, and high
body mass index (35). In low-income countries,
inadequate or defective surgical equipment can
affect the learning curve. The two cases of
ureteral injury in the current study did occur
respectively in the third and fifth cases of total
laparoscopic hysterectomy. Both patients were
successfully surgically managed by the urologic
surgeons. We did not have any conversion to
laparotomy; however, the rate of conversion can
reach 6.6% and is most often found at the
Total laparoscopic hysterectomy is increasingly
being performed in our department representing
15.71% of all hysterectomies. The current study
presents our initial experience with 32 cases of
benign pathologies. Approximately 60% of
patients are at least 40 years old. The two main
indications for surgery are respectively cervical
dysplasia and symptomatic myomas. All patients
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beginning of the learning phase even if it is not
rare to find it after having completed the learning
curve (34, 38).

The mean operating time in our study was 98
minutes (55-240 minutes) which correlated with
other studies (35, 39). But it may be longer if
there is an additional procedure or factors that
may affect the difficulty of the surgery. We
performed three additional procedures: rectal
endometrial shaving, an umbilical hernia repair,
and a McCall culdoplasty for uterine prolapse.

The advantages of the laparoscopic approach are
less blood loss, lower transfusion rates, better
cosmetic results, lower rates of adynamic ileus,
faster return of bowel function, and overall faster
recovery (40). In the current study, the average
length of hospitalization was 2.8+1.38 days (2-4
days) and the average blood loss was estimated
at 173 ml (100-250). A recent report also
featured the safety and feasibility of outpatient
total laparoscopic hysterectomy options for
carefully selected patients even in the presence
of obesity, leiomyomas, severe adhesions, or
endometriosis (41, 42, 43).

The major limitation of our study was the
retrospective design.

Conclusion:

underwent total laparoscopic hysterectomy with
rate of 6.25%. This study
demonstrates that even if it requires a learning

a complication

curve, laparoscopic hysterectomy is a feasible
and safe procedure in low-resource income

settings where surgical instruments are

frequently inadequate.



References:

1-

Carlson KJ, Nichols DH, Schiff I. Indications
for Hysterectomy. N Engl J Med. 1993
;328(12) :856-60.

Stankiewicz A, Pogany L, Popadiuk C.
Prévalence de I’hystérectomie
autodéclarée chez les Canadiennes, 2000-
2001 a 2008. Maladies chroniques et
blessures au Canada. 2014;34(1):34-9.

3- Mallick R, English J, Waters N. Total

laparoscopic hysterectomy versus total
abdominal hysterectomy in the treatment
of benign gynaecological disease: a
retrospective review over 5 years. Gynecol
Surg. 2016;13(4):359-64.

Cosson M, Collinet P, Wattiez A.
Hysterectomy. J Obstet Gynaecol Can.
2002; 24(1): 37-48.

5- Deffieux X, de Rochambeau B, Chéne G,

Gauthier T, Huet S, Lamblin G, et al.
Hystérectomie pour pathologie bénigne :
recommandations pour la pratique clinique.
Journal de Gynécologie Obstétrique et
Biologie de la Reproduction. 2015 ;44(10)
:1219-27.

6- Thurston J, Murji A, Scattolon S, Wolfman

W, Kives S, Sanders A, et al. No 377-
Indications gynécologiques bénignes de
I’hystérectomie. Journal of Obstetrics and
Gynaecology Canada. 2019 ;41(4):558-74.
Brummer THI, Jalkanen J, Fraser J,
Heikkinen AM, Kauko M, Makinen J, et al.

FINHYST 2006--national prospective 1-year

19

survey of 5 279 hysterectomies. Human

Reproduction. 2009;24(10):2515-22.

8- Madhvani K, Curnow T, Carpenter T. Route

10-

11-

12-

of hysterectomy: a retrospective, cohort
study in English NHS Hospitals from 2011 to
2017. BJOG. 2019;126(6):795-802.

Nana TN, Tchounzou R, Mangala FN,
Essome H, Kobenge FM, Adamo B, et al.
Hystererectomy in a Tertiary Hospital in a
Sub-Saharan Setting: A 20-Year
Retrospective Review of the Indications,
Types and Analysis of Technical Index.
0JOG. 2021;11(07):885-97.
Buambo-Bamanga, S F, Moke, P.O.,
Moussavou, R.D., Ekoundzola, J.R.
Hystérectomie d’indication gynecologique
au Centre Hospitalier et Universitaire de
Brazaville. Clin Mother Child health; 2009.
6(2): 1113-1116.

Sando Z, Fouogue JT, Fouélifack FY, Mpay
SM, Mboudou ET. Indications et aspects
histopathologiques des biopsies de
I’endometre a I’HOpital Gynéco-Obstétrique
et Pédiatrique de Yaoundé (Cameroun).
African Journal of Pathology and

Microbiology. 2013; 2:1-5.

Belley Priso E; Mboudou E; Nana Njamen T;
Egbe Obichemti T; Doh A. Hysterectomie
totale par voie coelioscopique: L'expérience
de I'Hopital Général de Douala, Cameroun.
Clin Mother Child Health. 2009 ; 6(2) :1135-
1138.



20

13- Theohile NN, Charlotte TN, Tolefac PN,

Lawrence KN, Bruno K, Cedric NN, et al. The
Trend of the Technicity Index of
Hysterectomy in a Tertiary Hospital in sub —
Sahara Africa. IAM. 2017 ;1(6).
https://doi.org/10.24087/IAM.2017.1.6.16
6

14- Butt JL, Jeffery ST, Van der Spuy ZM. An

audit of indications and complications
associated with elective hysterectomy at a
public service hospital in South Africa.
International Journal of Gynecology &

Obstetrics. 2012;116(2):112-6.

15- Leung PL, Tsang SW, Yuen PM; Quality

Assurance Subcomittee in Obstetrics and
Gynaecology, Hospital Authority, Hong
Kong. An audit on hysterectomy for benign
diseases in public hospitals in Hong Kong.

Hong Kong Med J. 2007 ;13(3) : 187-93.

16- Liu F, PanY, Liang Y, Zhang C, Deng Q, Li X,

et al. The epidemiological profile of
hysterectomy in rural Chinese women: a
population-based study. BMJ Open.
2017;7(6): e015351.

17- Pandey D, Sehgal K, Saxena A, Hebbar S,

Nambiar J, Bhat RG. An Audit of Indications,
Complications, and Justification of
Hysterectomies at a Teaching Hospital in
India. International Journal of Reproductive

Medicine. 2014; 2014:1-6.

18- Lefebvre G, Allaire C, Jeffrey J, Vilos G,

Arneja J, Birch C, et al. SOGC clinical

guidelines. Hysterectomy. J Obstet
Gynaecol. 2002; 24 (1): 37-61.

19- Neis KJ, Zubke W, Fehr M, Rémer T,
Tamussino K, Nothacker M. Hysterectomy
for Benign Uterine Disease. Deutsches
Arzteblatt international. 2016 ; 113(14) :
242-249

20- Walsh CA, Walsh SR, Tang TY, Slack M. Total
abdominal hysterectomy versus total
laparoscopic hysterectomy for benign
disease: A meta-analysis. Eur J Obstet
Gynecol Reprod Biol. 2009;144(1):3-7.

21- Shekhar, C., Paswan, B. & Singh, A.
Prevalence, sociodemographic
determinants and self-reported reasons for
hysterectomy in India. Reprod Health 16,
118 (2019).
https://doi.org/10.1186/s12978-019-0780-

z

22- Aboulfotouh, M.E., Chaalan, F. &
Mohammed, A.F. Laparoscopic
hysterectomy versus total abdominal
hysterectomy: a retrospective study at a
tertiary hospital. Gynecol Surg 2020 17;1.
https://doi.org/10.1186/s10397-020-

01068-1

23-Sutasanasuang S. Laparoscopic
Hysterectomy versus Total Abdominal
Hysterectomy: A Retrospective
Comparative Study. J Med Assoc Thai.
2011;94(1): 8-16.

24- Pither S, Bayonne Manou LS, Mandji
Lawson JM, Tchantchou TDD, Tchoua R,


https://doi.org/10.1186/s12978-019-0780-
https://doi.org/10.1186/s12978-019-0780-
https://doi.org/10.1186/s10397-020-01068-1
https://doi.org/10.1186/s10397-020-01068-1

21

Ponties JP. Surgical approaches to laparoscopic hysterectomy: eleven-year
hysterectomy. Cahiers Santé. trends comparison of surgical outcomes
2011;21(2):79-81. complications of 936 cases. Arch Gynecol

25- Stang A, Merrill RM, Kuss O. Hysterectomy Obstet. 2015;291(6):1313-9.
in Germany. Dtsch Arztebl Int 2011; 108 32- Donnez O, Jadoul P, Squifflet J, Donnez J. A
(30): 508-14. series of 3190 laparoscopic hysterectomies

26- Administration USFD. Laparoscopic uterine for benign disease from 1990 to 2006:
power morcellation in hysterectomy and evaluation of complications compared with
myomectomy: FDA safety vaginal and abdominal procedures. BJOG.
communication.http://www.fda.gov/Medic 2009;116(4):492-500.
alDevices/Safety/AlertsandNotices/ucm393 33-Karaman'Y, Bingol B, Glineng Z. Prevention
576.htm of complications in laparoscopic

27- McMahon MD, Scott DM, Saks E, Tower A, hysterectomy: Experience with 1120 cases
Raker CA, Matteson KA. Impact of Obesity performed by a single surgeon. Journal of
on Outcomes of Hysterectomy. Journal of Minimally Invasive Gynecology.

Minimally Invasive Gynecology. 2007;14(1):78-84.
2014;21(2):259-65. 34- Garrett AJ, Nascimento MC, Nicklin JL,

28- Kondo W, Bourdel N, Marengo F, Azuar AS, Perrin LC, Obermair A. Total laparoscopic
Tran-ba-Vang X, Roman H, et al. Surgical hysterectomy: The Brisbane learning curve.
Outcomes of Laparoscopic Hysterectomy Aust N Z J Obstet Gynaecol. 2007 ;47(1)
for Enlarged Uteri. Journal of Minimally :65-9.

Invasive Gynecology. 2011;18(3):310-3. 35-Terzi H, Biler A, Demirtas O, Guler OT, Peker
29-Orhan A, Ozerkan K, Kasapoglu |, Ocakoglu N, Kale A. Total laparoscopic hysterectomy:
G, Cetinkaya Demir B, Gunaydin T, et al. Analysis of the surgical learning curve in
Laparoscopic hysterectomy trends in benign conditions. Int J Surg. 2016; 35:51-7.

challenging cases (1995-2018). )] Gynecol 36-
Obstet Hum Reprod. 2019;48(10):791-8. Garry R, Fountain J, Mason S, Hawe J, Napp

30- ACOG. Committee Opinion No 444: V, Abbott J et al. The eVALuate study: two
choosing the route of hysterectomy for parallel randomised trials, one comparing
benign disease. Obstet Gynecol. 2009;114 laparoscopic with abdominal hysterectomy,
(5):1156-8. the other comparing laparoscopic with

31-Kim SM, Park EK, Jeung IC, Kim CJ, Lee YS. vaginal hysterectomy. BMJ 2004; 328 :129

Abdominal, multi-port and single-port total doi:10.1136/bmj.37984. 623889.F6


http://www.fda.gov/MedicalDevices/Safety/AlertsandNotices/ucm393576.htm
http://www.fda.gov/MedicalDevices/Safety/AlertsandNotices/ucm393576.htm
http://www.fda.gov/MedicalDevices/Safety/AlertsandNotices/ucm393576.htm

22

37-A.R. Twijnstra, M.D. Blikkendaal, W. 42- Maheux-Lacroix S, Lemyre M, Couture V,
Kolkman, M.J. Smeets, J.P. Rhemrev, F.W. Bernier G, Laberge PY. Feasibility and Safety
Jansen, Implementation of laparoscopic of Outpatient Total Laparoscopic
hysterecomy: maintenance of skills after a Hysterectomy. JSLS. 2015;19(1):
mentorship program, Gynecol. Obstet. €2014.00251.

Investig. 2010; 70 (3):173-178. https://login.research4life.org/tacsgridoi

org/10.4293%2FJSLS.2014.00251

38- lkhena S, Oni M, Naftalin N, Konje J. The .
43- De Lapasse C, Rabischong B, Bolandard F,

effect of the learning curve on the duration . . .
Canis M, Botchorischvili R, Jardon K, et al.

and peri-operative complications of )
Total Laparoscopic Hysterectomy and Early

laparoscopically assisted vaginal ) , . s
Discharge: Satisfaction and Feasibility

hysterectomy, Acta Obstet. Gynecol. Scand. Study. IMIG. 2008;15(1):20-5.
1999; 78 (7): 632-635.

39-Candiani M, lzzo S, Bulfoni A, Riparini J,
Ronzoni S, Marconi A. Laparoscopic vs
vaginal hysterectomy for benign pathology.
Am of Obstet and Gynecol 2009;200(4):
368.e1-368.e7.

40- Aarts JW, Nieboer TE, Johnson N, Tavender
E, Garry R, Mol BWJ, et al. Surgical
approach to hysterectomy for benign
gynaecological disease. Cochrane
Gynaecology and Fertility Group. Cochrane
Database of Systematic Reviews. 12 Aug
2015 ; 2015(8).
http://doi.wiley.com/10.1002/14651858.C

D003677.pub5
41- Haight PJ, Barrington DA, Graves SM, Piver

RN, Baek J, Ardizzone M, et al. Safety and
feasibility of same-day discharge following
minimally invasive hysterectomy in the
morbidly obese patient population.

Gynecol Oncol. 2023; 170:203-9.


http://doi.wiley.com/10.1002/14651858.CD003677.pub5
http://doi.wiley.com/10.1002/14651858.CD003677.pub5
https://login.research4life.org/tacsgr1doi_org/10.4293%2FJSLS.2014.00251
https://login.research4life.org/tacsgr1doi_org/10.4293%2FJSLS.2014.00251

23

All cases of hysterectomy

N= 280

Non included (N= 236)

By laparotomy: 229 (81.78%)

I By Vaginal approach: 07 (2.5%)
A

Hysterectomy by laparoscopy

N=44(15.71%)

Excluded:

Laparoscopic radical hysterectomy for gynecological cancer

N=12 (4.28%)

Included:
Total laparoscopic hysterectomy for benign pathologies

N=32(11.42%)

Figure 1: Distribution of all cases of Hysterectomies
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