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Abstract: 

Cervical cancer is the most common cause of death in female patients over 45 years of age. Surgical treatment 

(laparoscopic total hysterectomy and radical hysterectomy plus laparoscopic pelvic lymphadenectomy) is the most 

curative therapeutic resource in the initial stages (Ia1, Ia2 and Ib1). The treatment adopted in the development of this 

pathology is fundamental as the technique used to determine the prognosis of cervical cancer and obtain information 

on lymphatic involvement. Imaging techniques have advanced in recent years, but the only reliable way to detect 

lymph node involvement is the pathological study of the extracted pieces. The goal of laparoscopic staging is to 

assess bladder, bowel, and lymph node involvement and intra-abdominal disease. Laparoscopic pelvic and 

lumboaortic lymphadenectomy is effective in staging and treating gynecologic cancers. Laparoscopic lumboaortic 

lymphadenectomy has few complications, rescues an acceptable number of lymph nodes, and requires a shorter 

hospital stay. In addition, it identifies cervical cancers that require extended-field radiation therapy. 
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Introduction: 

Cancer is an important public health problem, not only worldwide but also 

in the country, where its incidence has been seen, with a growing trend in 

recent years; it is a disease with high morbidity and mortality; It is one of 

the most complicated processes that medicine faces, due to its complex, 

diverse and multi-causal nature. Cancer becomes a dreaded word for those 

who do not have it and unpronounceable for those who suffer from it. It 

is irreversible and progressive in nature, it can be due to multiple causes 

capable of producing mutations and important genetic changes in the cell 

structure. Despite studying the effect of some genes on the cell cycle, 

there is no clear evidence of their role in tumor cell metabolism. The 

prognosis of this disease largely depends on factors related to the host, the 

location of the tumor, and the time at which the diagnosis is made. The 

family and the social environment play an important role as well as the 

possibilities of receiving treatment. At present, cancer represents a great 

social challenge, since its incidence increases with the economic and 

industrial development of the countries, as well as with the improvement 

of health systems. The incidence of cervical cancer varies considerably 

from one region of the world to another, with differences of up to 20 times 

between the highest and lowest incidences. 

Cervical cancer or cervical cancer begins in the cells that line the cervix, 

the lower part of the uterus (womb). The cervix connects the body of the 

uterus to the vagina. It starts when cells start to grow out of control. 

There is a specific point called the transformation zone. The exact location 

of the transformation zone changes as you age and if you give birth. It is 

characterized by the fact that most cervical (cervical) cancers originate in 

cells in this area. 

These cells do not suddenly become cancerous, but first the normal cells 

of the cervix gradually develop abnormal changes that are called 
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precancerous changes. Cervical (cervical) cancers start from cells with 

precancerous changes (pre-cancers), only some of the women with these 

precancerous changes will develop cervical cancer. 

Materials and Methods: 

A detailed bibliographic search of information published since 2015 is 

carried out, in the databases pubmed, Elsevier, scielo, Update, medline, 

national and international libraries. We use the following descriptors: 

Lymphadenectomy, laparoscopic-vaginal, cervical cancer. The data 

obtained oscillate between 5 and 15 records after the use of the different 

keywords. The search for articles was carried out in Spanish and English, 

it was limited by year of publication and studies published since 2015 

were used. 

Results: 

Laparoscopy is the best minimally invasive technique to select these 

patients, since peritoneal cytology can be performed and lumboaortic 

lymph node involvement can be evaluated. Pelvic lymph node status does 

not affect pelvic radiation. Another benefit of pre-therapeutic laparoscopy 

is the possibility of performing ovarian transposition in premenopausal 

women [1]. 

Hysterectomy is one of the very common surgical procedures in the 

gynecology specialty, approximately 90% of these are performed for 

benign causes. The vaginal and laparoscopic routes are less invasive and 

are associated with a shorter recovery time, fewer complications, lower 

financial costs and better cosmetic results, which is why the American 

Association of Laparoscopic Gynecologists, in agreement with the 

American College of Obstetricians and Gynecologists recommend it for 

benign conditions [2,3]. 

Reich introduced laparoscopic hysterectomy and since then this novel 

method has been improved but its acceptance in surgical practice is slow 

due in part to the little interest of surgeons in this technique, to economic 

factors and to the non-inclusion of this procedure in surgical procedures. 

Residency programs [4]. 

Three types of hysterectomies are currently used: vaginal hysterectomy, 

abdominal hysterectomy, and minimally invasive hysterectomy. The 

technique to use depends on many factors, including the presence of 

adnexal disease, size of the uterus, parity. Abdominal hysterectomy is 

used for the treatment of both benign and malignant diseases of the uterus, 

allows adnexal surgery and is very useful in case of associated pelvic 

diseases such as endometriosis or adhesions. However, it is an invasive, 

bleeding operation, very painful postoperatively and with a long recovery 

period, which limits the patient from returning to her usual tasks and work 

[5]. 

Llanes. [6], concluded that laparoscopic hysterectomy is more effective 

than abdominal hysterectomy (p = 0.80). Laparoscopic hysterectomy 

offers a reduction in the amount of bleeding, less postoperative pain, 

shorter hospitalization time, among others, coinciding with Díaz L, [7], 

who concludes that laparoscopic hysterectomy is more effective than 

abdominal hysterectomy, since bleeding mean was 98.3 ml ± 42.3, there 

were no intraoperative complications; agrees with Darin C, [8], who 

concludes that laparoscopic hysterectomy is more effective than 

abdominal hysterectomy, presenting advantages such as recovery of 

intestinal mobility at 48 hours. Regarding the days of hospital stay, 

laparoscopic surgery averaged 2.5 days, while in open surgery it was 5.1 

days, (P <0.0003). 

Barreras, [9] concluded that laparoscopic hysterectomy is more effective 

and safer; the surgical time and blood loss averages were one hour 40 

minutes and 114 mL, the use of the laparoscopic route allows an early 

postoperative recovery with rapid reincorporation to the work and social 

life of the patients, which also coincides with Ferrer H. [10] who 

concluded that laparoscopic hysterectomy is more effective because it has 

greater biological, social and economic advantages than conventional 

hysterectomy. Navarro. [11] Concluded that laparoscopic hysterectomy 

was more effective, with greater advantages, such as shorter 

hospitalization time; early return to work, social and family life. 

Similarly, Marquéz J, [12], concludes that laparoscopic hysterectomy is 

more effective because it does not present perioperative complications, 

re-interventions, or mortality and a short postoperative stay. 

Vesperinas, [13], concluded that both techniques are effective, taking into 

account their advantages and disadvantages. Abdominal hysterectomy 

should be considered in patients in whom the laparoscopic approach is 

not indicated. The operative time was significantly longer in the HVLP 

group compared to the HAT group (95.5 v / s 74.0 minutes, p <0.001) and 

the latter, in turn, longer than that of the HV group (74, 0 v / s 52.9 

minutes, p <0.001). The patients who underwent abdominal hysterectomy 

had more postoperative complications. Hospital stay was longer in the 

HAT group, which is consistent with other studies in this regard. [14] 

Discussion: 

Despite early detection methods and strategies to reduce its incidence, 

cervical cancer continues to be a health problem in the world. Treatment 

for early stages is surgical choice. With the aim of reducing surgical 

morbidity, without compromising the oncological result, minimally 

invasive techniques have emerged that have shown safety in these aspects. 

Laparoscopic radical hysterectomy in uterine neck cancer was initially 

described by Canis et al. In 1990. The development of surgical 

instruments and the chain of vision, as well as the learning and training in 

laparoscopy of the operating surgical team, allows this highly complex 

procedure to be performed in our environment. [15-16] 

Currently, abdominal hysterectomy is frequently applied worldwide. Its 

main indication is uterine fibroma, fibroleiomyoma or uterine leiomyoma. 

In abdominal hysterectomy, patients are exposed to possible perioperative 

and postoperative complications, which should be taken into account 

when choosing the operative technique. Likewise, technical principles 

must be followed that mainly avoid septic complications, since it is a 

potentially contaminated operation, where the vaginal dome is opened 

[17]. 

In minimally invasive hysterectomy (MMI) a part of the procedure is 

performed laparoscopically. This method requires more surgical 

experience and training than vaginal or abdominal hysterectomy. The 

proportion of HMI has been gradually increasing within the surgical 

community, due to the recognition of advantages such as: little blood loss, 

possibility of treating an adnexal condition and associated pelvic diseases, 

minimal invasiveness, little postoperative pain, reduction of hospital stay 

and rapid return of the patient to her usual activities [18]. The objective 

of laparoscopic hysterectomy is to convert an abdominal hysterectomy 

into a vaginal one, selecting each case properly and without forgetting the 

classic patterns. Some of its benefits are: better approach with smaller 

incisions, less perioperative blood loss, reduced hospital stay, faster return 

to daily activities, lower rate of wound or abdominal wall infections, 

lower incidence of hernias [19]. 

Likewise, postoperative pain is less, due to less tissue damage and a 

reduction in the inflammatory response. In this sense, several 

investigations support the fact that with laparoscopic techniques the 

hospital stay is reduced and recovery is faster. Similarly, the aesthetic 

factor should not be forgotten, since micro incisions are made [20]. 

However, the surgical time is similar and on some occasions it may be 

longer; Access to this technique is still limited for the majority of the 

population, mainly due to the need for adequate technical equipment and 

the small number of professionals trained to perform this procedure [21]. 
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Conclusion: 

Currently, and based on technological and scientific evolution in the field 

of science and medicine, laparoscopic hysterectomy should be considered 

as the surgical approach of choice, as it is a surgical technique with greater 

benefits for the patient, it is an effective technique that presents less 

bleeding , shorter hospitalization time, return to daily activities in less 

time, less post-operative pain; compared to total abdominal hysterectomy, 

which presents greater intra- and post-operative complications. Within the 

care protocols for female patients in initial stages of cervical cancer, this 

technique should be placed at the top, based on the information and 

studies collected. 
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