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ABSTRACT
Objective The aim of this study was to compare 
the incidence of intra- operative and post- operative 
complications in open and minimally invasive radical 
hysterectomy for patients with early- stage cervical 
cancer.
Methods Data were collected from the SUCCOR 
database of 1272 patients with stage IB1 cervical cancer 
(International Federation of Gynecology and Obstetrics 
(FIGO), 2009) who underwent radical hysterectomy in 
Europe between January 2013 and December 2014. We 
reviewed the duration of the surgeries, estimated blood 
loss, length of hospital stay, intra- operative and post- 
operative complications. The inclusion criteria were age 
≥18 years and histologic type (squamous cell carcinoma, 
adenocarcinoma, or adenosquamous carcinoma). 
Pelvic MRI confirming a tumor diameter ≤4 cm with no 
parametrial invasion and a pre- operative CT scan, MRI, or 
positron emission tomography CT demonstrating no extra- 
cervical metastatic disease were mandatory. Outcomes of 
interest were any grade >3 adverse events, intra- operative 
adverse events, post- operative adverse events, length of 
hospital stay, length of operation, and blood loss.
Results The study included 1156 patients, 633 (54%) in 
the open surgery group and 523 (46%) in the minimally 
invasive surgery group. Median age was 46 years (range 
18–82), median body mass index 25 kg/m2 (range 15–68), 
and 1022 (88.3%) patients were considered to have an 
optimal performance status (ECOG Performance Status 0). 
The most common histologic tumor type was squamous 
carcinoma (n=794, 68.7%) and the most frequent FIGO 
staging was IB1 (n=510, 44.1%). In the minimally invasive 
surgery group the median duration of surgery was longer 
(240 vs 187 min, p<0.01), median estimated blood 
loss was lower (100 vs 300 mL, p<0.01), and median 
length of hospital stay was shorter (4 vs 7 days, p<0.01) 
compared with the abdominal surgery group. There was 
no difference in the overall incidence of intra- operative 
and post- operative complications between the two 
groups. Regarding grade I complications, the incidence of 
vaginal bleeding (2.9% vs 0.6%, p<0.01) and vaginal cuff 
dehiscence was higher in the minimally invasive surgery 
group than in the open group (3.3% vs 0.5%, p<0.01). 
Regarding grade III post- operative complications, bladder 
dysfunction (1.3% vs 0.2%, p=0.046) and abdominal wall 
infection (1.1% vs 0%, p=0.018) were more common in 
the open surgery group than in the minimally invasive 
surgery group. Ureteral fistula was more frequent in the 

minimally invasive group than in the open surgery group 
(1.7% vs 0.5%, p=0.037).
Conclusion Our study showed that there was no 
significant difference in the overall incidence of intra- 
operative and post- operative complications between 
minimally invasive radical hysterectomy and the open 
approach.

INTRODUCTION

Radical hysterectomy and lymph node staging is the 
recommended procedure for patients with early- 
stage cervical cancer.1 2 Traditionally, this surgery 
has been performed either through an open approach 
or a vaginal approach,3 and more recently it has 
been performed through minimally invasive surgery 
(laparoscopic or robotic).4 Several retrospective and 
non- randomized studies concluded that minimally 
invasive radical hysterectomy was associated with 
better surgical outcomes, including fewer days of 
hospitalization, less post- operative pain, and faster 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ In the Laparoscopic Approach to Cervical Cancer 
(LACC) trial, the use of minimally invasive surgery 
compared with open radical hysterectomy resulted 
in a similar overall incidence of intra- operative and 
post- operative adverse events.

WHAT THIS STUDY ADDS
 ⇒ There were no differences regarding overall intra- 
operative or post- operative complications in both 
groups but there were differences in certain post- 
operative complications. Performing an open ap-
proach resulted in shorter operating time, more 
intra- operative bleeding, and a longer length of stay. 
In the open surgery group, bladder dysfunction and 
abdominal wall infection were more frequent while 
the ureteral fistula rate was higher in the minimally 
invasive surgery group.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ Performing a radical hysterectomy through an open 
approach does not increase the overall incidence of 
intra- operative or post- operative complications.
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recovery.5–8 The results of the Laparoscopic Approach to Cervical 
Cancer (LACC) trial showed that minimally invasive surgery is asso-
ciated with a higher risk of relapse and death compared with the 
open approach.9 Additionally, the authors found that the overall 
incidence of intra- operative and post- operative adverse events did 
not differ between minimally invasive and open radical hysterec-
tomy for early- stage cervical cancer.10 The SUCCOR study was a 
retrospective observational study conducted by our group which 
compared minimally invasive surgery versus open abdominal 
radical hysterectomy in European patients with stage IB1 cervical 
cancer.11 The results of the SUCCOR study confirmed that minimally 
invasive surgery increased the risk of relapse and death compared 
with open surgery. The objective of the present study was to eval-
uate the rates of intra- operative and post- operative complications 
in the SUCCOR database.

METHODS

Accrual and Data Source
We collected data from the SUCCOR database. This database 
consisted of 1272 patients with stage IB1 cervical cancer (Inter-
national Federation of Gynecology and Obstetrics (FIGO) 2009) who 
underwent a radical hysterectomy in Europe from January 2013 to 
December 2014. Researchers from 126 institutions in 29 European 
countries registered and contributed to the project.

Inclusion and Exclusion Criteria
As detailed in the study by Boria et al,12 patients were eligible if they 
had undergone radical hysterectomy for stage IB1 cervical cancer 
(FIGO, 2009) in a European institution. A total of 1272 patients 
were evaluated; however, 116 patients did not meet the inclusion 
criteria of age ≥18 years and histologic type (squamous cell carci-
noma, adenocarcinoma, or adenosquamous carcinoma). Pelvic MRI 
confirming a tumor diameter ≤4 cm with no parametrial invasion 
and a pre- operative CT scan, MRI, or positron emission tomog-
raphy (PET) CT demonstrating no extra- cervical metastatic disease 
were mandatory. The operative report had to describe type B–C 
radical hysterectomy with bilateral pelvic lymphadenectomy by 
either minimally invasive surgery (laparoscopic or robotic) or open 
surgery, including at least 10 pelvic nodes. Women who underwent 
only sentinel lymph node mapping were included in the study, 
but data regarding tumor size, margins, and nodal status were 
required. Exclusion criteria were as follows: (1) final tumor stage 
IA; (2) history of any invasive tumor other than cervical cancer; (3) 
previous chemotherapy or radiation; and (4) conversion from mini-
mally invasive surgery to open laparotomy (as it was stated in the 
SUCCOR database).

Statistical Analysis
Baseline demographics were summarized in terms of frequency. 
Outcomes of interest were any grade >3 adverse events, intra- 
operative adverse events, post- operative adverse events, length of 
hospital stay, length of operation, and blood loss. An intra- operative 
adverse event was defined as any unfavorable medical complica-
tion that occurred during the surgery in an enrolled patient, irre-
spective of its causal relationship with the study treatment. A post- 
operative adverse event is a complication that occurs within 30 
days after surgery.

Intra- operative complications were classified according to the 
CLASSIC classification.13 Grade 1 is any deviation from the ideal 
intra- operative course without the need for any additional treat-
ment or intervention. Grade 2 is any deviation from the ideal 
intra- operative course with the need for additional treatment or 
intervention, not life- threatening, and not leading to permanent 
disability. Grade 3 is any deviation from the ideal intra- operative 
course with the need for additional treatment or intervention, life- 
threatening, and/or leading to permanent disability. Grade 4 is any 
deviation from the ideal intra- operative course with death of the 
patient.

Post- operative complications were classified according to the 
Clavien–Dindo scale. Grade 1 is any deviation from the normal 
post- operative course without the need for pharmacological treat-
ment other than the allowed therapeutic regimens or surgical, 
endoscopic, and radiological interventions. Grade 2 is requiring 
pharmacological treatment with drugs beyond those allowed for 
grade 1 complications, grade 3 is requiring surgical, endoscopic, 
or radiological intervention, grade 4 is life- threatening complication 
requiring critical care management, and grade 5 is death of the 
patient.

Continuous variables were summarized as mean (SD) and range 
and were compared between surgical techniques using a t- test. 
Categorical outcomes were summarized as frequency and were 
compared between surgical techniques using a χ2 test. Adverse 
events were summarized in two ways: overall and by specific 
adverse events of interest. For all analyses, adverse events were 
not treated as mutually exclusive and patients were included in 
all appropriate summaries. In each case the numerator was the 
number of patients who had experienced the adverse event being 
described and the denominator was the total number of patients 
(per arm). P values <0.05 were considered statistically significant. 
The analyses were performed with SPSS v.26.0.

RESULTS

Baseline Characteristics
The final cohort was composed of 1156 patients. The mean (SD) 
age was 47.1 (10.8) years and the mean (SD) body mass index was 
25.44 (4.9) kg/m2. A total of 1022 (88.3%) patients were consid-
ered to have an optimal performance status (ECOG Performance 
Status 0). A total of 423 (36.6%) patients had undergone a cone 
biopsy before radical hysterectomy. The mean (SD) pre- operative 
maximum tumor diameter measured by MRI was 19.6 (12.6) mm. 
Table 1 shows the baseline characteristics of the patients according 
to the surgical approach.

Peri-operative Outcomes
The median duration of surgery was 210 min (range 80–720), and 
it was longer for the minimally invasive surgery group than for the 
open surgery group (240 vs 187 min, p<0.001). The median average 
length of stay in hospital was 6 days (range 1–42), and was lower 
in the minimally invasive group than in the open surgery group (4 
vs 7 days, p<0.001). The median estimated blood loss was 100 mL 
(range 30–1700) for minimally invasive surgery and 300 mL (range 
50–5000) for open surgery (p<0.001; Table 2).
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Intra-operative and Post-operative Complications
A total of 108 (9.3%) patients experienced at least one intra- 
operative complication, 63 (58%) in the open group and 45 (42%) in 
the minimally invasive group (p=0.6). Intra- operative complications 
classified by surgery group are shown in Figure 1.

Globally, intra- operative bleeding (7.2%), bladder injury (4.1%), 
and vascular injury (3.0%) were the most common intra- operative 
complications.

A total of 21.5% of patients had at least one post- operative 
complication during the first month after surgery, 54% in the 
open surgery group and 45% in the minimally invasive surgery 
group (p=0.6). The most frequent post- operative complica-
tions were bladder dysfunction in 119 patients (10.3%), urinary 
infection in 70 (6.1%), and fever in 77 (6.7%).

Clavien–Dindo grade 3 or higher complications occurred in 56 
(4.8%) patients. In the open surgery group, bladder dysfunction 
(1.3% vs 0.2%, p=0.046) and abdominal wall infection (1.1% 
vs 0%, p=0.018) were more frequent than in the minimally 
invasive group. On the other hand, the ureteral fistula rate was 
higher in the minimally invasive surgery group than in the open 
surgery group (1.7% vs 0.5%, p=0.037; Figure 2).

Regarding all grade post- operative specific complications, in the 
minimally invasive surgery group the incidence of vaginal bleeding 
(2.9% vs 0.6%, p<0.01) and the vaginal cuff dehiscence were 
higher than in the open surgery group (3.3% vs 0.5%, p<0.01).

DISCUSSION

Summary of Main Results
In the patients in the SUCCOR database we did not find any differ-
ence in the overall intra- operative and post- operative compli-
cations between minimally invasive surgery and open radical 
hysterectomy. When comparing the open approach to minimally 
invasive surgery, the duration of surgery was shorter with the open 
approach but there was a higher estimated blood loss and longer 
length of stay. However, when considering grade 3 complications, 
in the open surgery group there was a significantly higher inci-
dence of wound complications and bladder dysfunction but a lower 
incidence of ureteral fistulas compared with the minimally invasive 
surgery group.

Results in the Context of Published Literature
Seven meta- analyses have been published comparing intra- 
operative and post- operative complications in radical hyster-
ectomy, all prior to the release of the LACC trial results. These 
studies concluded that minimally invasive surgery results in lower 
estimated blood loss, shorter length of stay, and longer length of 
surgery than open surgery, a conclusion that is also supported by 
the LACC trial and the SUCCOR study.5 6 14–18

Regarding intra- operative complications, all the meta- analyses 
found that the incidence of such complications was similar for 
minimally invasive surgery and open surgery. The LACC trial and 
SUCCOR study also came to the same conclusion. Four of the seven 
meta- analyses published before the LACC trial concluded that 
patients who underwent open surgery had more post- operative 
complications than those who underwent minimally invasive 
surgery.14–16 18 The results of the study by Jin and colleagues 
showed that patients who underwent the robotic approach had 
fewer post- operative complications than those with the laparo-
scopic and open approach.16 In the SUCCOR study and the LACC 
trial, no differences were found in the overall incidence of intra- 
operative and post- operative complications when comparing mini-
mally invasive radical hysterectomy to the open approach.

There are certain differences between these two studies. In the 
LACC trial the post- operative complications that had statistical 
significance were cardiac events and surgical wound complica-
tions, which were more frequent with the open approach. In the 
SUCCOR study, among the grade 3 post- operative complications 
patients in the open surgery group had a higher incidence of wound 
complications and bladder dysfunction but a lower incidence of 
ureteral fistulas compared with those in the minimally invasive 
surgery group.

Wang and colleagues had similar results to the SUCCOR study 
regarding a higher incidence of surgical wound infection with the 
open surgical approach (p=0.034).15 Regarding the incidence of 

Table 1 Baseline characteristics

Baseline characteristics
Open surgery
(n=633)

Minimally 
invasive 
surgery
(n=523)

Age, years, mean (SD) 48 (10.5) 46 (11)

Body mass index, kg/m2, 
mean (SD)

25.7 (4.6) 25.1 (5.3)

Performance status ECOG, 
n (%)

  PS 0 558 (88.2%) 463 (88.5%)

  PS 1 51 (8.1%) 28 (5.4%)

  Not reported 24 (3.8%) 32 (6.1%)

Tumor clinical size, mm, 
mean (SD)

21.2 (11.2) 17.6 (11.3)

Histologic sub- type, n (%)

  Adenocarcinoma 155 (24.5%) 168 (32.1%)

  Adenosquamous 24 (3.8%) 15 (2.8%)

  Squamous 454 (71.7%) 340 (65%)

Table 2 Peri- operative outcomes by surgical technique

Surgical outcome Open surgery Minimally invasive surgery P value

Median (SD) length of surgery, min 187 (54.75) 240 (75) <0.001

Median (SD) estimated blood loss, mL 300 (368.75) 100 (176.65) <0.001

Median (SD) length of hospital stay, days 7 (4.1) 4 (3.41) <0.001
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intra- operative complications, the previously mentioned meta- 
analyses report a rate of 5.1–7.1%. In the LACC trial the inci-
dence was 11% and in the SUCCOR study it was 9.3%. In terms 
of post- operative complications, the meta- analyses report a rate 
of 10.1–25.4%. However, in the LACC trial the incidence was 42% 
and in the SUCCOR study it was 21.5%. We think this is probably 
because, given the prospective design of the LACC study, there is 
a more concrete assessment of variables of interest and therefore 
they have a higher incidence. Similarly, in retrospective studies the 
incidence may be lower because some data may not have been 
collected.

Strengths and Weaknesses
The strengths of this study include a collaborative effort of 126 
European institutions from 29 countries where comprehensive 
data were collected on 1272 patients. Our study has several weak-
nesses due to the retrospective nature, including the fact that there 
was no formal auditing of the data. To account for these limitations, 
we provided the participating sites with a strict list of inclusion and 
exclusion criteria, and all investigators declared that the reported 
information adhered to the data in the reviewed charts. Moreover, 
patients converted from minimally invasive surgery to open surgery 
were excluded in the SUCCOR database (eight patients in total), 

Figure 1 Intra- operative complications. MIS, minimally invasive surgery.

Figure 2 Post- operative complications grade 3. MIS, minimally invasive surgery.
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which could have been a bias when evaluating intra- operative 
complications.

Implications for Practice and Future Research
Open radical hysterectomy did not have more complications in 
our cohort and is shown to have better oncologic outcomes in a 
prospective trial. Open radical hysterectomy should be the surgical 
goal in early- stage cervical cancer.

CONCLUSIONS

In the SUCCOR study there are no differences in intra- operative and 
post- operative complications between patients who underwent 
open surgery and those who had minimally invasive radical hyster-
ectomy. Patients operated on by an open approach had a higher 
incidence of bladder dysfunction and wound complications but a 
lower incidence of ureteral fistula compared with those who under-
went the minimally invasive surgery approach.

Author affiliations
1Gynecology, Clinica Universitaria de Navarra, Madrid, Spain
2Obstetrics and Gynecology, Clinica Universidad de Navarra, Madrid, Spain
3Gynecologic Oncology, Universidad de Navarra, Pamplona, Spain
4Obstetrics and Gynecology, Clinica Universidad de Navarra, Pamplona, Spain
5Gynecology, Clinica Universitaria de Navarra, Pamplona, Spain
6Department of Preventive Medicine and Public Health, Universidad de Navarra, 
Pamplona, Spain

Presented at
This research was previously presented as an e- poster at the ESGO 2022 Berlin 
Congress on 20 October and was previously published (https:// ijgc. bmj. com/ 
content/ 32/ Suppl_ 2/ A46. 1. abstract).

Correction notice This article has been corrected since it was first published. The 
outcome values in the Results section of the Abstract were inaccurate and have 
now been updated.

Twitter Felix Boria @BoriaFelix, Enrique Chacon @Quique_ChC and Juan Luis 
Alcazar @Juan_L_Alcazar

Collaborators SUCCOR Study Group: Vanna Zanagnolo, Denis Querleu, Juan 
Arévalo- Serrano, Mihai Emil Căpîlna, Anna Fagotti, Ali Kucukmetin, Constantijne 
Mom, Galina Chakalova, Shamistan Aliyev, Mario Malzoni, Fabrice Narducci, 
Octavio Arencibia, Francesco Raspagliesi, Tayfun Toptas, David Cibula, Dilyara 
Kaidarova, Mehmet Mutlu Meydanli, Mariana Tavares, Dmytro Golub, Anna Myriam 
Perrone, Robert Poka, Dimitrios Tsolakidis, Goran Vujić, Marcin A Jedryka, Petra 
L M Zusterzeel, Jogchum Jan Beltman, Frederic Goffin, Dimitrios Haidopoulos, 
Herman Haller, Robert Jach, Iryna Yezhova, Igor Berlev, Margarida Bernardino, 
Rasiah Bharathan, Maximilian Lanner, Minna M Maenpaa, Vladyslav Sukhin, 
Jean- Guillaume Feron, Robert Fruscio, Kersti Kukk, Jordi Ponce, Nabil Abdalla, 
Özgür Akbayir, Sedat Akgöl, Elif Aksahin, Shamistan Aliyev, Maria Alonso- Espias, 
Igor Aluloski, Claudia Andrade, Nikola Badzakov, Rosa Barrachina, Giorgio Bogani, 
Eduard- Aexandru Bonci, Hélène Bonsang- Kitzis, Cosima Brucker, Laura Cárdenas, 
Andrea Casajuana, Pere Cavalle, Jorge Cea, Benito Chiofalo, Gloria Cordeiro, 
Pluvio Coronado, Maria Cuadra, Javier Díez, Teresa Diniz da Costa, Santiago 
Domingo, Lukas Dostalek, Fuat Demirkiran, Diego Erasun, Mathias Fehr, Sergi 
Fernandez- Gonzalez, Annamaria Ferrero, Soledad Fidalgo, Gabriel Fiol, Khadra 
Galaal, José García, Gerhard Gebauer, Fabio Ghezzi, Juan Gilabert, Nana Gomes, 
Elisabete Gonçalves, Virginia Gonzalez, Frederic Grandjean, Miriam Guijarro, 
Frédéric Guyon, Jolien Haesen, Gines Hernandez- Cortes, Sofía Herrero, Imre Pete, 
Ioannis Kalogiannidis, Erbil Karaman, Andreas Kavallaris, Lukasz Klasa, Ioannis 
Kotsopoulos, Stefan Kovachev, Meelis Leht, Arantxa Lekuona, Mathieu Luyckx, 
Michael Mallmann, Gemma Mancebo, Aljosa Mandic, Tiermes Marina, Victor 
Martin, María Belén Martín- Salamanca, Alejandra Martinez, Gesine Meili, Gustavo 
Mendinhos, Liliana Mereu, Milena Mitrovic, Sara Morales, Enrique Moratalla, 
Bibiana Morillas, Eva Myriokefalitaki, Maja PakižImre, Stamatios Petousis, Laurentiu 
Pirtea, Natalia Povolotskaya, Sonia Prader, Alfonso Quesada, Mikuláš Redecha, 
Fernando Roldan, Philip Rolland, Reeli Saaron, Cosmin- Paul Sarac, Jens- Peter 

Scharf, Špela Smrkolj, Rita Sousa, Artem Stepanyan, Vladimír Študent, Carmen 
Tauste, Hans Trum, Taner Turan, Manuela Undurraga, Arno Uppin, Alicia Vázquez, 
Ignace Vergote, George Vorgias, Ignacio Zapardiel, Francisco Campillo.

Contributors DV- V and FB contributed equally to this paper. DV- V guarantor. 
Conception and design: DV- V, FB and LC. Collection and assembly of data: DV- V, 
FB and LC. Data analysis and interpretation: DV- V and FB. Manuscript writing, final 
approval of the manuscript, and accountable for all aspects of the work: all authors. 
SUCCOR Study Group: Final approval of the manuscript.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval After obtaining a favorable report from the research ethics 
committee of the University of Navarra, a certificate of approval or a letter 
of exemption from the local ethics committees was required from all the 
investigators.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement In accordance with the journal’s guidelines, we will 
provide our data for independent analysis by a selected team by the Editorial Team 
for the purposes of additional data analysis or for the reproducibility of this study in 
other centers if such is requested.

ORCID iDs
Daniel Vázquez- Vicente http://orcid.org/0000-0002-9618-5606
Felix Boria http://orcid.org/0000-0002-4761-6190
Teresa Castellanos http://orcid.org/0000-0002-2256-1154
Enrique Chacon http://orcid.org/0000-0001-8659-8602
Nabil Manzour http://orcid.org/0000-0002-4604-6042
Jose Angel Minguez http://orcid.org/0000-0003-3635-8920
Juan Luis Alcazar http://orcid.org/0000-0002-9700-0853
Luis Chiva http://orcid.org/0000-0002-1908-3251

REFERENCES
 1 Koh W- J, Abu- Rustum NR, Bean S, et al. Cervical cancer, version 

3.2019, NCCN clinical practice guidelines in oncology. J Natl Compr 
Canc Netw 2019;17:64–84. 

 2 Dursun P, Gultekin M, Ayhan A. The history of radical hysterectomy. 
J Low Genit Tract Dis 2011;15:235–45. 

 3 Querleu D. Radical hysterectomies by the Schauta- Amreich and 
Schauta- Stoeckel techniques assisted by celioscopy. J Gynecol 
Obstet Biol Reprod (Paris) 1991;20:747–8.

 4 Nezhat CR, Burrell MO, Nezhat FR, et al. Laparoscopic radical 
hysterectomy with paraaortic and pelvic node dissection. Am J 
Obstet Gynecol 1992;166:864–5. 

 5 Zhao Y, Hang B, Xiong G- W, et al. Laparoscopic radical 
hysterectomy in early stage cervical cancer: a systematic review and 
meta- analysis. J Laparoendosc Adv Surg Tech A 2017;27:1132–44. 

 6 Park DA, Yun JE, Kim SW, et al. Surgical and clinical safety 
and effectiveness of robot- assisted laparoscopic hysterectomy 
compared to conventional laparoscopy and laparotomy for cervical 
cancer: a systematic review and meta- analysis. Eur J Surg Oncol 
2017;43:994–1002. 

 7 Hong JH, Choi JS, Lee JH, et al. Can laparoscopic radical 
hysterectomy be a standard surgical modality in stage IA2- IIA 
cervical cancer. Gynecol Oncol 2012;127:102–6. 

 8 Ramirez PT, Soliman PT, Schmeler KM, et al. Laparoscopic and 
robotic techniques for radical hysterectomy in patients with early- 
stage cervical cancer. Gynecol Oncol 2008;110(3 Suppl 2):S21–4. 

 9 Ramirez PT, Obermair A. Minimally invasive versus abdominal radical 
hysterectomy for cervical cancer. N Engl J Med 2019;380:794–5. 

 10 Obermair A, Asher R, Pareja R, et al. Incidence of adverse events 
in minimally invasive vs open radical hysterectomy in early cervical 
cancer: results of a randomized controlled trial. Am J Obstet 
Gynecol 2020;222:249. 

 11 Chiva L, Zanagnolo V, Querleu D, et al. SUCCOR study: an 
international European cohort observational study comparing 
minimally invasive surgery versus open abdominal radical 
hysterectomy in patients with stage IB1 cervical cancer. Int J 
Gynecol Cancer 2020;30:1269–77. 

 12 Boria F, Chiva L, Chacon E, et al. SUCCOR quality: validation of 
ESGO quality indicators for surgical treatment of cervical cancer. Int 
J Gynecol Cancer 2022;32:1236–43. 

 on M
ay 29, 2024 by guest. P

rotected by copyright.
http://ijgc.bm

j.com
/

Int J G
ynecol C

ancer: first published as 10.1136/ijgc-2023-004657 on 10 January 2024. D
ow

nloaded from
 

https://twitter.com/BoriaFelix
https://twitter.com/Quique_ChC
https://twitter.com/Juan_L_Alcazar
http://orcid.org/0000-0002-9618-5606
http://orcid.org/0000-0002-4761-6190
http://orcid.org/0000-0002-2256-1154
http://orcid.org/0000-0001-8659-8602
http://orcid.org/0000-0002-4604-6042
http://orcid.org/0000-0003-3635-8920
http://orcid.org/0000-0002-9700-0853
http://orcid.org/0000-0002-1908-3251
http://dx.doi.org/10.6004/jnccn.2019.0001
http://dx.doi.org/10.6004/jnccn.2019.0001
http://dx.doi.org/10.1097/LGT.0b013e31820eb038
http://dx.doi.org/1835470
http://dx.doi.org/1835470
http://dx.doi.org/10.1016/0002-9378(92)91351-a
http://dx.doi.org/10.1016/0002-9378(92)91351-a
http://dx.doi.org/10.1089/lap.2017.0022
http://dx.doi.org/10.1016/j.ejso.2016.07.017
http://dx.doi.org/10.1016/j.ygyno.2012.06.003
http://dx.doi.org/10.1016/j.ygyno.2008.03.013
http://dx.doi.org/10.1056/NEJMc1816590
http://dx.doi.org/10.1016/j.ajog.2019.09.036
http://dx.doi.org/10.1016/j.ajog.2019.09.036
http://dx.doi.org/10.1136/ijgc-2020-001506
http://dx.doi.org/10.1136/ijgc-2020-001506
http://dx.doi.org/10.1136/ijgc-2022-003790
http://dx.doi.org/10.1136/ijgc-2022-003790
http://ijgc.bmj.com/


208 Vázquez- Vicente D, et al. Int J Gynecol Cancer 2024;34:203–208. doi:10.1136/ijgc-2023-004657

Original research

 13 Rosenthal R, Hoffmann H, Clavien P- A, et al. Definition and 
classification of intraoperative complications (CLASSIC): Delphi 
study and pilot evaluation. World J Surg 2015;39:1663–71. 

 14 Cao T, Feng Y, Huang Q, et al. Prognostic and safety roles in 
laparoscopic versus abdominal radical hysterectomy in cervical 
cancer: a meta- analysis. J Laparoendosc Adv Surg Tech A 
2015;25:990–8. 

 15 Wang Y, Deng L, Xu H, et al. Laparoscopy versus laparotomy 
for the management of early stage cervical cancer. BMC Cancer 
2015;15:928. 

 16 Jin Y- M, Liu S- S, Chen J, et al. Robotic radical hysterectomy is 
superior to laparoscopic radical hysterectomy and open radical 
hysterectomy in the treatment of cervical cancer. PLoS One 
2018;13:e0193033. 

 17 Nevis IF, Vali B, Higgins C, et al. Robot- assisted hysterectomy for 
endometrial and cervical cancers: a systematic review. J Robot Surg 
2017;11:1–16. 

 18 Shazly SAM, Murad MH, Dowdy SC, et al. Robotic radical 
hysterectomy in early stage cervical cancer: a systematic review and 
meta- analysis. Gynecol Oncol 2015;138:457–71. 

 on M
ay 29, 2024 by guest. P

rotected by copyright.
http://ijgc.bm

j.com
/

Int J G
ynecol C

ancer: first published as 10.1136/ijgc-2023-004657 on 10 January 2024. D
ow

nloaded from
 

http://dx.doi.org/10.1007/s00268-015-3003-y
http://dx.doi.org/10.1089/lap.2015.0390
http://dx.doi.org/10.1186/s12885-015-1818-4
http://dx.doi.org/10.1371/journal.pone.0193033
http://dx.doi.org/10.1007/s11701-016-0621-9
http://dx.doi.org/10.1016/j.ygyno.2015.06.009
http://ijgc.bmj.com/

	Anaphylaxis management: a survey of school and day care nurses in Lebanon
	Abstract
	Methods
	Design
	Population
	Instrument
	Data collection
	Statistical analyses

	Results
	Study population characteristics
	Current policies, processes and training sessions
	Previous experience in the management of anaphylaxis reaction


	SUCCOR morbidity: complications in minimally invasive versus open radical hysterectomy in early cervical cancer
	Abstract
	Introduction
	Methods
	Accrual and Data Source
	Inclusion and Exclusion Criteria
	Statistical Analysis

	Results
	Baseline Characteristics
	Peri-operative Outcomes
	Intra-operative and Post-operative Complications

	Discussion
	Summary of Main Results
	Results in the Context of Published Literature
	Strengths and Weaknesses
	Implications for Practice and Future Research

	Conclusions
	References


