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ABSTRACT 

The aim of this study is to compare the intraoperative and postoperative complications of laparoscopic 

and abdominal approaches in hysterectomies performed for benign indications in our clinic. 

This is a retrospective, cross-sectional study. Between 01.09.2021 and 01.02.2024, the medical records 

and surgical reports of 209 patients who underwent total abdominal hysterectomy (TAH) and total laparoscopic 

hysterectomy (TLH) for benign uterine pathologies at the Department of Obstetrics and Gynecology, Namık Ke-

mal University Faculty of Medicine in Tekirdağ were analyzed. The two different hysterectomy approaches were 

compared in terms of operation time, blood loss, major complications, and length of hospital stay. 

The average age of the 209 patients included in the study was 48.34 ± 7.9 years. The most common 

indication for hysterectomy was abnormal uterine bleeding (AUB) in 47.8% of cases, followed by myomas in 

17.7%. A total of 134 patients (64.6%) underwent TAH, and 74 patients (35.4%) underwent TLH. In 16 patients 

(8.1%), the procedure was converted from laparoscopic to open surgery. No significant differences were found 

between the groups in terms of age, parity, and gravidity (p > 0.05). There were no statistically significant diffe-

rences in preoperative and postoperative hemoglobin (Hb) levels between the TAH and TLH groups (p > 0.05). 

No significant differences were found in operation times and hospital stay duration (p > 0.05). The average uterine 

size and average myoma size were significantly larger in the TAH group (p < 0.05). Perioperative complication 

rates were similar between the groups (p > 0.05). The need for blood transfusions and analgesics was significantly 

higher in the abdominal hysterectomy group (p < 0.05). 

Laparoscopic hysterectomy offers several advantages over abdominal hysterectomy, including shorter 

recovery time, less postoperative discomfort, and better cosmetic outcomes. Major complication rates are similar 

for both approaches. In cases where vaginal hysterectomy is not suitable, laparoscopic approach should be prefer-

red over abdominal approach. 
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ÖZET 

Bu çalışmanın amacı kliniğimizde benign endikasyonlar nedeniyle yapılan histerektomilerde laparosko-

pik yaklaşım ile abdominal yaklaşımın intraoperatif ve postoperatif komplikasyonlarının karşılaştırılmasıdır.  
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Çalışma retrospektif, kesitsel çalışmadır. 01.09.2021-01.02.2024 tarihleri arasında Tekirdağ Namık Ke-

mal Üniversitesi Tıp Fakültesi Kadın Hastalıkları ve doğum kliniğinde benign uterin patolojiler nedeniyle total 

abdominal ve total laparoskopik histerektomi yapılan 209 hastanın dosyaları ve ameliyat raporları analiz edildi. 

İki ayrı histerektomi yaklaşımı operasyon süresi, kan kaybı, majör komplikasyonlar ve hastanede yatış süresi açı-

sından karşılaştırıldı. 

Çalışmaya dahil edilen 209 hastanın ortalama yaşı 48.34±7.9 yıl, histerektomi endikasyonları  % 47.8 ile 

anormal uterin kanama  (AUK) ilk sırada yer alırken, % 17.7 ile myom ikinci sırada yer almaktadır. 134  (%64.6) 

olguya TAH, 74 (%35.4) olguya ise TLH yapılmıştır.16 (%8.1) olguda laparaskopiden açık cerrahiye dönülmüştür. 

Demografik özellikler açısından gruplar karşılaştırıldığında hastaların yaş ortalaması, Parite sayısı gravide sayısı 

açısından gruplar arasında fark saptanmamıştır (p>0.05) TAH ve TLH yapılan olguların preoperatif ve postoperatif 

Hb değerleri arasında istatiksel fark saptanmadı (p>0.05). Ameliyat süreleri, hastanede kalış süresi açısından yön-

temler arasında fark saptanmadı (p>0.05). TAH yapılan hastalarda ortalama uterus boyutları ve ortalama myom 

büyüklüğü açısından anlamlı olarak yüksek bulunmuştur (p<0.05).  Peroperatif komplikasyon oranları benzer ola-

rak bulundu (p>0.05) . Transfüzyon ve analjezik ihtiyacı abdominal histerektomi yapılan olgularda anlamlı olarak 

daha yüksek bulunmuştur (p<0.05)  

Laparoskopik histerektomi abdominal histerektomiye göre kısa iyileşme süresi, daha az postoperatif ra-

hatsızlık, daha iyi kozmetik sonuçlar gibi birçok avantaja sahiptir. Her iki yaklaşımdaki majör komplikasyon oranı 

benzerdir. Vajinal histerektominin uygun olmadığı hastalarda laparoskopik yaklaşım abdominal yaklaşıma tercih 

edilmelidir. 

 

Anahtar kelimeler: Laparoskopi; histerektomi; uterin patoloji. 

 

INTRODUCTION 

Hysterectomy is the most commonly per-

formed gynecological surgery in women for benign 

reasons. The majority of cases are caused by uterine 

leiomyoma, endometriosis, abnormal uterine blee-

ding, and pelvic organ prolapse (1). With the deve-

lopment of minimally invasive methods, such as va-

ginal, laparoscopic, or robotic-assisted hysterec-

tomy, their use has increased in up to 93% of cases. 

Total laparoscopic hysterectomy (TLH) is associated 

with advantages over abdominal approaches, such as 

faster return to postoperative activities, shorter hos-

pital stays, less intraoperative blood loss, fewer wo-

und complications, less postoperative pain, and 

lower mortality (2). A Cochrane analysis of 47 ran-

domized controlled trials comparing total abdominal 

hysterectomy (TAH) with TLH recommends mini-

mal invasive hysterectomy for benign indications 

due to its advantages, including a faster return to nor-

mal activities (1).    

Major complications in hysterectomy are 

rare, but since it is one of the most commonly per-

formed procedures in women, efforts to reduce the 

risks associated with this procedure have the poten-

tial to impact public health. Referring patients to sur-

geons with sufficient experience and volume in ma-

jor gynecological procedures may be one such effort 

to reduce these risks. In gynecology, this includes 

abdominal myomectomy, hysteroscopic myomec-

tomy, cancer surgery, pubovaginal sling insertion, 

and pelvic reconstruction (3). 

Although laparoscopic hysterectomy was 

first described by Reich in 1989, until 2010, only 20-

30% of hysterectomies were performed laparoscopi-

cally. In a meta-analysis comparing total laparosco-

pic hysterectomy and total abdominal hysterectomy, 

patients who underwent TLH had fewer periopera-

tive complications, less blood loss, shorter hospital 

stays, and less postoperative morbidity (4).                       

. 

This retrospective study compares the ope-

ration time, complications, postoperative hospital 

stay, and analgesic requirements between patients 

who underwent total abdominal and total laparosco-

pic hysterectomy for benign conditions in a tertiary 

health center. 

 

MATERIAL and METHOD 

This study is retrospective and cross-sectio-

nal. A total of 209 patients who underwent surgery 

for benign uterine pathologies between 01.09.2021 

and 01.02.2024 at the Gynecology and Obstetrics 

Clinic of Tekirdağ Namık Kemal University School 

of Medicine were included. The local ethics commit-

tee approved the study (date and number: 2024 / 

2024.58.03.22). Patients who underwent hysterec-

tomy due to malignancy, postpartum hemorrhage, or 

vaginal hysterectomy were excluded. Data were ob-

tained from hospital records. The following parame-

ters were evaluated: age, parity, gravida, surgical in-

dications, surgical method, operation time, periope-

rative complications, conversion rates from TLH to 

TAH, pre- and postoperative hemoglobin (Hb) le-

vels, postoperative analgesic use, and hospital stay 

duration. 

The operation time was defined as the time 

from the beginning of the skin incision to the full 

closure of the skin, measured in minutes. Hemoglo-

bin values were measured 24 hours before and 6 ho-

urs after the operation. All patients received 1 g of 

cefazolin IV 1 hour before surgery, and the same 

dose was repeated at the 12th postoperative hour. 

Low molecular weight heparin was administered 

subcutaneously 8 hours after surgery as a prophylac-

tic dose for thromboembolism and continued every 
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24 hours during hospitalization. Postoperatively, all 

patients received intravenous (IV) paracetamol (100 

ml flakon, 3X1), IV/intramuscular (IM) dexketopro-

fen trometamol (3X1), and if additional analgesia 

was needed, Petidin hydrochloride (1X1 IV) was gi-

ven. 

 

Statistical methods 

Data were entered into the computer and 

analyzed using the SPSS Windows 18.0 (Statistical 

for Social Sciences, IBM SPSS Inc, USA) software. 

Descriptive statistics such as mean, standard devia-

tion, frequency, and percentage were presented with 

tables and graphs. Independent sample t-tests (or 

Mann Whitney U test) were used for comparisons 

between two independent groups. Chi-square (χ2) 

test was used for comparisons of categorical variab-

les. A p-value <0.05 was considered statistically sig-

nificant. 

 

RESULTS 

The mean age of the 209 patients included 

in the study was 48.34 ± 7.9 years, with a mean gra-

vida of 2.88 ± 1.66 and a mean parity of 2.34 ± 1.26. 

The most common indication for hysterectomy was 

abnormal uterine bleeding (AUB) in 47.8%, fol-

lowed by myoma in 17.7%. 26.8% of the cases were 

postmenopausal, 43.5% had a history of cesarean 

section, and 55.5% had a history of abdominal sur-

gery. A total of 134 (64.6%) patients underwent 

TAH, while 74 (35.4%) patients underwent TLH. In 

16 (8.1%) cases, laparoscopic surgery was converted 

to open surgery. Detailed demographic data, surgical 

indications, and operation data are presented in Tab-

les 1 and 2. 

 

Table 1: Demographic characteristics of the patients ıncluded in the study. 

 Average ±SD/  n, % 

Age  (year) 48.31±7.9 

Parity 2.34±1.2 

Gravty 2.88±1.3 

Preoperative Hb(gr/dl) 11.93±1.6 

Postoperative Hb(gr/dl) 10.4±1.2 

Operation time (minute) 155.82±37.7 

Lenght of hospital stay(day) 4.24±1.6 

Uterine sizes (mm) 435.19±624 

Number of myomas 1.84±2 

Largest myoma diameter (mm) 3.90±4.6 

Menopause  56(%26.8) 

Pozitive C/S history 91(%43.5) 

PozitivePrevious abdominal surgery 116(%55.5) 

Conversion from laparoscopy to open surgery 16(%8.1) 

SD: Standard Deviation, Hb: Hemoglobin, CS: Caeseran Section 

 

Table 2: Indications for hysterectomy 

 TAH (n=135, %) TLH (n=74, %) Total (n / %) 

Myoma 32 5       37       %17.7 

Endometrial polyp 11 19 30      %14.4 

Adnexal mass 6 3  9       %4.3 

AUB 70 30     100        %47.8 

PMB 9 3       12       %5.7 

Hyperplasia with atypia 1 5 6       %2.9 

Hyperplasia without atypia 4 3 7       %3.4 

Prophylactic hysterectomy 2 6         8        %3.8 

Total 135     % 64.6 74  % 35.4 209      %100 

TAH; Total abdominal Hystrectomy, TLH: Total Laparoscopic Hysterectomy, AUB: Anormal uterine 

bleeding, PMB: Post-menopausal bleeding 

 

A comparison of preoperative, perioperative, and 

postoperative data between the groups is provided in 

Table 3. In terms of demographic characteristics, the 

average age of patients in the TAH group was 47.59 

± 6.81 years, while the TLH group was 49.7 ± 9.5 

years (p = 0.07). Parity was 2.35 ± 1.1 in the TAH 
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group and 2.32 ± 1.4 in the TLH group (p = 0.44). 

Gravida was 2.93 ± 1.6 in the TAH group and 2.77 

± 1.7 in the TLH group, with no statistically signifi-

cant difference (p = 0.21). The percentage of meno-

pausal patients was significantly higher in the TLH 

group (41.8%) compared to the TAH group (18.5%) 

(p = 0.000). A history of cesarean section was found 

in 47.4% of TAH patients and 36.4% of TLH pati-

ents (p = 0.12). A history of other abdominal surge-

ries was found in 60.7% of TAH patients and 45.9% 

of TLH patients (p = 0.04). 

 

Table 3: Comparison of demographic and operative characteristics of patients undergoing hysterectomy. 

 TAH (n=135 ) TLH (n=74) p value 

Age 47.59±6.81 49.7±9.5 0.07 

Paritte 2.35±1.1 2.32±1.4 0.44 

Gravidity 2.93±1.6 2.77±1.7 0.21 

Menopause Yes 25 (%18.5) 31 (%41.8) 0.000 

No 110 (%81.5) 43 (%58.2) 

History of C/S Yes 64 (%47.4) 27 (%36.4) 0.12 

No 71 (%52.6) 47 (%36.4 

History of abdominal surgery  Yes 82 (%60.7) 34 (%45.9) 0.04 

No 53 (%39.3) 40 (%54.1) 

Preoperative Hb (gr/dL) 11.68±1.6 12.38±1.6 0.67 

Postoperative  Hb (gr/dL) 10.29±1.3 10.6±1.1 0.07 

Operation time (minute) 158±36.8 150±36.7 0.95 

Peroperative complication Yes 5 (%2.96) 2 (%2.7) 0.9 

No 130 (%97.04) 72 (%97.3) 

Postoperative complication Yes 27 (%20) 8 (%10.8) 0.56 

No 108 (%80) 66 (%89.2) 

Length of hospital stay (day) 4.89±1.5 3.05±1.1 0.48 

Need additional analgesics Yes 34 (%25.1) 1 (%1.35) 0.000 

No 101 (%74.9) 73 (%98.65) 

Blood transfusion Yes 32 (%23.7) 9 (%12.6) 0.04 

No 103 (%57.6) 65 (%87.4) 

Uterine sizes (mm) 585.9±733.3 166.44±104.68 0.000 

Number of myomas 2.27±2.2 1.07±1.5 0.001 

Largest myoma diameter (mm) 5.16±5 1.62±2.5 0.000 

TAH; Total abdominal Hystrectomy, TLH: Total Laparoscopic Hysterectomy, Hb: Hemoglobin, CS: Ce-

sarean Section, Hb: Hemoglobin. 

 

In perioperative data, the operation time 

was 158 ± 36.8 minutes for TAH and 150 ± 36.7 mi-

nutes for TLH. No statistically significant difference 

in operation times was found (p = 0.95). The hospital 

stay was 4.89 ± 1.5 days for TAH and 3.05 ± 1.1 days 

for TLH, but no statistically significant difference 

was found (p = 0.48). Uterus size was significantly 

larger in the TAH group (585.9 ± 733.3 mm) com-

pared to the TLH group (166.44 ± 104.68 mm) (p = 

0.000). Similarly, the mean myoma diameter was 

2.27 ± 2.2 cm in the TAH group and 1.07 ± 1.5 cm 

in the TLH group (p = 0.001). 

In terms of complications, the perioperative 

complication rate was 2.96% in TAH and 2.7% in 

TLH (p = 0.9), and the postoperative complication 

rate was 20% for TAH and 10.58% for TLH (p = 

0.56). Blood loss and the need for transfusion were 

significantly higher in TAH patients (p = 0.04). 

 

DISCUSSION 

Approximately 90% of hysterectomies are 

performed for benign reasons and are among the 

most common gynecological procedures, often done 

due to benign conditions such as abnormal uterine 

bleeding, prolapse, or uterine fibroids. Around 30% 

of women undergo this surgery by the age of 60 (5). 

Today, the available methods for hysterectomy inc-

lude Total Abdominal Hysterectomy (TAH), Vagi-

nal Hysterectomy, Laparoscopic Hysterectomy 

(LH), Laparoscopic Subtotal Hysterectomy, and Ro-

botic-Assisted Hysterectomy. Laparoscopic hyste-

rectomy is a minimally invasive method that can be 

safely performed by surgeons with the proper 

equipment and experience. Due to its advantages, 

including less postoperative pain, lower blood loss, 
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shorter hospital stays, and faster recovery, laparos-

copic hysterectomy is preferred over abdominal hys-

terectomy for nearly all benign gynecological condi-

tions and a significant proportion of malignant cases. 

In recent years, minimally invasive gynecological 

surgery has become much more widespread, and 

hysterectomy is the most commonly performed ma-

jor gynecological surgery. Currently, laparoscopic 

methods are used in about 50% of hysterectomy ca-

ses by gynecologists (6, 7). In this study, the most 

frequent indication for hysterectomy was abnormal 

uterine bleeding (AUB) (47.8%), followed by 

myoma (17.7%). In a similar study by Buhur et al., 

fibromyoma was the leading indication for hysterec-

tomy (50.1%), with AUB being second (21.6%) (8). 

One of the factors that influence the transi-

tion from TLH to open surgery is adhesions. In pati-

ents with a history of previous cesarean sections, 

midline surgeries, endometriosis, or pelvic infecti-

ons, adhesions should be suspected. High-resolution 

transvaginal ultrasonography can detect adhesions 

and help estimate the surgical risk preoperatively. 

Furthermore, the presence of laterally located myo-

mas and particularly those with a uterine size greater 

than 10 cm increases the likelihood of conversion to 

open surgery (9). In this study, 18 cases (8.1%) were 

converted from laparoscopy to open surgery. The 

history of cesarean section was similar in both lapa-

roscopic and open surgery cases. However, patients 

undergoing open surgery with a history of midline 

abdominal incision were found to have a higher con-

version rate. Due to the small number of patients 

who were converted from laparoscopic to open sur-

gery, statistical analysis was not performed. 

When the results of this study were analy-

zed, no statistically significant difference was found 

between TLH and TAH regarding intraoperative 

data. The average surgical duration was similar in 

both groups (158±36.8 minutes for TAH and 

150±36.7 minutes for TLH, p=0.95). Perioperative 

complications were observed in 2.96% of TAH cases 

and 2.7% of TLH cases (p=0.9). The need for 

intra/postoperative transfusion was higher in TAH 

cases (p<0.05). The main advantages of laparoscopic 

hysterectomy over abdominal hysterectomy include 

less blood loss, less postoperative pain, and faster re-

turn to daily activities (10). 

In this study, the perioperative complication 

rate was 2.96% for TAH and 2.7% for TLH, with no 

statistically significant difference (p=0.9). One fac-

tor influencing complications in laparoscopic hyste-

rectomy is the surgeon's experience. In a study by 

Vree et al., it was found that the surgical duration, 

intraoperative blood loss, and complication rates in 

laparoscopic hysterectomy were related to the sur-

geon's experience. However, no significant diffe-

rence was noted in the outcomes when high-volume 

surgeons (>50 hysterectomies/year) performed the 

surgery (11). Balikoglu et al. (12) stated that while 

complications in laparoscopic hysterectomy are not 

affected by the surgeon’s experience, the concern 

about complications decreases as the surgeon's expe-

rience increases. Another study found that intraope-

rative complications were higher during the initial 

stages of learning, and thus, the complication risk 

should be considered in surgeons' learning curves. 

The same study also showed that laparoscopic sur-

gery performed by experienced surgeons has notable 

advantages over open surgery (13). Louie et al. (14) 

also reported that, although uterine size is an inde-

pendent risk factor for complications after hysterec-

tomy, even with significantly enlarged uteri, the 

complication rate for abdominal hysterectomy is hig-

her than for laparoscopic hysterectomy. Therefore, 

they suggested that a large uterus is not a sufficient 

indication for abdominal hysterectomy and that lapa-

roscopic hysterectomy can be safely performed in 

such cases in experienced centers. Another study 

concluded that laparoscopic hysterectomy can be sa-

fely performed in centers with high experience even 

in cases with a uterus weighing more than 1 kg (15). 

Regarding postoperative hospital stay, no 

significant difference was found between the surgi-

cal methods (p=0.48). The total uterine size, average 

fibroid diameter, and the largest fibroid removed 

were significantly larger in abdominal hysterectomy 

cases (p<0.05). Postoperative complications were 

found at similar rates in both surgical methods 

(p>0.05). However, the need for analgesia after sur-

gery was higher in TAH cases (p<0.05). 

In a study comparing 10-year intestinal 

obstruction rates between minimal invasive and open 

hysterectomy, abdominal hysterectomy was found to 

be associated with 54% higher rates of bowel obst-

ruction compared to minimally invasive hysterec-

tomy (laparoscopic or vaginal) (16). Furthermore, 

when performed with the correct indications, hyste-

rectomy can improve quality of life and sexual func-

tion. Beyan et al. found that TLH was superior to 

TAH in improving sexual function, although there 

was no significant difference between the two met-

hods regarding quality of life (10). 

In conclusion, laparoscopic hysterectomy is 

increasingly being used in gynecological surgeries. 

It offers several advantages over open hysterectomy, 

including a faster recovery process, less postopera-

tive pain, and fewer complications. As seen in this 

study, laparoscopic hysterectomy is a safe and low-

complication method when performed by experien-

ced surgeons in suitable centers. 

 

ACKNOWLEDGEMENTS 

Declaration of AI and AI-assisted Techno-

logies in the Writing Process 

During the preparation of this work, the aut-

hors used ChatGpt-3.5 in order to check spell and 

grammar. After using this tool, the authors reviewed 

and edited the content as needed and took full res-

ponsibility for the content of the publication 



Çağlayan et al.                                                                                                Comparison of hysterectomy methods 

22 

 

The study was conducted in accordance 

with the Declaration of Helsinki, and the protocol 

was approved by the local Ethics Committee  (date 

and number: 2024 / 2024.58.03.22). 

 

Conflict of interests 

The authors declare no conflict of interest. 

 

Funding 

This research received no external funding. 

 

Author contributions 

EKC designed the research study. EKC per-

formed the research. EKC and BT acquisition of 

data, EKC and BT analyzed and interpretation of 

data,. EKC participated in drafting the manuscript or 

revising it critically for important intellectual con-

tent. All authors contributed to editorial changes, 

read and approved the final manuscript. All authors 

have participated sufficiently in the work and agreed 

to be accountable for all aspects of the work. 

 

REFERENCES 

1. Mehta A, Xu T, Hutfless S, Makary MA, Sinno 

AK, Tanner EJ 3rd, et al. Patient, surgeon, and 

hospital disparities with benign hysterectomy 

approach and perioperative complications. Am J 

Obstet Gynecol.  2017;216(5):497.  

2. Margulies SL, Vargas MV, Denny K, Sparks 

AD, Marfori CQ, Moawad G, et al. Comparing 

benign laparoscopic and abdominal hysterec-

tomy outcomes by time. Surg Endosc.  

2020;34(2):758-769.  

3. Vree FE, Cohen SL, Chavan N, Einarsson JI. The 

impact of surgeon voluma on periopertive outco-

mes in hysterectomy. JSLS  2014;18(2):174-81.  

4. Demirayak G, Kılık T, Çetinkaya FN, Bulut B, 

Akbaş M, Kılınc A, et al. Laparaskopik Histerek-

tomi Deneyimlerimiz. Okmeydanı Tıp Dergisi  

2016;32(4):198-203.   

5. Aarts JW, Nieboer TE, Johnson N, Tavender E, 

Garry R, Kluiners KB. Surgical approach to hys-

terectomy for benign gynecological disease. 

Cochrane Database Syst Rev. 

2015(8):CD003677.  

6. O’Hanlan KA, Emeney PL, Frank MI, Milanfar 

LC, StenMS, Uthman KF. Total Laparoscopic 

Hysterectomy: Making It Safe and Successful for 

Obese Patients. JSLS  2021;25(2):e2020.00087.   

7. Istre O, Snejbjerg D. Complication Rate of Lapa-

roscopic Hysterectomies in Denmark,2011-

2016. JSLS   22(1):e2017.00078.    

8. Buhur A, Erdem D. Total laparoskopik histerek-

tomi ile total abdominal histerektomi olgularının 

karşılaştırılması. Ege Tıp Dergisi 

2022;61(4):541-548. 

9. Madhvani K, Fernandez-Felix BM, Zamora J, 

Carpenter T, Khan KS. Personalizing the risk of 

conversion from laparoscopic to open hysterec-

tomy in benign conditions: Development and 

external validation of risk prediction models. 

BJOG  2022;129(7):1141-1150.  

10. Beyan E, İnan AH, Emirdar V, Budak A, Tutar 

SO, Kanmaz AG. Comparison of the Effects of 

Total Laparoscopic Hysterectomy and Total Ab-

dominal Hysterectomy on Sexual Function and 

quality of life. Biomed Res Int.  2020;8:8247207.   

11. Vree FE, Cohen SL, Chavan N, Einarsson JI. The 

impact of surgeon volume on perioperative out-

comes in hysterectomy. JSLS 2014İ18(2):174-

81. 

12. Balikoğlu M, Bayraktar B, Filiz D, Beyan E, Inan 

AH, Özeren M. The effect of eperience on the 

outcomes of total laparoscopic hysterectomy sur-

gery:1295 cases. Ginekol Pol. 2022;93(9):681-

651.  

13. Akgör U, Kuru O, Güneş AC, Karataş E, Temiz 

BE, Erzeneoğlu BE, et al. Impact of clinicopat-

hological variables on laparoscopic hysterec-

tomy complications, a tertiary center experience. 

Ginekol Pol.  2022;93(2):105-111. 

14. Louie M, Strassle PD, Moulder JK, Dizon AM, 

Schiff LD, Carey ET. Uterine weight and comp-

lications after abdominal, laparoscopic, and vagi-

nal hysterectomy. Am J Obstet Gyne-

col.2018;219(5):480.e1-480.e8 

15. Uccella S, Morosi C, Marconi N, Arrigo A, 

Gisone B, Casarin J, et al.  Laparoscopic Versus 

Open Hysterectomy for Benign Diseasein Uteri 

Weighing>1 kg: A Retrospective Anaysis on Pa-

tients. J Minim Invasive Gynecol.  

2018;25(1):62-69. 

16. Norrbom C, Osler M, Krabbe-Sorensen M, Ras-

mussen SC, carlsen SE, Nilas L, et al. Risk of 

Bowel Obstruction After Hysterectomy for Be-

nign Indication According to Surgical Method in 

Denmark, 1984-2013. J Minim Invasive Gyne-

col.  2024;31(10):855-869.e6  


