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Case Report
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Perioperative complications tend to increase when performing hys-
terectomy in patients with a history of caesarean section. There-
fore, the laparoscopic hysterectomy procedure requires careful con-
sideration. Herein, we report the case of a patient with a history
of caesarean section who underwent total laparoscopic hysterec-
tomy for endometrial cancer. A 59-year-old woman was diagnosed
with stage IA endometrial cancer preoperatively, and she underwent
laparoscopic hysterectomy, bilateral adnexectomy, and pelvic lym-
phadenectomy. During these procedures, the bladder was observed
to tightly adhere to the scar of a previous caesarean section, and the
uterine was perforated due to detachment near the uterus to avoid
damage to the bladder. A ter 2 years, there were no symptoms of
recurrence. Our findings further demonstrated that bladder adhe-
sions should be considered in laparoscopic surgery for patients with
endometrial cancer who have a history of caesarean section.
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1. Introduction
Laparoscopic surgery for early endometrial cancer has sig-

nificantly higher and lower incidence rates of intraoperative
and postoperative complications, respectively, than laparo-
tomy. Moreover, there is no difference in the prognosis be-
tween these two surgical procedures [1, 2]. Laparoscopic
surgery is associated with a small wound site, shorter hospital
stay, and a quick return to daily life post-surgery. Therefore,
laparoscopic surgery is considered the standard procedure for
endometrial cancer [3]. However, adverse events, such as
prolonged operation time and a high incidence of lower uri-
nary tract injuries, have been reported [4]. In particular, the
incidence of lower urinary tract injury due to previous cae-
sarean section has been reported to be high [2, 5–7].

Caesarean section is themost common surgery performed
in women, with rates at an all-time high of 20-30% of all de-
liveries [8]. To date, approximately 20% of such women re-
quire a hysterectomy by the age of 55 years. However, adhe-
sion of the bladder to the lower uterine segment makes dis-
section at the time of hysterectomy more difficult [8–10]. A
previous literature review [11] stated that there is no signif-
icant difference in the risk of bladder injury from hysterec-

tomy in women who had undergone a previous caesarean
section; however, a new meta-analysis reported a significant
association between bladder injury and previous caesarean
section [7]. This difference in results might be due to the
differences in the number of participants in each study. Al-
though the bladder can be dissected safely, uterine perfora-
tion at the incision site of the caesarean section is frequently
experienced. Herein, we report the case of a patient with en-
dometrial cancer and a history of a caesarean section who un-
derwent a laparoscopic hysterectomy. During the procedure,
the uterine incision site was perforated when the bladder was
detached due to a strong adhesion of the uterus to the apex of
the bladder.

2. Case report
A 59-year-old woman (height, 162 cm; weight, 86 kg;

body mass index [BMI], 32.7 kg/m2) had been experiencing
genital bleeding for 6 months and was referred to our hos-
pital for detailed examination and treatment after receiving
a false-positive result of endometrial cytology by her previ-
ous physician. She had four pregnancies and three deliver-
ies (two vaginal deliveries, one caesarean section, and one
spontaneous abortion). Her medical history included hyper-
tension, diabetes, and dyslipidaemia. Both endometrial cy-
tology and biopsy at our hospital revealed grade 1 endome-
trial cancer. Although computed tomography did not sug-
gest metastasis in the lymph nodes or elsewhere, magnetic
resonance imaging suggested myometrium invasion < 1/2,
and therefore stage IA endometrial cancerwas diagnosed pre-
operatively. Signs of myometrium thinning were not ob-
served. Her treatment included laparoscopic hysterectomy,
bilateral adnexectomy, and pelvic lymphadenectomy per the
guidelines of the Japan Association of Gynaecologic Oncol-
ogy [12]. Perioperatively, the bladder was observed to tightly
adhere to the scar of a previous caesarean section (Fig. 1A).
In an attempt to avoid damaging the bladder, the uterus was
perforated (Fig. 1B). Because our institute does not receive a
high volume of patients and is a rural hospital, it is stringently
monitored by the Department of Health and Safety [13], and
therefore we try to avoid organ injury for any reason. After
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Fig. 1. (A) Arrowhead: Tight adhesion between the bladder and the cervix. (B) Arrow: Caesarean section scar is perforated, and uterine manipulator is visible.
(C) Arrowhead: The perforation site is inlaid with the bladder.

hysterectomy, the abdominal cavity was washed thoroughly
with saline solution, and the operation was completed with-
out delay. She was discharged with no complications. The
postoperative diagnosis was similar to the preoperative diag-
nosis, indicating endometrial cancer IA and no risk factors for
recurrence. In addition, the perforation site was inlaid with
the bladder because of a previous caesarean section (Fig. 1C).
At the 2-year follow-up, there were no signs of recurrence.

3. Discussion
We experienced a case of uterine perforation at the site

of an old caesarean section scar during the dissection of the
bladder after performing laparoscopic total hysterectomy in
a patient with endometrial cancer. The patient had a history
of a single caesarean section; thus, laparoscopic surgery was
attempted. However, as the bladder firmly adhered to the
uterus, uterine perforation occurred as a result of excision in
the uterus side, rather than the bladder side, on the purpose
to avoid bladder damage.

The frequency of performing caesarean section has in-
creased rapidly in recent years [14], and the prevalence of

hysterectomies in patients with a history of caesarean section
has similarly increased [14]. Hysterectomy leads to higher
rates of adjacent organ damage, postoperative infection, fis-
tula formation, and blood transfusion in patients who have
undergone caesarean section than in those who have not
[6, 14, 15]. In addition, approximately 45% of patients with
a caesarean section have adhesions [16]. Indeed, when per-
forming laparoscopic hysterectomy in a patient who has un-
dergone a caesarean section previously, strong adhesion be-
tween the bladder and the uterusmay be observed as the blad-
der might have risen to the cranial side of the anterior wall
of the uterus following a caesarean section procedure. This
severe bladder adhesion may result in uterine perforation,
which can cause spillage of cancer cells. Therefore, conver-
sion to laparotomy may be preferred for patients with a his-
tory of caesarean section delivery and severe bladder adhe-
sions.

The adhesions in the bladder and the uterus obscure the
individual dissectible layers, while misinterpreted dissectible
layers lead to bladder injury or result in uterine perforation,
as observed in this case. A study indicates that laparoscopic
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surgery has a worse prognosis than laparotomy because of
the tumour cell spillage [17]. Spillage of cancer cells into the
abdominal cavity by uterine perforation should be avoided.
Indeed, when bladder adhesion to the uterus is observed,
stronger abdominal traction can be performed with laparo-
tomy, and the detached surface can be emphasised. Assump-
tively, laparotomy conversion is more suitable than laparo-
scopic surgery for patients with strong adhesions when per-
formed by an inexperienced surgeon. Therefore, such sur-
geons should consider conversion to laparotomy if it is dif-
ficult to remove adhesions during surgery, and it is better to
avoid laparoscopic surgery in patients with many caesarean
sections.

Filling the bladderwith saline is another technique utilised
to clarify the boundary with the uterus, which may be cause
for concern [18]. Several reports in the literature aimed to
decrease these serious urological complications by for exam-
ple dissecting from the vaginal rout [19] or laterally to the ad-
hesions [20]. Although Shellhaas and colleagues (2009) [18]
did not detect a statistically significant beneficial effect of fill-
ing the bladder with saline, shorter operation times, shorter
postoperative hospital stays, and fewer bladder injuries were
noted in patients whose bladders were filled. Therefore, in-
experienced doctors should take this into consideration to
prevent complications.

4. Conclusions
This case report indicated that bladder adhesion should

be considered in laparoscopic surgery for endometrial can-
cer patients with a history of caesarean section. Given the
inevitable differences in surgeon experience, if an inexperi-
enced surgeon feels that there are tight adhesions, conversion
to laparotomy should be considered.
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