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Abstract 23 

Aim: This study aimed to identify the risk factors for vaginal cuff infection after 24 

laparoscopic hysterectomy for benign gynecological diseases. 25 

Methods: We conducted a retrospective cohort study among 1559 Japanese women 26 

who underwent total laparoscopic hysterectomy (TLH) for benign indications between 27 

2014 and 2018 at Teine Keijinkai Hospital in Sapporo, Japan. All patients received 28 

preoperative antibiotics based on appropriate timing, choice, and weight-based dosing. 29 

We assessed the risk factors of vaginal cuff infection after TLH, including demographic 30 

and clinical variables, and patient- and surgery-related factors, using univariable and 31 

multivariable logistic regression analyses. 32 

Results: Among all the patients who underwent TLH, 71 cases of vaginal cuff 33 

infections (4.6%) were recorded. Univariate analyses showed that current smoking, 34 

pathological result of adenomyosis, use of Seprafilm as an antiadhesive material, white 35 

blood cell counts on postoperative day (POD) 2, C-reactive protein (CRP) level on 36 

POD2, and postoperative vaginal cuff hematoma were significantly associated with an 37 

increased risk of vaginal cuff infection. In multivariate analysis, current smoking, use of 38 

Seprafilm, CRP level on POD2, and vaginal cuff hematoma were significantly 39 

associated with an increased risk of vaginal cuff infection. 40 
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Conclusions: Current smoking, use of Seprafilm, CRP level on POD2, and vaginal cuff 41 

hematoma were identified as significant risk factors of vaginal cuff infection in the 30 42 

days after surgery in Japanese women who underwent TLH for benign indications. 43 

 44 

Keywords: Gynecological diseases, Hysterectomy, Laparoscopy, Risk factors, Surgical 45 

site infection 46 

 47 
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Introduction 48 

Surgical site infection (SSI) is generally defined as an infection that occurs 49 

after surgery in the same part of the body where the surgery took place(1), and it is 50 

considered to be a common complication after hysterectomy(2). Many infections can 51 

occur after hospital discharge(3). Some of the most common complications in patients 52 

requiring readmission after hysterectomy are SSI(4). These infections can often lead to 53 

significant social and economic costs for both the patient and the healthcare system(5–7). 54 

 Hysterectomy has been considered to be one of the most common surgical 55 

procedures in women, and the majority of hysterectomies are performed for benign 56 

indications(8). Laparoscopy has widely replaced laparotomy for gynecological surgery in 57 

the past two decades(9). The number of laparoscopic hysterectomies performed has 58 

increased, whereas fewer abdominal hysterectomies are performed(10). It has been 59 

reported that the rate of all SSIs after total laparoscopic hysterectomy (TLH) was lower 60 

than that after abdominal hysterectomy (2% vs 4%)(11). Despite these lower rates, SSIs 61 

are not uncommon after laparoscopic hysterectomy(2). In our experience, we have found 62 

that vaginal cuff infection after TLH often requires rehospitalization and treatment with 63 

antibiotics. In addition, vaginal cuff infection after TLH may decrease the subsequent 64 

quality of life (QOL) outcomes including post-traumatic stress in patients undergoing 65 
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TLH(12). In other words, the prevention of vaginal cuff infection may improve QOL 66 

outcomes after TLH. Thus, identifying the risk factors of vaginal cuff infection is 67 

clinically vital to reduce the rates of morbidity and rehospitalization and to lighten the 68 

burden for both patients and the healthcare system. 69 

 Therefore, in this present study, we aimed to determine the risk factors of 70 

vaginal cuff infection after TLH, which were identified before, during, and after 71 

operation, in Japanese patients with benign gynecological diseases. 72 

 73 

Methods 74 

Study Design and Population 75 

We conducted a retrospective cohort study among 1559 women who 76 

underwent TLH for benign indications between January 1, 2014 and December 31, 77 

2018 at Teine Keijinkai Hospital in Sapporo, Japan. All patients have received 78 

antibiotics within 60 min of incision in the operating room. Intraoperative redosing was 79 

conducted every 3 h. All patients were admitted to the hospital 1 day before their 80 

surgery and had a blood test on postoperative day (POD) 2, according to our 81 

department’s clinical protocol (Table S1). This study has been approved by the research 82 

ethics committee of Teine Keijinkai Hospital (Approval number: 2018121). 83 
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 84 

Measurements of Exposures 85 

Data were collected from 40 variables (Table S2), which included preoperative 86 

(i.e., demographic data, comorbidities, and laboratory values within the 90 days before 87 

surgery), intraoperative (i.e., surgical data, retrieval method of specimens, surgical 88 

techniques in addition to TLH, type of antiadhesive material used, and intraoperative 89 

complications), and postoperative variables (laboratory values on POD2, pathological 90 

results, and 30-day postoperative complications before the onset of vaginal cuff 91 

infection like vaginal bleeding requiring reoperation and vaginal cuff hematoma found 92 

after TLH). We defined an experienced operator as a surgeon certified by the Skill 93 

Qualification Committee of the Japan Society of Gynecologic and Obstetric Endoscopy 94 

and Minimally Invasive Therapy or a surgeon with equivalent surgical skills. 95 

 96 

Measurements of Outcomes 97 

Symptoms of vaginal cuff infection often manifest as fever, purulent vaginal 98 

discharge, and pelvic, abdominal, or low back pain(10). We defined vaginal cuff 99 

infection after TLH within 30 days of surgery, as per the Centers for Disease Control 100 

and Prevention criteria(1,13) (Table S3). Vaginal cuff infection corresponds to deep and 101 
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organ/space infection, as these two categories are difficult to distinguish when 102 

considering hysterectomy as the primary procedure(14). Attending physicians diagnosed 103 

vaginal cuff infection based on vital signs, physical findings, blood test, gynecological 104 

examination findings, transvaginal ultrasound, and computed tomography in some 105 

cases. 106 

 107 

Statistical Analysis 108 

Data were reported as median (interquartile range [IQR]) for continuous 109 

variables. Categorical variables were presented as proportions and were reported as 110 

number (%). In order to identify the risk factors associated with vaginal cuff infection 111 

during the 30 days after TLH, univariate analyses and multivariable logistic regression 112 

were performed, and we also estimated odds ratios (OR) and 95% confidence intervals 113 

(CI). In comparing each variable between the two groups, we have used the chi-square 114 

test or Fisher’s exact test for categorical variables and the Mann–Whitney U test for 115 

continuous variables, because all variables were nonparametric distributions. For 116 

selection of independent variables in multivariable logistic regression, significant 117 

variables in univariate analysis as well as clinical variables of interest in backward 118 
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stepwise regression were included. All tests of significance were two-sided, with p set at 119 

less than 0.05. We used statistical software R 3.6.1 for the statistical analyses(15). 120 

 121 

Results 122 

The clinical characteristics of patients are shown in Table 1. The median 123 

patient age was 46.0 years (IQR, 43.0–49.0 years), and the median body mass index was 124 

22.4 (IQR, 20.4–25.4) kg/m2. Of the 1559 patients, 71 patients (4.6%) have developed 125 

vaginal cuff infection during the 30 days after TLH. The median onset of vaginal cuff 126 

infection was POD 7 (IQR, POD 5–9). Of the infected patients, the majority (35%) was 127 

polymicrobial, with mixed aerobes and anaerobes or mixed aerobes flora in vaginal 128 

cultures (Table S4). 129 

Associations between various factors in the pre-, intra-, and postoperative 130 

periods and the development of vaginal cuff infection during the 30 days after TLH are 131 

all presented in Table 2. On univariate analysis, current smoking (OR, 2.5; 95% CI, 132 

1.5–4.1), pathological result of adenomyosis (OR, 1.7; 95% CI, 1.1–2.9), use of 133 

Seprafilm (OR, 7.8; 95% CI, 1.4–36.3), white blood cell count on POD2 (OR, 1.2; 95% 134 

CI, 1.1–1.3), C-reactive protein (CRP) level on POD2 (OR, 1.1; 95% CI, 1.1–1.2), and 135 

postoperative vaginal cuff hematoma (OR, 8.8; 95% CI, 2.7–28.9) were all determined 136 
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to be associated with vaginal cuff infection. Independent risk factors for vaginal cuff 137 

infection in the multivariate model were current smoking (OR, 2.2; 95% CI, 1.3–3.7), 138 

use of Seprafilm (OR, 8.6; 95% CI, 2.3–32.9), CRP level on POD2 (OR, 1.1; 95% CI, 139 

1.0–1.2), and postoperative vaginal cuff hematoma (OR, 8.2; 95% CI, 2.4–28.1). 140 

 141 

Discussion 142 

The rate of deep and organ/space SSI after TLH has been reported to range 143 

between 0.5% and 1.2%(14,16). Neiboer et al., after reviewing previous studies, have 144 

reported that the rate of vaginal cuff infection was 3.48%(17). In the present study, the 145 

rate of 30-day vaginal cuff infection was found to be at 4.6%, which is higher than that 146 

reported in previous studies. Our study identified four risk factors associated with 147 

increased odds of vaginal cuff infection after TLH. 148 

Regarding preoperative risk factors, current smoking has been related to 149 

increased deep and organ/space SSI after hysterectomy in previous studies(14,18). 150 

Smoking can cause ischemia and delayed wound healing, which in turn can lead to 151 

increased rates of SSI(19). Patients should be advised to stop smoking at least 30 days 152 

before an elective surgery(20). 153 



11 
 

Regarding intraoperative factors, we found a significant association between 154 

the use of Seprafilm and postoperative vaginal cuff infection. Seprafilm is composed of 155 

two anionic polysaccharides, sodium hyaluronate and carboxymethylcellulose, which 156 

have been reported to be chemically modified. This barrier transforms into a gel after 157 

being placed in the peritoneum; it is reabsorbed in approximately 7 days, after normal 158 

tissue repair has taken place and the inflammatory cascade has subsided(21). Seprafilm 159 

thus reduces the incidence of postoperative adhesions(22–25). Despite its advantages, it 160 

has also been reported to carry an increased risk of intraabdominal abscess formation, 161 

anastomotic leaks(25), fluid collection, and sterile peritonitis(21,26,27). However, only 15 162 

patients in whom Seprafilm was used in our study were included. Further research is 163 

needed to confirm the correlation between the use of Seprafilm and the occurrence of 164 

vaginal cuff infection after TLH. 165 

Lastly, regarding postoperative factors, we identified CRP level on POD2 and 166 

postoperative hematomas as risk factors for vaginal cuff infection. We perform a blood 167 

test on POD2 for all patients undergoing TLH. A normal CRP range on POD2 after 168 

TLH was reported as between to be 6.19 and 7.83 mg/dL(28,29). The median CRP value 169 

on POD2 in patients with postoperative vaginal cuff infection in our study was 3.3 170 

(IQR, 1.6–5.9) mg/dL, which is lower than the values reported in previous studies. A 171 
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significant difference was recognized between the vaginal cuff infection group and the 172 

non-vaginal cuff infection group in our study, but the median CRP value on POD2 in 173 

patients without vaginal cuff infection was 2.1 (IQR, 1.1–3.6) mg/dL, and the 174 

differences were found to be small. Anticipating postoperative vaginal cuff infection at 175 

POD2 might be difficult. 176 

 It has been reported that postoperative hematomas after hysterectomy 177 

predispose to the development of infection. Maintaining hemostasis, gentle handling of 178 

tissue, and eradicating hematoma are important intraoperative steps in preventing 179 

infection(2,30–32). Five patients (35.7%) took prophylactic antibiotics prescribed by 180 

attending physicians among 14 patients with postoperative vaginal cuff hematoma. 181 

Among five patients who took prophylactic antibiotics, no patients developed vaginal 182 

cuff infection. On the other hand, among nine patients who did not take prophylactic 183 

antibiotics, four patients (44.4 %) developed vaginal cuff infection. Therefore, taking 184 

prophylactic antibiotics were important to prevent the incidence of vaginal cuff 185 

infection in patients with postoperative vaginal cuff hematoma. In the case of vaginal 186 

cuff hematoma after TLH, prophylactic antibiotic medication to prevent subsequent 187 

vaginal cuff infection should be implemented. 188 
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        In our study, we surveyed patients undergoing TLH for only benign 189 

indications. Katherine et al. have reported there were no differences seen between 190 

benign and malignant surgical indications in rates of deep and organ space SSI after 191 

TLH(33). Although operative time was not independent risk factor of vaginal cuff 192 

infection after TLH in our study, longer operative time has been identified as a risk 193 

factor of SSI included deep and organ space SSI in previous many studies(11,18,34,35). The 194 

study of Yüksel et al. showed that the operative time of TLH was predisposed to be 195 

longer for malignant gynecologic indication than benign gynecologic indication(36), and 196 

thus, the morbidity of vaginal cuff infection after TLH for malignant diseases might 197 

increase seemingly compared with benign diseases. Further research is warranted to 198 

examine the risk factors for SSI in patients with malignant diseases undergoing TLH.                                                      199 

We found that vaginal cuff infection was caused mainly by polymicrobial in 200 

this study. When the vagina is opened during surgery, as in the procedure of 201 

hysterectomy, endogenous polymicrobial flora of aerobes and anaerobes in the vagina 202 

may ascend from the breached vagina and endocervix to the operative site, in addition 203 

to the microorganisms from the skin, which are the flora of predominantly aerobic 204 

Gram-positive cocci. Therefore, the source of pathogens for vaginal cuff infection is 205 

usually polymicrobial(2,16,37,38). 206 
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The strength of this study is the inclusion of detailed perioperative 207 

information from our database. Moreover, all patients received standardized and 208 

homogenized management in our hospital. On the other hand, this study also has several 209 

limitations, and the results should be interpreted with caution. First, this study has the 210 

inherent bias associated with its retrospective design. Second, we could not consider an 211 

association between vaginal cuff infection and TLH for pelvic organ prolapse among 212 

benign indications(39) because the patients with pelvic organ prolapse was too low in the 213 

present study. Thus, further studies are needed to clarify the impact of vaginal cuff 214 

suspension after TLH in patients with apical pelvic organ prolapse. Finally, our study 215 

reflected the experience of a single hospital, and this might not be generalizable to other 216 

institutions and settings.  217 

In conclusion, in a population of women who underwent TLH for benign 218 

indications at Teine Keijinkai Hospital, we found that current smoking, use of 219 

Seprafilm, CRP level on POD2, and postoperative vaginal cuff hematoma were 220 

significant SSI risk factors of vaginal cuff infection. To reduce the morbidity rate of 221 

vaginal cuff infection after TLH, patients are advised to stop smoking before the 222 

operation. Furthermore, in the case of vaginal cuff hematoma after TLH, we should 223 
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consider prophylactic antibiotic medication to prevent subsequent vaginal cuff 224 

infection. 225 

 226 

Acknowledgments 227 

We thank the surgeons who conducted TLH reported in this study, including C. Sato, 228 

MD, T. Matsuda, MD, A. Nakajima, MD, H. Ota, MD, K. Imai, MD, T. Higa, MD, Y. 229 

Yamamoto, MD, T. Suzuki, MD, Y. Suzuki, MD, K. Minowa, MD, R. Tsunematsu, 230 

MD, K. Takimoto, MD, M. Yamamoto, MD, Y. Ohara, MD, M. Nishimura, MD, S. 231 

Matsumoto, MD, T. Cho, MD, T. Shimabukuro, MD, and S. Asai, MD. We also thank 232 

Ms. Y. Kawabata for constructing the databases used in this study. We thank Enago 233 

(www.enago.jp) for editing our article. 234 

 235 

Disclosure 236 

The authors declare no conflicts of interest directly relevant to the content of this article.  237 

 238 



16 
 

References 239 

1.  Horan TC, Gaynes RP, Martone WJ, Jarvis WR, Emori TG. CDC definitions 240 

of nosocomial surgical site infections, 1992: a modification of CDC definitions of 241 

surgical wound infections. Infect Control Hosp Epidemiol. 1992 Oct;13(10):606–8.  242 

2.  Lachiewicz MP, Moulton LJ, Jaiyeoba O. Infection Prevention and Evaluation 243 

of Fever  After Laparoscopic Hysterectomy. JSLS. 2015 Sep;19(3).  244 

3.  Steiner HL, Strand EA. Surgical-site infection in gynecologic surgery: 245 

pathophysiology and prevention. Am J Obstet Gynecol. 2017 Aug;217(2):121–8.  246 

4.  Catanzarite T, Vieira B, Qin C, Milad MP. Risk Factors for Unscheduled 30-247 

day Readmission after Benign Hysterectomy. South Med J. 2015 Sep;108(9):524–30.  248 

5.  Anderson DJ, Kaye KS, Classen D, Arias KM, Podgorny K, Burstin H, et al. 249 

Strategies to Prevent Surgical Site Infections in Acute Care Hospitals. Infect Control 250 

Hosp Epidemiol. 2008 Oct;29(S1):S51–61.  251 

6.  Bakkum-Gamez JN, Dowdy SC, Borah BJ, Haas LR, Mariani A, Martin JR, et 252 

al. Predictors and costs of surgical site infections in patients with endometrial cancer. 253 

Gynecol Oncol. 2013 Jul;130(1):100–6.  254 

7.  Wick EC, Hicks C, Bosk CL. Surgical Site Infection Monitoring: Are 2 255 

Systems Better Than 1? JAMA Surg. 2013 Dec 1;148(12):1085–6.  256 



17 
 

8.  Wright JD, Herzog TJ, Tsui J, Ananth CV, Lewin SN, Lu Y-S, et al. 257 

Nationwide trends in the performance of inpatient hysterectomy in the United States. 258 

Obstet Gynecol. 2013 Aug;122(2 Pt 1):233–41.  259 

9.  Nezhat C, Nezhat F, Nezhat C. Nezhat’s Operative Gynecologic Laparoscopy 260 

and Hysteroscopy [Internet]. Cambridge Core. 2008 [cited 2020 Jan 26]. Available 261 

from: /core/books/nezhats-operative-gynecologic-laparoscopy-and-262 

hysteroscopy/08E34D9CDDFA69BAA8FFEE6908BCDBFE 263 

10.  Clarke-Pearson DL, Geller EJ. Complications of hysterectomy. Obstet 264 

Gynecol. 2013 Mar;121(3):654–73.  265 

11.  Mahdi H, Goodrich S, Lockhart D, DeBernardo R, Moslemi-Kebria M. 266 

Predictors of surgical site infection in women undergoing hysterectomy for benign 267 

gynecologic disease: a multicenter analysis using the national surgical quality 268 

improvement program data. J Minim Invasive Gynecol. 2014 Oct;21(5):901–9.  269 

12.  Casarin J, Ielmini M, Cromi A, Laganà AS, Poloni N, Callegari C, et al. Post-270 

traumatic stress following total hysterectomy for benign disease: an observational 271 

prospective study. J Psychosom Obstet Gynaecol. 2020 Apr;1–7.  272 



18 
 

13.  Horan TC, Andrus M, Dudeck MA. CDC/NHSN surveillance definition of 273 

health care–associated infection and criteria for specific types of infections in the acute 274 

care setting. Am J Infect Control. 2008 Jun;36(5):309–32.  275 

14.  Lake AG, McPencow AM, Dick-Biascoechea MA, Martin DK, Erekson EA. 276 

Surgical site infection after hysterectomy. Am J Obstet Gynecol [Internet]. 2013 Nov 277 

[cited 2020 Feb 12];209(5). Available from: 278 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3825793/ 279 

15.  Ihaka R, Gentleman R. R: A Language for Data Analysis and Graphics. J 280 

Comput Graph Stat. 1996 Sep;5(3):299–314.  281 

16.  Prevention of Infection After Gynecologic Procedures: ACOG Practice 282 

Bulletin, Number 195. Obstet Gynecol. 2018 Jun;131(6):e172–89.  283 

17.  Nieboer TE, Johnson N, Lethaby A, Tavender E, Curr E, Garry R, et al. 284 

Surgical approach to hysterectomy for benign gynaecological disease. Cochrane 285 

Database Syst Rev. 2009 Jul;(3):CD003677.  286 

18.  Brown O, Geynisman-Tan J, Gillingham A, Collins S, Lewicky-Gaupp C, 287 

Kenton K, et al. Minimizing Risks in Minimally Invasive Surgery: Rates of Surgical 288 

Site Infection Across Subtypes of Laparoscopic Hysterectomy. J Minim Invasive 289 



19 
 

Gynecol [Internet]. 2019 Oct [cited 2020 Feb 16]; Available from: 290 

http://www.sciencedirect.com/science/article/pii/S1553465019312774 291 

19.  Krueger JK, Rohrich RJ. Clearing the smoke: the scientific rationale for 292 

tobacco abstention with plastic surgery. Plast Reconstr Surg. 2001 Sep;108(4):1063–73; 293 

discussion 1074-1077.  294 

20.  Grønkjær M, Eliasen M, Skov-Ettrup LS, Tolstrup JS, Christiansen AH, 295 

Mikkelsen SS, et al. Preoperative Smoking Status and Postoperative Complications: A 296 

Systematic Review and Meta-analysis. Ann Surg. 2014 Jan;259(1):52–71.  297 

21.  David M, Sarani B, Moid F, Tabbara S, Orkin BA. Paradoxical inflammatory 298 

reaction to Seprafilm: case report and review of the literature. South Med J. 2005 299 

Oct;98(10):1039–41.  300 

22.  Diamond MP. Reduction of adhesions after uterine myomectomy by Seprafilm 301 

membrane (HAL-F): a blinded, prospective, randomized, multicenter clinical study. 302 

Seprafilm Adhesion Study Group. Fertil Steril. 1996 Dec;66(6):904–10.  303 

23.  BECKER J. Prevention of postoperative abdominal adhesions by a sodium 304 

hyaluronate-based bioresorbable membrane : a prospective, randomized, double-blind 305 

multicenter study. J Am Coll Surg. 1996;183:297–306.  306 



20 
 

24.  Zeng Q, Yu Z, You J, Zhang Q. Efficacy and Safety of Seprafilm for 307 

Preventing Postoperative Abdominal Adhesion: Systematic Review and Meta-analysis. 308 

World J Surg. 2007 Nov 1;31(11):2125–31.  309 

25.  Beck DE, Cohen Z, Fleshman JW, Kaufman HS, van Goor H, Wolff BG, et al. 310 

A prospective, randomized, multicenter, controlled study of the safety of Seprafilm 311 

adhesion barrier in abdominopelvic surgery of the intestine. Dis Colon Rectum. 2003 312 

Oct;46(10):1310–9.  313 

26.  Tyler JA, McDermott D, Levoyer T. Sterile intra-abdominal fluid collection 314 

associated with seprafilm use. Am Surg. 2008 Nov;74(11):1107–10.  315 

27.  Huang J-C, Yeh C-C, Hsieh C-H. Laparoscopic management for Seprafilm-316 

induced sterile peritonitis with paralytic ileus: report of 2 cases. J Minim Invasive 317 

Gynecol. 2012 Oct;19(5):663–6.  318 

28.  Ribeiro SC, Ribeiro RM, Santos NC, Pinotti JA. A randomized study of total 319 

abdominal, vaginal and laparoscopic hysterectomy. Int J Gynecol Obstet. 320 

2003;83(1):37–43.  321 

29.  Tormena RA, Ribeiro SC, Soares Júnior JM, Maciel GAR, Baracat EC, 322 

Tormena RA, et al. A prospective randomized study of the inflammatory responses to 323 



21 
 

multiport and singleport laparoscopic hysterectomies. Acta Cir Bras. 2017 324 

Jul;32(7):576–86.  325 

30.  Hemsell DL. Infections after gynecologic surgery. Obstet Gynecol Clin North 326 

Am. 1989 Jun;16(2):381–400.  327 

31.  Guideline for Prevention of Surgical Site Infection, 1999 | Infection Control & 328 

Hospital Epidemiology | Cambridge Core [Internet]. [cited 2020 Mar 2]. Available 329 

from: https://www.cambridge.org/core/journals/infection-control-and-hospital-330 

epidemiology/article/guideline-for-prevention-of-surgical-site-infection-331 

1999/31585A523649826D6497F019D0907A60 332 

32.  Ahmed F, Wasti S. Infectious complications following abdominal 333 

hysterectomy in Karachi, Pakistan. Int J Gynecol Obstet. 2001 Apr;73(1):27–34.  334 

33.  O’Hanlan KA, McCutcheon SP, McCutcheon JG, Charvonia BE. Single-field 335 

sterile-scrub, preparation, and dwell for laparoscopic hysterectomy. J Minim Invasive 336 

Gynecol. 2012 Apr;19(2):220–4.  337 

34.  Pop-Vicas A, Musuuza JS, Schmitz M, Al-Niaimi A, Safdar N. Incidence and 338 

risk factors for surgical site infection post-hysterectomy in a tertiary care center. Am J 339 

Infect Control. 2017 Mar;45(3):284–7.  340 



22 
 

35.  Catanzarite T, Saha S, Pilecki MA, Kim JYS, Milad MP. Longer Operative 341 

Time During Benign Laparoscopic and Robotic Hysterectomy Is Associated With 342 

Increased 30-Day Perioperative Complications. J Minim Invasive Gynecol. 2015 343 

Oct;22(6):1049–58.  344 

36.  Yuksel S, Serbetcioglu GC, Alemdaroglu S, Yetkinel S, Durdag GD, Simsek 345 

E, et al. An analysis of 635 consequetive laparoscopic hysterectomy patients in a 346 

tertiary referral hospital. J Gynecol Obstet Hum Reprod. 2020 Jan;49(1):101645.  347 

37.  Lazenby GB, Soper DE. Prevention, diagnosis, and treatment of gynecologic 348 

surgical site infections. Obstet Gynecol Clin North Am. 2010 Sep;37(3):379–86.  349 

38.  Soper DE. Bacterial vaginosis and postoperative infections. Am J Obstet 350 

Gynecol. 1993 Aug;169(2 Pt 2):467–9.  351 

39.  Serati M, Laganà AS, Casarin J, Gisone B, Cantaluppi S, Ghezzi F. 352 

Laparoscopic duplication of the uterosacral ligaments following hysterectomy for stage 353 

III-IV apical pelvic organ prolapse. Updat Surg. 2020 Mar;72(1):199–204.  354 

 355 



23 
 

Table 1. Demographic, preoperative, intraoperative, and postoperative characteristics of 356 

patients who underwent laparoscopic hysterectomy for benign indication 357 

 358 

Variable Infected patients Uninfected patients P-value 

Number of patients 71 1488  

Preoperative factors    

Age (y) 45.0 (42.0–48.0) 46.0 (43.0–49.0) .151 

BMI (kg/m2) 23.2 (21.0–25.7) 22.4 (20.4–25.3) .466 

Parity   

.551 

Para 0 21 (30) 497 (34) 

Para 1 17 (24) 304 (20) 

Para 2 23 (32) 530 (36) 

Para 3 8 (11) 140 (9) 

Para 4–7 2 (3) 17 (1) 

History of vaginal delivery 43 (61) 885 (59) .950 

History of cesarean section 12 (17) 208 (14) .605 

Current diabetes mellitus 0 (0) 24 (2) .623 

Current smoking 26 (37) 281 (19) <.001  
ASA classification   

.280  ASA class 1 49 (69) 934 (63) 

ASA classes 2–3 22 (31) 554 (37) 

Hb before operation, g/dl 12.8 (11.5–13.7) 12.8 (11.9–13.7) .818 

PLT before operation, 104/μL    26.4 (22.6–31.7) 26.1 (22.2–30.6) .608 

Past history of abdominal surgery 25 (35) 561 (38) .766 

Intraoperative factors    

Intraperitoneal adhesion 30 (42) 457 (31) .055 

Uterine retrieval through vagina 68 (96) 1381 (93) .474 

Uterine morcellation 3 (4) 118 (8) .167 

Specimen weight, g 287.4 (169.4–427.5) 283.0 (178.2–460.8) .778 

Intraoperative bleeding, g 80.0 (20.0–200.0) 50.0 (20.0–100.0) .054 

An experienced operator 48 (68) 879 (59) .191 

Operative time, min 147.0 (103.5–189.5) 132.0 (105.0–168.0) .123 

Transfusion 0 (0.0) 7 (0.5) 1.00 

Additional operative technique    
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(included multiple responses) 

 Salpingo-oophorectomy 7 (10) 252 (17) .161 

Oophorocystectomy 5 (7) 83 (6) .594 

 Salpingectomy 35 (49) 614 (41) .223 

Antiadhesive material    

 Beriplast P 13 (18) 291 (20) .916 

 Bolheal 5 (7) 170 (11) .336 

 Interceed 47 (66) 893 (60) .360 

 Seprafilm 3 (4) 12 (1) .028  
 AdSpray 2 (3) 77 (5) .578 

Urinary tract injury 0 (0.0) 4 (0.3) 1.00 

Bladder injury 0 (0.0) 5 (0.3) 1.00 

Intestinal injury 0 (0.0) 3 (0.2) 1.00 

Intestinal resection 0 (0.0) 6 (0.4) 1.00 

Postoperative factors    

WBC count on POD2, mm3 6830 (5580–8495) 6360 (5390–6703) .029 

Hb count on POD2, g/dl 11.4 (9.9–12.4) 11.6 (10.6–12.5) .079 

PLT count on POD2, 104/μL 23.1 (18.3–26.6) 22.3 (18.9–23.1) .975 

CRP level on POD2, mg/dL 3.3 (1.6–5.9) 2.1 (1.1–3.6) <.001  
Pathological result  

(included multiple responses) 
   

 Leiomyoma 57 (80) 1275 (86) .067 

 Adenomyosis 25 (35) 353 (24) .039 

 Endometriosis 18 (25) 303 (20) .387 

Postoperative vaginal bleeding 1 (1) 1 (0.1) .089 

Postoperative vaginal cuff hematoma 4 (6) 10 (1) .003 

 359 

Values are presented as n (%) or median (interquartile range).            360 

Abbreviations: ASA, American Society of Anesthesiologists; BMI, body mass index; 361 

CRP, C-reactive protein; ; Hb, hemoglobin; PLT, platelet; POD, postoperative day; 362 

WBC, white blood cell. 363 

 364 

  365 
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Table 2. Univariate and multivariate analysis for factors associated with SSI 366 

 367 

Characteristic Univariate analysis Multivariate analysis 

 OR 
95% CI 

lower 

95% CI 

upper 
p-value 

Adjusted 

OR 
95% CI 

lower 
95% CI 

upper 
P value 

Preoperative factors         
Age, y 1.0 0.9 1.0 .151     
BMI, kg/m2 1.0 1.0 1.1 .466     
Parity (ref = Para 0)         
Para 1 1.3 0.7 2.6 .389     
Para 2 1.0 0.6 1.9 .936     
Para 3 1.4 0.6 3.1 .451     
Para 4-7 3.0 0.4 11.3 .166       

History of vaginal delivery 1.0 0.6 1.7 .950     
History of cesarean section 1.3 0.7 2.4 .605     
Current diabetes mellitus 0.4 0.03 6.9 .623     
Current smoking 2.5 1.5 4.1 <.001 2.2 1.3 3.7 .002 

ASA classification (ref = ASA 1)         
ASA class 2-3 0.8 0.4 1.2 .283     

Hb before operation, g/dl 1.0 0.8 1.1 .818     
PLT before operation, 104/μL    1.0 1.0 1.0 .608     
Past history of abdominal surgery 0.9 0.5 1.5 .766     
Intraoperative factors         
Intraperitoneal adhesion 1.7 1.0 2.7 .055     
Uterine retrieval through vagina 1.8 0.5 5.7 .474     
Uterine morcellation 0.5 0.2 1.7 .167     
Specimen weight, g/100 1.0 0.9 1.1 .767     
Intraoperative bleeding, g 1.0 1.0 1.0 .054     
An experienced operator 1.4 0.9 2.4 .191     
Operative time, min/100 1.3 1.0 1.8 .074     
Transfusion 1.4 0.1 24.4 1.00     
Additional operative technique 

(included multiple responses) 
        

 Salpingo-oophorectomy 0.4 0.2 0.9 .161     
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Oophorocystectomy 1.0 0.4 2.5 .594     
 Salpingectomy 1.4 0.9 2.2 .223     
Antiadhesive material 

(ref = no use of antiadhesive 

material) 

        

 Beriplast P 1.2 0.5 3.4 .661     
 Bolheal 0.8 0.2 2.9 .779     
 Interceed 1.5 0.6 4.1 .406     
 Seprafilm 7.8 1.4 36.3 .011 8.6 2.3 32.9 .002 

 AdSpray 0.7 0.1 2.9 .665     
Urinary tract injury 2.3 0.1 43.3 1.00     
Bladder injury 1.9 0.1 34.4 1.00     
Intestinal injury 3.0 0.2 58.0 1.00     
Intestinal resection 1.6 0.1 28.6 1.00     
Postoperative factors         
WBC count on POD2, mm3/1000 1.2 1.1 1.3 <.001 1.0 1.0 1.0 .135 

Hb count on POD2, g/dl 0.8 0.7 1.0 .079     
PLT count on POD2, 104/μL 1.0 1.0 1.0 .975     
CRP level on POD2, mg/dL 1.1 1.1 1.2 <.001 1.1 1.0 1.2 .011 

Pathological result 

(included multiple responses) 
        

 Leiomyoma 0.6 0.3 1.0 .067     

 Adenomyosis 1.7 1.1 2.9 .039 1.6 1.0 2.8 .064 

 Endometriosis 1.3 0.8 2.3 .387     

Postoperative vaginal bleeding 21.2 1.3 343.1 .089     
Postoperative vaginal cuff 

hematoma 
8.8 2.7 28.9 .003 8.2 2.4 28.1 <.001 

For selection of independent variables in multivariable logistic regression, we included 368 

significant variables in univariate analysis and clinical variables of interest in backward 369 

stepwise regression. 370 

Abbreviations: ASA, American Society of Anesthesiologists; BMI, body mass index; 371 

CI, confidence interval; CRP, C-reactive protein; Hb, hemoglobin; OR, odds ratio; PLT, 372 

platelet; POD, postoperative day; WBC, white blood cell. 373 
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