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GYNECOLOGIC 
SURGERY 
PERIOPERATIVE 
CONSIDERATIONS 

 
PART 1 

 

BOB L CARUTHERS, CST, PHD 
 

 

A number of considerations concerning patient 

care apply to all patients and procedures, but 

some considerations exist that are of unique 

importance in the gynecologic setting. Since 

reproduction is essential to the species, there 

are personal, familial, and social implications in 

obstetric and gynecologic surgery. This article will 

begin with a consideration of more universal con• 

cerns. Part two of this article will discuss prob• 

lems and complications of gynecologic surgery. 
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Outcomes in pelvic surgery 
The outcome of pelvic surgery depends on sever- 
al factors. The following are worth noting: 

 
•   The physiologic vigor or the patient 
•   The surgical skill and knowledge of the sur- 

geon 
•   The surgeon’s knowledge of the disease pro- 

cess 
•   The resectability of the specific disease 
•   The status of the disease in terms of severity 

and reversibility 
 

Notice that three of the factors are biologi- 
cal and may be beyond any control of the sur- 
geon. While the physician will attempt to help 
the patient enter surgery in as good a physiolog- 
ic condition as possible, the normal condition of 
the patient and/or the disease process itself may 
present conditions that increase the likelihood 
of negative outcomes. 

 
Preoperative care 
The CST or CFA is seldom direct ly involved 
with preoperative care outside the f inal oper- 
ating room preparation; however, the only way 
to understand and predict the patient’s and sur- 
geon’s needs is to understand the big picture. 

Many women will use their gynecologist as 
both their specialist and primary care provider. 
Without regard to this, the initial examination 
should be thorough. Preoperative assessments, 
especially laboratory assessment, are intended 
to discover any medical problem or disease that 
might adversely affect the surgical outcome. At a 
minimum, the following laboratory test should 
be completed on every surgical patient: hemo- 
globin level, hematocrit, white blood count, dif- 
ferential blood count, and complete urinalysis.¹ 

The importance of a good preoperative work- 
up i s demonst r ated i n a st udy by B oyd a nd 
Groome.6 The study focused on morbidity relat- 
ed to abdominal hysterectomy. The study includ- 
ed results from 102 hospitals and 3,322 patients. 
Hysterectomies related to invasive ca ncer or 
complications of pregnancy were excluded from 
the study. In the study, the strongest predictor 

of postoperative morbidit y was a preex isting 
medical disorder. The conclusion drawn by the 
researchers was that the major causes of morbid- 
ity in patients who undergo abdominal hysterec- 
tomy are medical, not surgical.6 

We will now look at preexisting conditions 
that are of the most critical concern. 
 
Pulmonary evaluation 
Pulmonary complications remain a major con- 
cern in abdominal surger y. Normal blood gas 
values are presented in Table 1. 

Preex ist ing pu l mona r y d isease, especia l- 
ly chronic obstructive pulmonary disease, is a 
signif icant factor in operative and postopera- 
tive complications. In various studies, pulmo- 
nary complications have been reported as low 
as 5% and as high as 56% with lower abdominal 
surgery.¹ Sten et al found that chronic bronchi- 
tis and emphysema led to postoperative atelec- 
tasis and pneumonia at a 70% rate in compari- 
son to a 3% rate for patients without these con- 
ditions.¹ Gold and Helvich found that patients 
with preexisting asthma had various operative 
and postoperative complications at the 24% level 
in comparison to 14% for the control group.¹ The 
most f requent condit ions a re t hose associat- 
ed with chronic obstructive pulmonary disease 
(COPD, Table 2). COPD is caused by emphyse- 
ma or chronic bronchitis and is highly correlated 
to smoking.¹ A high blood pressure may devel- 
op in the lungs and lead to a cardiac condition 
called cor pulmonale. Treatment is oriented to 
relief of symptoms. 

While chronic obstructive pulmonar y dis- 
ease is the preexistent factor implicated for most 
operat ive a nd postoperat ive compl ic at ions , 
ot her factors a lso cont ributed to pu lmona r y 
complications. These factors are age, smoking, 
chronic alcoholism, and operative site. The pre- 
operative evaluation should be as complete as 
necessary according to preexistence symptoms 
or the physician’s level of suspicion. An attempt 
to control as many of the negative conditions 
prior to surger y should be instituted. Routine 
chest X-rays are required prior to a ll surgica l 
procedures. 
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TABLE 1   Normal arterial and mixed venous blood gases¹ 
 

Measurement Arterial Mixed venous Note

Acid-base (pH) 7.35–7.45 7.33–7.43 Most important acid-base measurement 
Partial pressure CO2 (PCO2) 35–45 mmHg 41–57 mmHg Adequacy of ventilation and respiratory contri- 

bution to acid-base abnormality 
Bicarbonate (HCO3) 22–28 mEqL 42–28 mEqL Metabolic contribution to acid-base abnormality 
Base excess (BE) -2–+2 0–+4 Indicates bicarbonate deviation from normal 
Partial pressure of O2 (PO2) 80–100 mmHg 35–40 mmHg Indicates pressure that is driving the bonding 

of hemoglobin and oxygen 
Hemoglobin saturation (SO2) 96–98% 70–75% Identifies abnormalities in oxyhemoglobin 

association and disassociation 
Hemoglobin concentration 15 g/100 ml 15 g/100 ml Identifies gas transport abnormalities second- 

ary to anemia 
Oxygen concentration 19–20 ml/100 ml 14–15 ml/100 ml Detects hypoxia 

 

 
 

TABLE 2 Characteristics of COPD types¹ 
 

Characteristic  Bronchitic type Emphysematous
Body build Stocky, obese Thin, wasted 
Age 40–60 Typically >50 
Dyspnea Sustained, progressive Variable 
Cough Major symptom Minor problem 
Sputum Generally profuse Scanty 
Wheezing Episodic Uncommon 
Cyanosis Common Uncommon 
PaO2 Often low Normal to slightly low 
PaCO2 Often elevated Typically normal 
Heart failure Common None 
Respiratory failure Frequent Infrequent 
Response to therapy Good Poor 

 

 
 

Cardiovascular evaluation vascular disease. Cadanelli et al reviewed 1664 
Cardiovascular disease has received a tremen- gynecologic cases. They reported a 13.5% inci- 
dous amount of public attention in the United dence of heart disease. The overall mortality rate 
States. Success breeds success and new prob- was less than 1%.¹ These figures demonstrated 
lems. No where is this more evident than in the the need for an adequate preoperative evalua- 
treatment of cardiovascular disease. Tremen- tion, early diagnosis, and medical intervention. 
dous advances have been made in both the med-
ica l and surgica l approach to various diseas- Coronary artery disease
es and conditions of the cardiovascular system. Coronary artery disease is a major contributor 
One of the products of this success, however, is to mortality rates in the US. The existence of cor- 
that more and more patients live to an old age. onary artery disease significantly increases the 
These patients bring with them all of the factors chance for operative and postoperative compli- 
attendant with age itself and the ongoing cardio- cations, and unstable coronary disease creates 
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major concern. For many years, the data sug- 
gested that coronary artery disease was a disease 
of males and postmenopausal women. Recent 
data suggest that this is no longer a safe assump- 
tion, with the incidence of coronary artery dis- 
ease growing in premenopausa l women. R isk 
is increased in women over the age of 40 who 
take an anovulatory drug. Other risk factors are 
hypertension, hyperlipidemia, diabetes mellitus, 
and smoking.¹ 

Diag nosis is made by a h istor y of a ng i na 
pectoris, documented infarction or ECG evi- 
dence of infarction. Two conditions of particu- 
lar concern are congestive heart failure and the 
presence of premature ventricular contractions 
(PVC). Congestive heart failure refers to a condi- 
tion in which the heart is unable to pump enough 
blood to meet the needs of other organs. Conges- 
tive heart failure may result from several condi- 
tions: coronary artery disease, previous myocar- 
dial infarction, hypertension, valvular disease, 
cardiomyopathy, congenital defects, and endo- 
carditis. 

PVCs are produced by an irritable area in the 
ventricles. They cause an irregular heart beat 
with a characteristic look on an ECG. PVCs have 
a tendency to come in clusters. They can lead to 
more severe rhythmic disturbances. 

A l l unstable corona r y disease, includ ing 
infarction within six months, requires a team 
approach to treatment and the delay of all elective 
pelvic surgery until the condition is stabilized.¹ 

 
Valvular disease 
Valvular disease presents another set of prob- 
lems. Mitral valve prolapse is the most common 
valvular condition seen these days, and it occurs 
more often in women than men. In mitral valve 
prolapse, one or both valve f laps are enlarged. 
Flap support structures may also be elongated. 
As a result, the valves do not close smoothly or 
evenly, but are collapsed backward into the left 
atrium. This may allow small amounts of blood 
to leak back into the atrium.¹ 

A l l va lv u lar conditions require antibiotic 
treatment. Surgical repair is usually required. 
Since warfarin sodium is part of the typical regi- 

men of treatment, it should be discontinued sev- 
eral days prior to surgery. Increased awareness 
and management of the anticoagulated patient 
is required both in the operative and postoper- 
ative period.¹ 
 
Hypertension 
Mild to moderate hypertension, uncomplicated 
by cardiac or renal disease, presents only low risk 
of complication. The medications used to lower 
blood pressure may present a problem for anes- 
thesia. In the mild to moderate category, med- 
ications may be discontinued a few days prior 
to surgery. If diastolic pressure is in the severe 
range (>115 mmHg), medications should be con- 
tinued through surgery.¹ 
 
Thromboembolism 
Three factors contribute to the development of 
thromboembolism: (1) hyper coagulability, (2) 
stasis, and (3) injury to a vessel wall. High risk 
factors should be evaluated preoperatively. Risk 
is increased under the following conditions: (1) 
malignant disease, (2) previous radiation thera- 
py, (3) obesity, (4) severe venous varicosities, (5) 
leg edema, (6) acute and chronic pelvic infection 
and (7) use of oral contraceptives.¹ 

Thromboembolism may manifest as calf vein 
thrombosis, proximal vein thrombosis or pul- 
mona r y embolism. A prophylact ic approach 
may include elastic stockings, use of pneumat- 
ic sleeve dev ices, intraoperative dextran and 
early postoperative ambulation. Heparin may be 
used in cases of severe risk. Subcutaneous hepa- 
rin and/or placement of a Greenfield filter may 
be used to protect against pulmonary or cerebral 
embolism.¹ 
 
Gastrointestinal system 
The gastrointestinal system should be routinely 
evaluated prior to pelvic surgery. Severe symp- 
toms may require barium enemas or an upper 
GI series. Barium enemas or endoscopic studies 
may be required in instances of a positive stool 
guaiac. The close relationship between the bowel 
and g ynecologic structures requires a special 
awareness of bowel preparation. 
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Thorough mechanical cleansing of the bowel 
is essential prior to elective surgery. If entry into 
the bowel or resection is anticipated, a complete 
bowel preparation should be performed. This 
includes mechanical cleansing using an oral gut 
lavage solution administered until the diarrheal 
effluent is clear. Prophylactic antibiotics may be 
administered. 
 

Urinary system 
A l l pat ients hav ing major surger y shou ld be 
assessed for renal function with a serum creati- 
nine and blood urea nitrogen studies. Any dem- 
onstrated or suspected dysfunction should be 
further evaluated and treated. Abnormal renal 
function changes drug metabolism and increas- 
es the odds of adverse drug reactions.¹ 

Because of their close anatomic relationship, 
the urinary structures themselves may be affect- 
ed by gynecologic disease, typically producing a 
partial or complete ureteral obstruction and sec- 
ondary hydronephrosis. Lab studies and radio- 
graphic images should be part of the preoper- 
ative routine. Following a review of 493 cases, 
Piscitelli et a l found that excretor y urograms 
were appropriate in cases where clinical evidence 
of certain abnormalities existed.¹ The following 
represent those conditions: pelvic inflammatory 
disease, endometriosis, pelvic relaxation, uter- 
ine prolapse, and prior abdominal surgery. 
 

Musculoskeletal and neurologic systems 
Routine evaluations should be performed. Atten- 
tion should be paid to any defects that increase 
the risk of complications secondary to the oper- 
ative position that will be used.¹ 

 

TABLE 3   ASA classification of physical status² 

Anesthesiologist’s classification of operative patients 
It falls on anesthesia provider’s shoulders, some- 
times assisted by other medical specialists, to 
ma na ge t he med ic a l a spec t s of t he su rg ic a l 
patient care. The American Society of Anesthe- 
siologists developed a classification system that 
allows quick evaluation of the patient’s global 
condition without regard to the medical com- 
plexity of some cases (Table 3).² 
 
Preoperative routine 
The preoperative routine in the operating room 
is familiar to a ll personnel and is included as 
a reminder t hat it is a period of stress for t he 
patient (Table 4). These few minutes should be 
approached w it h professiona l awareness and 
seriousness. The personal, familial, and social 
implications of surgery on the reproductive sys- 
tem elevate the need for team awareness. One of 
the most overlooked areas is the use of language. 
It occurs because the O.R. team is comfortable in 
the environment and it’s their fourth hysterec- 
tomy of the day. Ms Jones, however, is not com- 
fortable, and this will be her one and only hyster- 
ectomy in a lifetime. For example, saying “Slide 
down until you feel the hole in the table,” may 
frighten Ms Jones because she wonders if she 
will fall. Taking the time to explain the table and 
why you are asking her to move will calm many 
potential fears.³ 
 
Incisions for gynecologic surgery 
A n abdomina l surg ica l approach requires at 
least one i ncision t hat i nvolves t he sk i n a nd 
appropriate musculature. Three general types of 
incision exist: vertical, transverse, and oblique. 

 
Class # Patient Characteristics 

P1 Normal healthy patient 
P2 Patient with mild systemic disease 
P3 Patient with severe systemic disease 
P4 Patient with severe systemic disease that is a constant threat to life 
P5 Moribund patient—not expected survive without the operation 
P6 Declared brain dead patient—surgery for purpose of removing donated organs 
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TABLE 4 Basic preoperative routine³ 
 

Action/intervention  Comments/notes 

If hospital policy allows, the patient’s family, or at least the most significant other, should 
Transport 

 
 
 

Transfer 

be allowed to stay with the patient as long as possible. 
The patient is gently transferred to the operating table in the operating room or the anesthe- 
sia induction room. The team should remain relatively quiet during this time. When speaking, 
be careful not to use terms that might be misunderstood and could frighten the patient. 

Anesthesia induction  If possible, induction of anesthesia should precede shaving and bladder catheterization. 
Generally, shaving is not required. When required, the lower abdomen, vulva, or both can be 
shaved after the induction of anesthesia. Time will not be wasted since it takes several min- 
utes to reach a surgical level of anesthesia. A competent team can perform the tasks required 

Shaving 
 

Bladder catheterization 
 
 
 

Bimanual examination 
 

Prepped the perineum 
and vagina 

within this time. The patient is spared some potential embarrassment and mild pain. 
Bladder catheterization is often required. This should be performed using the best of ster- 
ile technique. 
This is the appropriate time for a bimanual examination of the pelvic structures to be per- 
formed. Since the patient is completely relaxed, the pelvic organs may be manipulated and 
appreciated to a degree not possible in the awake patient. 
Approved techniques should be carefully followed for this part of the preoperative prepa- 
ration. For safety’s sake, it is probably the best practice to prepare the vagina for all major 
abdominal procedures. 

 
 
 

In the early days of abdominal surgery, the ver- f iner sca rs. This adva ntage must be weighed 
tical midline incision, down the linea alba, was against the fact that transverse incisions often
overwhelmingly preferred because it provided produce a numb a rea immediately below the
rapid access. With anesthesia in its developing scar.4
stage, speed was a major concern for many sur-
gical decisions.4 Pfannenstiel incision 

At the turn of the century, four transverse The Pfannenstiel incision is a transverse incision
incisions were developed to allow better access with a slight concavity that looks cephalad. The
to the pelvic area. These are known by the name incision is usually 10-15 cm long and is extend-
of their developer: Küstner, Pfannenstiel, May- ed to the level of the fascia of the rectus muscle.
lard, and Cherney. Oblique incisions are rarely The incision can be made at any level the surgeon
used in gynecologic surgery, and, when used, are requires. Of all gynecologic incisions, it provides
usually to provide retroperitoneal access to non- the most secure wound closure. The Pfannen-
genital structures. The incisions discussed here stiel incision provides somewhat limited expo-
are for traditional pelvic surgery.4 sure. It should not be selected if any of the fol-

lowing exist:
Langer’s lines 
Langer mapped out cleavage lines in the skin. •  Known gynecologic malignancy
When sk in is cut across these lines, the skin •  Severe endometriosis 
is pulled apart. In the abdominal region these •  Large leiomyomas that distort the lower ureter
l i nes a re hor i z ont a l. As a result, transverse •  Reoperation for hemorrhage.4
incisions run parallel to the Langer’s lines and
a re u nder less tension. Generally speaking, The following steps are used for the Pfan-
transverse incisions in the abdomen produce nenstiel:
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•   Ma ke a transverse sk in incision, 10-15 cm, 
with a slight concavity that looks cephalad. 

•   Extend incision to level of rectus fascia. 
•   Incise the rectus fascia on each side of the 

linea alba (beware of large lateral vessels and/ 
or iliohypogastric nerve). 

•   Cut linea alba (connects to lateral incisions 
but leaves rectus fascia intact at the midline). 

•   The rectus sheath on each side is bluntly dis- 
sected from the underlying muscle in both 
cephalad and caudal directions (frees sheath 
as far as needed bet ween sy mphysis pubis 
and umbilicus). 

•   Rectus muscles are separated in the midline. 
•   The peritoneum is opened vertically.4,5 
 

Küstner incision 
Sometimes incorrectly called a modified Pfan- 
nenstiel, t his slight ly cur ved incision begins 
below the level of the superior anterior iliac spine 
and extends to slightly below the pubic hair line. 
It is extended through the subcutaneous to the 
aponeurosis of the external oblique muscle and 
t he a nter ior rec t us sheat h. T h is cou rse may 
bring branches of the inferior epigastric artery 
into play. If encountered, they should be ligat- 
ed. The need to secure certain hemostasis makes 
this a slow incision to develop. It has no particu- 
lar advantage over the Pfannenstiel or low mid- 
line.4 
 

Maylard incision 
The Maylard incision is a true transverse, mus- 
cle cutting incision. All the layers of the lower 
abdominal wall are incised transversely. It pro- 
vides excellent exposure and is of ten used for 
radical pelvic surgery. If a malignancy is discov- 
ered, the cosmetic value of the incision can be 
sacrificed by curving the incision into a J-shape, 
or by creating a separate upper abdominal inci- 
sion.4 

The Maylard incision is created through the 
following steps: 
 

•   A transverse sk in incision is made 3-8 cm 
above the symphysis pubis (varies with age, 
weight, and surgical indication). 

•   The fascia is incised transversely, and t he 
incision is carried laterally to the borders of 
the rectus muscle. 

•   Inferior epigastric vessels are identified. 
•   Vessels are bluntly dissected and ligated. 
•   The muscle is transected. 
•   The rectus muscle is bluntly dissected from 

the peritoneum. 
•   The muscle is transected using electrocau- 

tery.4,5 
 
Cherney incision 
The Cherney incision differs from the Maylard 
in that the rectus muscles are freed at their ten- 
dinous insertion into the symphysis pubis. The 
length of the Cherney incision is equivalent to a 
midline incision from the umbilicus to the sym- 
physis pubis, plus 25% . The Cherney provides 
excellent exposure to the pelvic side walls. Like 
the Maylard, special care must be taken to avoid 
nerve damage.4 
 
Midline incision 
The midline incision has several features to rec- 
ommend its use. It is the least hemorrhagic, pro- 
v ides speedy entr y into t he abdomen, ca n be 
extended easily, and risks minimal nerve dam- 
age. The midline incision is easier to develop in 
the parous woman, because the midline is easi- 
er to visualize. A midline incision may be more 
susceptible to dehiscence and hernia formation. 
When opening the abdomen of a woman who 
has a previous midline incision, it is a good prac- 
tice to open the peritoneum cephalad to the prior 
incision. This reduces the chances of accidental 
incision into adherent bowel. The incision allows 
for inferior development of the Retzius space by 
extension through the pyramidal muscles.4 
 
Paramedian incision 
Pa ra med ia n incisions which may be f ur t her 
characterized as medial or lateral, appear to have 
greater strength. Study conclusions conflict on 
whether or not the paramedian or the midline 
season has more complications. It seems that the 
paramedian may be liable to more postopera- 
tive hernias. The paramedian incision is easily 
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extended. Some problems associated with para- vide excellent exposure for drainage of abscess- 
median incision are increased infection rates, es that are not accessible through the cul-de-sac.
increased blood loss, increased operating time, The Rocky-Davis incision is an alternative to the
and the possibility of nerve damage. If the para- gridiron incision, and essentially has the same
median incision is lengthy, postoperative pain uses.4 Both techniques are described below.
may be increased by respiratory effort.4 The steps for the gridiron incision are as fol-

lows:
Closure of vertical incisions 
The vertica l incisions present more problems •  The skin inc i sion i s made obliquely and
for closure than transverse incisions, which are moved downward and inward, passing over
inherently strong. Paramedian incisions may McBurney’s point. 
require a layered closure. The midline incision •  This incision is ca rried to the level of the
should be closed by suturing the rectus muscles external oblique muscle, which is separated
together. Many surgeons still prefer a layered in the direction of its fibers.
closure for the midline incision. This approach •  The internal oblique muscle is identified and
is probably not necessary for most patients with also separated in the direction of its fibers, as
g y necologic disorders. If a layered closure is is the transverse abdominis.
used, however, sutures should be tied relatively •  The peritoneum is identified and incised.
loosely. The major cause of wound evisceration
is too many sutures placed too close together and The steps for the Rocky-Davis incision are as
tied too tightly for closure of the fascial edge.4 follows:

In an effort to avoid this problem, some had
advocated a Smead-Jones technique. This tech- •  The skin incision is made in the transverse
nique places sutures so that they alternate in a plane, intersecting an imaginary line, extend-
“far-far,” then a “near-near” approach. Only the ing from the anterior iliac spine to the umbi-
anterior fascia is included in the near-near stitch. licus, at a point approximately one-third of
A large-gauge suture such as a # 1 nylon or poly- the way up the lower end. 
propylene is typically used. Success of this tech- •  The medial point of the incision extends to
nique is dependent on the placement of the far- the rectus muscle. 
far stitches at 1.5 to 2 cm apart. While this is a •  The external oblique muscle is identified and
strong closure, it is a time-consuming one and split in the direction of its fibers.
may not be appropriate for many cases. Others •  The internal oblique and transverse abdom-
have advocated using a strong, nonabsorbable inus muscles are likewise identified and sep-
suture, taking wide bites through fascia, mus- arated by blunt dissection in the direction of
cle, and peritoneum. It is not clear that any one their fibers.
approach is superior to the others.4 •  The peritoneum is identified and incised.

 

Oblique incisions Incisions—extraperitoneal approach 
While not as common as the transverse or mid- Patients with cervical cancer at advanced stag-
line incisions, oblique incisions are of value in es (IIB-IV) are often evaluated via a staging lap-
par ticular situations. Two incisions that may arotomy to assess t he paraaortic nodes. This
prov ide a good ex posu re for the gynecolog- operation has been proven to be of value in the
ic surgeon are the “gridiron” incision described past 20 years. Serious bowel problems have been
by McBurney; and t he Rocky-Davis incision. shown to occur more often in a transperitoneal
The gridiron incision is typically used for an approach than in the extraperitoneal approach,
uncomplicated appendectomy, the procedure when either is followed by radiation therapy.
for which it was designed. However, it may pro- The advantage of the extraperitoneal approach
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is that if bulky pelvic nodes are evident or para- 
aor tic nodes contain metastases, t hey can be 
removed without enter i ng the per itoneu m. 
Radiation therapy can then be provided with a 
reduced risk of bowel complication. The remov- 
al of the involved nodes also has been shown to 
increase sur vival rates. Two ty pes of incisions 
to accomplish the extraperitoneal approach are 
explored.4 
 

J-shaped incision 
The J-shaped incision can be made on eit her 
right or the left. It is a modification of the extra- 
peritoneal inguinal incision. The technique used 
for a right-sided J-shaped incision is as follows: 

1.   The skin incision is made vertically. 
2.  Begin just cephalad of the umbilicus and 3 

cm medial to the iliac crest. 
3.  Upon reaching the iliac crest, this incision is 

continued medially approximately 3 cm and 
parallel to the inguinal ligament. 

4.  Fascia layers are then incised separately. 
5.  The extraperitoneal space is exposed by roll- 

ing the peritoneum medially and caudad. 
6.  T he rou nd l iga ment a nd i n fer ior epiga s- 

tric vessels can be ligated and transected to 
improve exposure. 

7.   The paraaortic area is then exposed by blunt 
dissection.4 
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Sunrise incision (right side) Midline approach in the obese patient 
A supraumbilical approach has been developed The protocol and technique recommended by
to allow for evaluation of the paraaortic nodes Gallup is reviewed here: 
a nd earlier initiation of radiation therapy in
instances where midline incisions threaten to •  Patients must undergo preoperative shower-
delay the start of radiation therapy. This incision ing and careful cleansing of the umbilicus.
is called the sunrise incision. The sunrise inci- •  A mini-dose of subcutaneous heparin, 5,000
sion may be initiated only on one side, typical- to 8,000 units, is given two hours before sur-
ly the right. If a bulky mass or the need for more gery. (This is continued every 12 hours post-
exposure is encountered, the incision is quick- operatively, until the patients are fully ambu-
ly modified into its full sunrise.4 The following lating.)
steps are used: •  Prophylactic a ntibiotics are not routinely

given.
1.   A transverse skin incision is made approxi- •  Abdominal ha ir is removed with clippers

mately 4 cm to 6 cm above the umbilicus. only.
2.  The incision is carried laterally in a down- •  The panniculus is retracted caudally.

ward fashion to the level of the iliac crest. •  The initial incision is made below the inferior
3.  The fascia is incised transversely. margins of the symphysis. 
4.  The rectus muscles are dissected from their •  The incision i s u s u a l l y carried around,

attachments to the anterior fascia and tran- becoming a periumbilical incision.
sected with a Bovie. •  A wound protector is used to provide better

5.  The deep epigastric vessels are found poste- exposure and to protect the skin edges.
rior to and in the center of the rectus muscle, •  The fascial incision is extended to the sym-
and should not be exposed or ligated. physis.

6.  Bleeding should be controlled by electrocau-
tery. The closure technique used includes the fol-

7.   The transversus is identified, and its transac- lowing:
tion initiated. 

8.  The peritoneum is retracted medially and •  The vaginal cuff is closed. 
cephalad. •  A closed drain is normally placed.

9.  The incision in the transversus is then carried •  The pelvic peritoneum is not closed.
more caudally and laterally, completing the •  The fascia is closed. 
transaction of muscle. •  The subcutaneous tissues are irrigated with

10. The retroperitoneal space can now be devel- normal saline. 
oped and the procedure continued.4 •  A Jackson-Pratt drain is placed in the subcu-

taneous tissue. 
Obese patients—special considerations •  The subcutaneous tissue is not closed.
The obese patient presents several problems for •  The skin is closed with a suture stapler.
the surgeon and the anesthesiologist. This is par-
ticularly true if the patient is morbidly obese. Panniculectomy and abdominoplasty 
There may be problems with both placement Another approach is to perform a panniculec-
of the incision and wound closure. Obesity is a tomy and abdominoplast y. This removes the
high risk factor for postoperative wound infec- large panniculus prior to surgery and great-
tion. One must be aware that transverse inci- ly improves exposure. This technique increas-
sions involving muscle splitting may be slowed es some risk factors, since two additional proce-
in their development.4 dures are added to the gynecologic procedure. A

plastic surgeon may be required for best cosmet-
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ic results. There are several surgical techniques 
that may be used to accomplish the objectives of 
this procedure. While research results have var- 
ied somewhat over the years, it appears that this 
approach is safe and effective, if the patients are 
carefully selected.4,5 Patients should meet the 
following criteria: 
 

•   The panniculus must be large. 
•   Remova l of the pa nniculus would g reatly 

increase surgical exposure. 
•   The patient must receive counseling and be 

motivated to lose weight. 
•   If t he pri ma r y procedure is not urgent, it 

should be delayed until a weight-loss of 40% 
to 50 % of t hat requ i red ha s been accom- 
plished. 

•   During closure of t he wound, met icu lous 
detail must be paid to hemostasis. 

•   Excessive use of the electrocautery must be 
avoided. 

•   A firm Elastoplast®, crisscrossed bandage is 
usually applied over these incisions.4,5 

 
Part two, in the November issue, will cover 

some of the problems and complications of gyne- 
cologic surgery. 
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