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SIMULTANEOUS LAPAROSCOPIC OPERATIONS IN COMBINATION WITH
GYNECOLOGICAL AND SURGICAL PATHOLOGY
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Laparoscopic gynecology has been used worldwide over the last few decades. Many surgical interventions previously
performed laparotomically use minimally invasive laparoscopic techniques. Gynecological diseases often occur with other
pathologies of internal organs that require surgical treatment. Simultaneous interventions have numerical advantages compared to
traditional methods of surgical treatment. As a result of the analyzed clinical data of the conducted research, it can be stated that
the simultaneous operations performed to solve gynecological and general surgical pathologies had a course similar to traditional
surgical interventions. No cases of development of complications or adverse events were recorded. All patients received the
maximum possible amount of treatment with the elimination of more pathological processes, which significantly improved their
quality of life.
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CUMYJIBTAHHI JIAITAPOCKOINIYHI ONEPAIIL TP IOETHAHHI TTHEKOJIOT'TYHOT
TA XIPYPI'TYHOI ITATOJIOT' T

JlamapockomiyHa TiHEKOJIOTisl aKTHBHO Ta YCIIIIHO BUKOPUCTOBYETHCS Y BCHOMY CBiTi BIPOAOBXK JEKIIBKOX OCTaHHIX
NECATWIITh. Bennka KiTBKICTh ONEpaTUBHHUX BTPYYaHb, AKi paHillle BUKOHYBAJIWCS JaMapOTOMIYHO, Hapa3i BHKOHYIOTHCS
MAaJIOiHBa3UBHHUMH JIAMAPOCKOMYHUMH TeXHiKaMHd. [ THEKOIOTi4HI 3aXBOPIOBAHHS HEPIJKO 3yCTPIUarOTHCS 3 IHIIMMH HaTOIOTiIMHI
BHYTPIIIHIX OpraHiB, M0 MOTPeOyIOTh XipyprivHoro JikyBaHHS. CHMYJIBTaHHI BTpyYaHHsS MAIOTh YHCENIbHI IIepeBart IOPiBHSHO 3
TPaUIIHHIMI METOJAMH XipypridHOrO JIIKyBaHH:. B pe3ynbrari npoaHati30BaHUX KIIHIYHUX JaHHUX, IPOBEICHOTO TOCITIPKEHHS,
MOXKHa CTBEPPKYBaTH, IO CHUMYJIBTaHHI oOIepaiii, 110 BHUKOHYBAIWCS 3 METOIO BHPIIICHHS TiHEKOJOTIYHHMX Ta 3arajbHo
XIpypridyHUX HaToJorid MajM mepebir MomiOHMH 10 TpaauLiiHUX ONEpaTMBHUX BTPyYaHb, He Oyio 3adikCOBaHO BHIAJKIB
PO3BUTKY YCKJIQJHEHb YW HeOaKaHUX SBUII. YCi XBOPi OTPUMajM MaKCHMAaJbHO MOXJIMBUI 00’€M JKyBaHHS 3 JIKBiZaIli€io
O1bLI0T KIJIBKOCTI NAaTOMOTIYHUX MPOLECIB, 110 JO3BOJIMIO JOCTOBIPHO MOKPAIUTH SKICTh TX MKUTTSI.

Ku1ro4oBi cjioBa: TiHEKoOTis, CHMYJIBTaHHI Oleparlii, OnepaTuBHE JTIKyBaHHS, Xipypris, JanapoCKOIliYHa ONepais.

The study is a fragment of the research project “Pathogenetic role of endothelial dysfunction and genetic features in
pathology during pregnancy and gynecological diseases”, state registration No. 0117U005253.

Operative gynecology is in constant dynamic development [6, 13, 15]. Laparoscopic gynecology
has been used worldwide over the last few decades [10, 14]. Many surgical interventions previously
performed laparotomically are currently performed using minimally invasive laparoscopic techniques [10,
14, 15].

Due to the increase in the life expectancy of women and the improvement of the diagnostic
capabilities of modern medicine, the tendency to increase the number of patients who have 2—3 concomitant
surgical pathologies have increased [4].

Gynecological diseases often occur with other pathologies of internal organs that require surgical
treatment. Diseases of the organs of the abdominal cavity, small pelvis, and retroperitoneal space in
combination, according to the World Health Organization, occur in 20-30 % of patients, which presents
surgeons and gynecologists with the task of simultaneous correction of pathologies [1-4, 11, 12]. As arule,
surgical interventions for similar pathologies are performed in stages in ordinary urological, surgical and
gynecological hospitals. For example, a patient is first operated on for an ovarian cyst at a gynecologist, a
kidney tumor at a urologist, gallstone disease or a hernia at a surgical hospital [1-3]. In such a situation,
the treatment and postoperative rehabilitation process stretches for 6-9 months, and two or three
postoperative scars remain on the patient's body. If the patient has already undergone one complex
operation, it is difficult for her to dare to have a second, no less complicated, operation [5].

In recent years, in providing gynecological care to patients, in addition to purely medical aspects,
great attention has been paid to intensifying the work of gynecological hospitals, rational use of bed stock,
reducing economic costs, and expanding the scope of financial expenses. Increasing the effectiveness of
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treatment of gynecological patients who require surgical intervention if they have combined surgical
pathology is achieved by performing simultaneous operations [1, 3, 4, 11, 12].

The term “simultaneous” comes from the Latin word “simul”, meaning “at the same time”.
Currently, “simultaneous operations” refers to surgical operations performed simultaneously on 2 or more
organs for pathologies that are etiologically unrelated from one or more approaches [4].

There are several classifications of simultaneous operations, according to

A.A. Zemliakin of 1991:

1. According to the urgency of operations:

— emergency services;

— planned ones.

2. For indices:

— according to absolute indices;

— according to relative indices;

— forced operations.

3. The deadline for deciding to perform a simultaneous operation:

— pre-planned;

— unplanned.

4. Operational access:

— from a single access;

— with two or more accesses.

Directly in surgical intervention, the main and accompanying stages are distinguished. The priority
of performing these stages in each specific case is decided strictly individually based on the urgency, scope
of the intervention, anatomical and pathophysiological features of the pathology, and technical and
personnel support.

Simultaneous interventions have numerous advantages over traditional methods of surgical treatment,
namely: laparoscopic access provides an opportunity for diagnostic examination of the entire abdominal cavity
in its various departments, minor blood loss during the intervention, less pronounced pain syndrome in the
postoperative period, early activation of patients, cosmetic aesthetics, reduction of rehabilitation period after
intervention, economic benefit and less psychological traumatization of patients [7].

Despite the high level of combined pathology, the number of simultaneous operations performed
remains at 1.3-6.8 % [2, 3, 7].

The purpose of the study was to improve the treatment of gynecological patients with combined
surgical pathology by comparing the effect of simultaneous operations on the duration of the intervention,
the course of the postoperative period and assessing the quality of life of those who underwent such
interventions; exploring the possibility of introducing more simultaneous operations into clinical practice.

Materials and methods. To evaluate the duration of simultaneous interventions in gynecological
practice using laparoscopy and assess the quality of life of patients in the postoperative stage, we analyzed
the clinical data of patients who underwent simultaneous endovideoscopic operations in the period 2015—
2020 on the basis of the Poltava Central Regional Clinical Hospital. We compared them with laparoscopic
interventions in the presence of one gynecological or surgical pathology during the same period.

The study included patients who underwent laparoscopic surgery for one pathology: ovarian cystic
changes or cyst rupture (45 patients), chronic calculous cholecystitis (56 patients), acute appendicitis (79
patients), ventral, umbilical and inguinal hernias (34 patient). Laparoscopic total hysterectomy was
performed in 12 patients. The mean age of the comparison group (CG) was 46+5.6 years old. The analysis
was performed only among female patients.

The experimental group (EG) consisted of 15 patients who underwent simultaneous interventions
on the organs of the abdominal cavity in combination with surgical pathology:

— Ovarian cyst removal (cystectomy) in combination with cholecystectomy — 5 operations;

— Cystectomy + appendectomy — 2 operations;

— Cystectomy + hernioplasty using the TAPP method — 2 operations;

— Cystectomy + hernioplasty of the umbilical hernia (stitching) — 1 operation;

— Cystectomy + hernioplasty of ventral hernia (IPOM) — 2 operations;

— Hysterectomy + cholecystectomy — 2 operations;

— Cystectomy + appendectomy + hernioplasty (TAPP) + iliac lymph node biopsy — 1 operation.

In the comparison and study groups, we analyzed clinical parameters such as the duration of
interventions (min.), volume of intraoperative blood loss (mL), duration of pain syndrome (days), time of
patient activation (days), quality of life (QoL) of patients in the 4-week period after the intervention using
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the TheShortForm-36 (SF-36) quality of life questionnaire [8]. It should be noted that the duration of the
intervention and blood loss during simultaneous operations were compared with similar indicators during
the corresponding interventions in the presence of the same pathology.

Results of the study and their discussion. During our assessment of the postoperative condition
and analysis of clinical data of patients who underwent surgical treatment (all surgical interventions were
performed laparoscopically) of one surgical or gynecological pathology, we obtained the following data,
shown in Table 1. Clinical results were evaluated by parameters such as the duration of surgery in minutes,
the volume of blood loss in mL, the duration of postoperative pain in days, and patient activation.

Table 1
Clinical results of patients with laparoscopic operations for one pathological condition
sugery | uniy [ Duston ot T piooatonty | T gndone [ e
Cystectomy 45 30-50 min. 20-30 mL 1.310.3 1st day
Cholecystectomy 56 40-60 min. 3045 mL 2+0.4 1st day
Appendectomy 79 50—60 min. 20-30 mL 1.5¢1 Ist day
Hernioplasty (TAPP) 20 50—60 min. 10-15 mL 2.5+0.4 Ist day
Hernioplasty (IPOM) 11 45-60 min. 15-20 ml 240.5 1st day
Suturing of umbilical hernia 3 15-20 min. 10-15 mL 1.9410.3 1st day
Hysterectomy 12 60—100 min. 50-150 mL 1.5¢1 Ist day

In patients who underwent appendectomy, the duration of the operation did not exceed one hour,
on mean 50—60 minutes, the blood loss was 20-30 mL on mean, and the pain in the area of the operative
wounds was bothering for no more than a day and a half. from the moment of intervention. When
cholecystectomy was performed, the duration of the operation was up to one hour, a mean of 40-60
minutes, blood loss did not exceed 45 ml, and patients complained of pain for a mean of two days.

When hernioplasty was performed by the TAPP method (transabdominal preperitoneal plastic
surgery of the inguinal hernia), the duration of operations did not exceed one hour, on mean 50-60 minutes,
blood loss was minimal and amounted to 10 to 15 ml, the pain syndrome was present for up to two and a
half days.

In patients who underwent hernioplasty by the IPOM method (using a mesh transplant on the
peritoneum for umbilical or ventral hernias), operations were 45 to 60 minutes long. Blood loss did not
exceed 20 ml, and pain in the area of postoperative wounds remained present for up to two days.

When suturing umbilical hernias, the intervention took a mean of 15-20 minutes, blood loss was
up to 15 mL, and the pain syndrome lasted less than two days.

In patients with a hysterectomy, the duration of operations was 60—100 minutes, blood loss was up
to 150 mL, and the pain syndrome did not exceed a day and a half.

When analyzing the clinical data of the research group that underwent simultaneous laparoscopic
surgery (with surgical pathology), we obtained the following data presented in Table 2. The same
parameters evaluated clinical results as in patients who underwent intervention for one pathology.

Table 2
Clinical results of patients with simultaneous laparoscopic operations (with surgical pathology)

Surce Quantit Duration of the Blood loss Pain syndrome Patient
ureery vantty operation (min.) (mL) (days) activation

Cystectomy + cholecystectomy 5 60-90 min. 50-60 mL 1 day Ist day
Cystectomy + appendectomy 2 60—-90 min. 3040 mL 1 day Ist day
Cystectomy + hernioplasty (TAPP) 2 60—-100 min. 3040 mL 1 day Ist day
Cystectomy + hernioplasty of the 1 55 min. 30 mL 1 day Ist day
umbilical hernia (suturing)
Cystectomy + hernioplasty of the ventral 2 80-100 min. 30-45 mL 1 day Ist day
hernia (IPOM)
Hysterectomy + cholecystectomy 2 150-175 min. 130-150 mL 2 days Ist day
Cystectomy + appendectomy + 1 85 min. 45 mL 2 days Ist day
hernioplasty (TAPP) + iliac lymph node
biopsy

The clinical results of patients who underwent both cystectomy and cholecystectomy were
characterized by the following data: the duration of the operation was on mean 60—90 minutes, blood loss
up to about 60 mL, pain in the area of postoperative wounds persisted on mean for about one day from the
moment of intervention.
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When cystectomy and appendectomy were performed, the operation was 60—90 minutes on mean,
blood loss did not exceed 40 mL, and patients complained of pain for up to one day on mean.

When cystectomy and hernioplasty by the TAPP method (transabdominal preperitoneal plastic
surgery of the inguinal hernia) are performed — the duration of operations was a mean 60—100 minutes,
blood loss ranged from 30 to 40 mL, pain syndrome was present on mean up to one day.

When performing a cystectomy and suturing the umbilical hernia, the intervention took 55 minutes,
blood loss was up to 30 mL, and the pain syndrome lasted less than a day.

In patients who underwent hernioplasty by the IPOM method (use of a mesh transplant on the
peritoneum for umbilical or ventral hernias) and cystectomy, the duration of operations was from 80 to 100
minutes. Blood loss did not exceed 30—45 mL, and pain in the area of postoperative wounds remained
present for up to one day.

In patients with hysterectomy and cholecystectomy, the duration of operations was 150-175
minutes, blood loss was up to 150 ml, and the pain syndrome did not exceed two days.

When simultaneous cystectomy, appendectomy, hernioplasty by the TAPP method and biopsy of
the articular lymph node were performed, the operation was 85 minutes, the blood loss did not exceed 45
mL, and the patient complained of pain syndrome for two days. In our study, we also monitored QoL levels
in CG and SG patients using the SF-36 questionnaire, which includes 36 items that are grouped into 8
scales: physical functioning, role-based physical functioning, pain intensity, overall health, vitality, social
functioning, role-based emotional functioning, and psychological health. Fig. 1 shows the mean indices of
quality of life according to the conducted questionnaire using the SF-36 questionnaire.

According to the indicated

Quality of life criteria according to SF-36 parameters, we can observe a

higher quality of life at discharge
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Fig. 1. QoL indices in patients with CG and SG in the 4-week period after surgery ~ treatment, a lot of time is spent on

on the SF-36 scale. anesthesia provision, preparation

for operation of laparoscopic equipment, and placement of ports, and when performing simultaneous

interventions, several surgical issues are solved at the same time and a significant saving of time is
observed.

— the mean volume of blood loss did not exceed the total indicative blood loss in separately
performed operations.

— the time of activation during simultaneous surgical treatment did not differ from the time of
activation of patients during individual operations. Activation of patients, as in CG and SG, occurred on
the Ist day.

—the quality of life of patients in the 4-week observation period after surgical treatment was higher
in patients who underwent simultaneous operations due to the resolution of several surgical pathologies
during one surgical intervention.

— patients with SG were monitored for 6 months for early and late postoperative complications.
We have not identified any cases of postoperative complications or relapses of diseases.
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— depending on the number of solved surgical issues during one simultaneous operation, the
number of necessary hospitalizations and the duration of the patient's sick leave and bed days are reduced.

When evaluating data from literary sources [1, 2, 3] and comparing the clinical results of previous
studies with our observations, we can state the similarity of the obtained results and conclusions. As in our
study, simultaneous operations have their own significant advantages over the control group. However, the
sample of patients in the SG was significantly smaller than in the comparative one, which significantly
impacted the obtained data.

T2 L 7/

As a result of the analyzed clinical data of the conducted research, it can be stated that the
simultaneous operations performed to solve gynecological and general surgical pathologies had a course
similar to traditional surgical interventions. No cases of development of complications or adverse events
were recorded. All patients received the maximum possible amount of treatment with the elimination of
more pathological processes, which significantly improved their quality of life. This allows us to state that
if there are indices, appropriate technical and personnel support, simultaneous operations can positively
affect the course of the postoperative period and will allow us to solve issues of surgical diseases of various
profiles, particularly gynecological and general surgical.

Prospects for further research: It is planned to expand the volume of patients for research and study of the impact of
simultaneous operations on the general condition of patients, terms and features of the course of the postoperative period,
laboratory indicators and determination of clear recommendations regarding the feasibility of carrying out such operations.
Further study of this problem will allow us to expand the indices for conducting simultaneous operations in gynecology, optimize
the technique of their implementation and management of the postoperative period, and improve patients' quality of life.
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