DOI:10.71079/ASIDE.HS.092725174

ASIDE

HEALTHCARE

ASIDE Health Sciences 1

ASID

— HEALTHCARE

HEALTH
SCIENCES
i‘

Check for
updates:

ASIDE Health Sciences

Original Article
Robotic Versus Laparoscopic Hysterectomy for Extremely Large Uteri: A
Systematic Review

Arwa Mohamed Amer Ibrahim!, Mohamed Wagdy ™ 2% PFathia Ghaleb Rabah Elatrash®, Hana Smeda*, Asem
Mohammad Abedalqader Qannas®

1-College of Medicine, University of Sharjah, Sharjah, United Arab Emirates

2-Faculty of Medicine, Modern University for Technology and Information, Cairo, Egypt

3-Faculty of Medicine, Alexandria University, Alexandria, Egypt

4-Department of Pharmacology and Toxicology, Faculty of Pharmacy, University of Zawia, Zawia, Libya
5-College of Medicine, New Vision University, Tbilisi, Georgia

ARTICLE INFO ABSTRACT

Article history:

Received 14 Jul. 2025

Received in revised form 5 Sep. 2025
Accepted 9 Sep. 2025

Published 27 Sep. 2025

Introduction: Hysterectomy for very large uteri is technically challenging and often requires open
surgery. Minimally invasive approaches, such as robotic and laparoscopic techniques, provide alterna-
tives, but their comparative safety and effectiveness for extremely large uteri remain uncertain.
Methods: A systematic review was conducted following PRISMA 2020 guidelines. “PubMed and
Scopus were searched through June 2025 using predefined keywords (e.g., ‘hysterectomy,” ‘robotic,’
‘robot-assisted,” ‘laparoscopic,” ‘uterus,’ ‘large,” ‘enlarged,’” ‘size,” ‘weight’); no prospective or ran-
domized trials were identified.” for studies comparing robotic and laparoscopic hysterectomy in women
with large or extremely large uteri.

Results: Robotic hysterectomy (RH) showed advantages in selected outcomes for extremely large
uteri. One study reported a 70-minute reduction in operative time with RH for uteri >1000 g. RH was
also associated with lower conversion rates (0—4.3%) compared to laparoscopic hysterectomy (LH)
(5.3-10.9%). In moderately large uteri ( 500-750 g), RH reduced hemoglobin drops but had longer
operative times. Complication rates were generally low, although ureteral injury was more frequent
with RH in two studies. Length of hospital stay was similar across approaches.

Conclusion: Robotic hysterectomy may offer clinical and economic advantages over conventional
laparoscopy for extremely large uteri but the impact of surgical experience should be carefully
considered. Limitations include the retrospective design of all four cohorts, small sample sizes, the
absence of randomized trials, and clinical and methodological heterogeneity precluding meta-analysis.
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About 30% of women with uterine fibroids develop clinically
significant symptoms, including abnormal uterine bleeding, pelvic
pain and pressure, urinary frequency, anemia, and fertility issues,
which drive most care seeking and procedures. In the United States,
fibroids impose a substantial annual societal cost, which includes
direct medical spending and significant productivity losses. Es-
timates for 2010 range from approximately $ 6 to $ 34 billion,
with updated analyses suggesting increases to around $ 41-42
billion by 2022-2023 [5]. Large uterine fibroids have historically
presented considerable surgical challenges. Because of the tech-
nical difficulties given by the uterine size and distorted anatomy,
conventional methods frequently require an open abdominal hys-
terectomy [6]. Large fibroids, especially those weighing more than
1000g, provide special surgical challenges because of their re-
stricted pelvic area, elevated vascularity, and anatomical distortion
that makes it difficult to see and reach vital organs like the ureters
and main blood vessels. Even with these technical advancements,
it is still uncertain whether a minimally invasive procedure is
best for larger or extremely big uteri: robotic vs conventional

1. Introduction

Uterine fibroids are the most common benign gynecologic tu-
mors, [1] with ultrasound-based lifetime prevalence approaching
70% in White women and over 80% in women of African de-
scent by age 50, underscoring marked racial disparities in burden
and presentation[2, 1, 3]. Globally, the age-standardized incidence
varies widely by region—from approximately 85.6 per 100,000 in
Australasia to 582.0 per 100,000 in Eastern Europe—highlighting
substantial geographic heterogeneity and public health impact.
Although many fibroids are asymptomatic, an estimated 25-30% of
affected women experience clinically significant symptoms such as
abnormal uterine bleeding, pelvic pain/pressure, urinary frequency,
and fertility issues, driving care seeking and resource use [2, 4].
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laparoscopic hysterectomy.[4]. Hysterectomy is one of the most
commonly performed gynecological procedures worldwide, yet op-
timal surgical approaches continue to evolve in response to patient
needs, technological advancements, and clinical outcomes [5]. Re-
garding operating time, blood loss, conversion rates, complications,
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and costs, prior research has produced conflicting findings. While
some have suggested that robotic surgery may be advantageous in
complex cases, others have pointed out that it is more expensive or
yields results comparable to those of laparoscopy.

There is limited high-quality evidence comparing long-term out-
comes of robotic-assisted hysterectomy versus conventional la-
paroscopic hysterectomy, particularly in complex or high-risk pa-
tient populations. Decision-making in the presence of an enlarged
uterus—particularly uteri exceeding 250-500 grams—Ilacks stan-
dardized guidelines [7]. The impact of surgeon experience and
learning curves on perioperative outcomes across different MIS
modalities is underexplored. Additionally, there is a lack of ex-
ploration of patient-reported outcomes and satisfaction related to
different surgical routes. Disparities in access to robotic surgery
and their implications for surgical equity have not been adequately
studied. The influence of anatomical challenges such as dense
adhesions, distorted pelvic anatomy, or coexisting pathologies on
the feasibility of MIS remains understudied in current comparative
analyses [8].

Our rationale for Minimally Invasive Procedures for Large Uteri
—Robotic vs. Conventional Laparoscopy Managing hysterectomy
in patients with large or extremely enlarged uteri poses techni-
cal challenges that can compromise the feasibility and safety of
conventional laparoscopy. In such cases, robotic-assisted hysterec-
tomy has emerged as a potentially superior alternative due to
enhanced visualization, greater instrument dexterity, and improved
ergonomics.

This systematic review aims to synthesize the current evidence
comparing robotic and laparoscopic hysterectomy for large and
extremely large uteri, focusing on key clinical outcomes, includ-
ing operative time, blood loss, conversion rates, complications,
hospital stay, and cost. This study aims to improve patient care
and surgical decision-making for women who need a hysterectomy
by elucidating the relative advantages and disadvantages of each
approach.

2. Methods

2.1. Search Strategy

The review was conducted and reported following the PRISMA
(Preferred Reporting Items for Systematic reviews and Meta-
Analyses) 2020 guidelines [9]. To clearly define the clinical ques-
tion addressed in this review with Prospero registration CRD420
251086621

2.2. The PICO framework was applied as follows

Population: Women undergoing hysterectomy for large or ex-
tremely large; Intervention: Robotic-assisted hysterectomy; Com-
parison: Conventional laparoscopic hysterectomy; Outcomes: Key
endpoints included operative time, estimated blood loss or
hemoglobin drop, conversion rate to open surgery, intraoperative
and postoperative complications, length of hospital stay, and cost.

A comprehensive literature search was conducted in PubMed and
Scopus using broad and specific search strings designed to capture
studies comparing robotic and laparoscopic hysterectomy for large
or extremely large uteri. The search included terms such as "hys-
terectomy," "robotic,” "robot-assisted,” "laparoscopic,” "uterus,"
"large," "enlarged," "size," and "weight." Both databases were
searched up to June 2025 to identify relevant studies.

"o "non

2.3. Eligibility and Exclusion Criteria

Studies were eligible for inclusion if they directly compared robotic
hysterectomy with laparoscopic hysterectomy, included women
undergoing hysterectomy for large or extremely large, and reported
on at least one relevant outcome such as operative time, estimated
blood loss (EBL) or hemoglobin drop, conversion rate, compli-
cations, hospital stay, or cost. Only studies published in English
were considered, and studies were retrospective in nature Studies
were excluded if they did not provide a direct comparison between
robotic and laparoscopic hysterectomy, involved only open or vagi-
nal approaches without a minimally invasive comparator, failed to
report relevant outcomes or sufficient data for extraction, or were
case reports, reviews, editorials, or conference abstracts without
complete data. No prospective cohort or randomized controlled
trials meeting criteria were identified; all included studies were
retrospective cohorts.

2.4. Study Selection

All records identified through the database searches were exported
to Rayyan [10]. Qatar Computing Research Institute for screening.
Titles and abstracts were independently reviewed for eligibility. All
records identified through the database searches were exported to
Rayyan for screening. Duplicate records were removed prior to
screening. Two independent reviewers screened all titles and ab-
stracts, with disagreements resolved by consensus or by consulting
a third reviewer. Full-text screening was then performed to confirm
inclusion based on the above criteria. Discrepancies were resolved
by consensus.

2.5. Data Extraction

Data were extracted into a standardized Excel sheet. Extracted
variables included study design, total number of patients, and
number in each intervention group (robotic and laparoscopic),
median uterine weight, median age, median BMI, and proportion
with prior abdominal surgery. Outcomes extracted were operative
time (minutes), estimated blood loss (mL) or hemoglobin drop
(g/dL), conversion rate (%), complication rate (%), hospital stay
(days), and cost (USD).

2.6. Risk of bias

A formal ROBINS-I assessment was not conducted because the ev-
idence base comprised a small number of heterogeneous retrospec-
tive cohorts with variable outcome definitions, and the review used
a narrative (non-pooled) synthesis; instead, risks related to con-
founding, selection, and outcome measurement were qualitatively
appraised and incorporated into interpretation. Consistent with this
rationale, a meta-analysis was not undertaken due to between-
study clinical and methodological heterogeneity and inconsistent
outcome metrics, and results are presented as a structured narrative
synthesis.

2.7. The primary outcomes

Assessed were operative time (in minutes), estimated blood loss (in
mL) or hemoglobin drop (in g/dL), conversion rate to open surgery
(%), intraoperative and postoperative complications (%), length of
hospital stay (in days), and cost (in USD).

These outcomes were chosen to reflect key clinical and resource-
related endpoints relevant to the comparison of minimally invasive
hysterectomy techniques for extremely large uteri.

Due to the small number of eligible studies (n = 4) and the consid-
erable heterogeneity in study designs, populations, and outcome
measures, quantitative pooling of data through meta-analysis was
not appropriate. Instead, a qualitative (narrative) synthesis was
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Figure 1: PRISMA flowchart.

undertaken to summarize and compare the findings across studies,
highlighting areas of consistency and divergence. Given the limited
number of included studies, assessing publication bias (e.g., using a
funnel plot or statistical methods) was not possible. Given only four
included studies, assessment of publication bias (e.g., funnel plot)
was not feasible. No prespecified subgroup or sensitivity analyses
could be conducted due to inconsistent thresholds and definitions
across studies.

3. Results:

A total of 380 records were identified through database searches,
356 from PubMed and 24 from Scopus. After removing 24 dupli-
cates, 356 unique records remained for screening.

Titles and abstracts were screened for relevance, resulting in the
exclusion of 348 records that did not meet the eligibility criteria.
The full texts of 8 articles were then assessed for eligibility.

Of these, 4 articles were excluded for the following reasons: three
articles did not directly compare robotic and laparoscopic hysterec-
tomy. One article did not include patients with large or extremely
large uteri Ultimately, 4 studies met all inclusion criteria and were
included in the final review [11, 12, 13, 14].

The study selection process is illustrated in the PRISMA 2020 flow
diagram (Figure 1), which details the number of records identified,

screened, assessed for eligibility, included, and excluded at each
stage, along with reasons for exclusion at the full-text review phase.

3.1. Study Characteristics

The included studies comprised four retrospective cohort studies
and no prospective studies, published between 2017 and 2022.
Sample sizes ranged from 95 to 397 patients, with a total of 853
women undergoing hysterectomy for large or extremely large uteri
(median uterine weight >1000 g in two studies [Ito et al., 2017;
Moawad et al., 2017] [11, 12], and >250 g in the others [Jeong et
al., 2022; Sinha et al., 2019] [13, 14].

3.2. Baseline Characteristics

The four included studies encompassed a total of 853 patients
undergoing minimally invasive hysterectomy for large uteri, with
uterine weights ranging from 250g to over 4800g. All studies were
retrospective cohort analyses published between 2017 and 2022.
The median patient age across studies was 45-47 years, with similar
age distributions between robotic and laparoscopic groups. Body
mass index (BMI) values were generally elevated, ranging from
a median of 23.6 kg/m? in Jeong et al. (2022) [14] to 32.9 kg/m?
in the robotic cohort of Moawad et al. (2017) [11], reflecting the
typical patient population requiring hysterectomy for large fibroids
(Table 1).

Prior abdominal surgery rates varied from 13.4% to 46.3% across
studies, with no significant differences between surgical approaches.
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Table 1: Baseline Characteristics

Study Total Median Uterine Weight (g)
R/L**

Ito et al. (2017) [11] 12/83 1326 (1000-4800)

Sinha et al. (2019) [14]  46/119 ~750-1000* (>16-week size)

Jeong et al. (2022) [15]  197/200 400 (250-2720)

Moawad et al. (2017) 101/95 365 (RH), 330 (LH)

[16]

Median Age Median BMI Prior Abdominal
(years) (kg/m?) Surgery (%)

45 (27-64) 32 (19.8-49.9) 33.70%

45.7 (RH), 44.5 30.2 (RH), 27.8 (LH)  15.2% (RH), 13.4%
(LH) (LH)

46 (35-74) 23.6 (15.4-42.7) 46.3% (=1 prior

surgery)

45.3 (RH), 42.3 329 (RH),30.4 (LH)  21.8% (RH), 16.8%
(LH) (LH)

* Sinha et al. [14] used clinical size (weeks) rather than weight; estimated conversion: 16 weeks ~ 500750 g. ** R, robotic; L, laparoscopic; RH, robotic hysterectomy; LH,
laparoscopic hysterectomy; EBL, estimated blood loss; Hb, hemoglobin; LOS, length of stay; BMI, body mass index; OR, odds ratio.

Uterine weights showed considerable variation, with median values
of 400g in Jeong et al. (2022), 1326g in Ito et al. (2017) [12], and
comparable ranges in other studies. The largest uteri (>1000g) were
specifically examined in two studies (Ito et al., 2017; Moawad et
al., 2017) [12], while others included broader ranges with subgroup
analyses. All procedures were performed by experienced minimally
invasive surgeons, with case numbers per surgeon exceeding 200
for their respective approaches, suggesting technical proficiency in
both robotic and laparoscopic techniques.

3.3. Outcomes

3.3.1. Operative Time

Operative times varied significantly based on uterine size and sur-
gical approach. For uteri >1000 g, Moawad et al. (2017) reported
a 70-minute reduction in operative time with RH compared to LH
(161 vs. 231 min, *p* < 0.005). In contrast, Sinha et al. (2019) [13]
found RH took longer (131 vs. 110.6 min, *p* = 0.006) for uteri
>16 weeks (~500-750 g), while Jeong et al. (2022) observed no
difference (120 min for both) (Table 2).

3.3.2. Blood Loss and Transfusion Rates

Estimated blood loss (EBL) was lower in RH for uteri >16 weeks
(hemoglobin drop: 1.0 vs. 1.8 g/dL, *p* < 0.001) (Sinha et al.,
2019) [13]. However, no significant differences were observed in
other studies, including those with uteri weighing more than 1000
g (Itoetal., 2017; Moawad et al., 2017) [12]. Transfusion rates were
low overall (3.0-6.3%), with no clear advantage for either approach.

3.3.3. Conversion to Laparotomy

Conversion rates were higher in LH (5.3-10.9%) than in RH
(04.3%), although statistical significance was not consistently
achieved. Notably, Ito et al. (2017) reported no conversions after
2011 in their RH cohort, suggesting a learning curve effect.

3.3.4. Complications

Ureteral injuries were more frequent in RH (2.0% vs. 0.5-1.1%
in LH) (Jeong et al., 2022; Sinha et al., 2019) [14]. Hemorrhage
requiring intervention occurred in 7.3% of cases (Ito et al., 2017)
[12], with no significant differences between approaches. Other
complications (e.g., infection, ileus) were rare (<3%) and similar
across groups.

3.3.5. Hospital Stay and Cost

The length of stay (LOS) was shorter for RH in Moawad et al.
(2017) (OR 2.94, *p* = 0.007), whereas other studies reported
comparable stays (1-5 days). Cost: RH was significantly cheaper
for uteri >1000 g (4, 880v5.9,390, *p* = 0.004) due to reduced
operative time (Moawad et al., 2017). In contrast, Jeong et al.

(2022) noted RH costs were >10x higher at their institution, though
uterine weights were smaller (median 400 g).

4. Discussion

4.1. Summary of Findings

This systematic review examining robotic versus laparoscopic hys-
terectomy for large or extremely large uteri encompassed 853
patients across four retrospective cohort studies. For extremely
large uteri, robotic hysterectomy demonstrated superior operative
efficiency with a 70-minute reduction in operative time compared
to laparoscopic hysterectomy (161 vs. 231 minutes). However,
for moderately large uteri (>16 weeks in size or ~500-750 g),
robotic hysterectomy required longer operative times (131 vs. 110.6
minutes). Blood loss patterns favored robotic hysterectomy in the
moderate size category, with significantly reduced hemoglobin
drop (1.0 vs. 1.8 g/dL), while no differences were observed for
extremely large uteri. Conversion rates consistently favored robotic
hysterectomy across all size categories, though statistical signifi-
cance was not uniformly achieved.

4.2. Clinical Significance and Justification

The size-dependent results that have been found indicate that the
therapeutic advantages of robotic hysterectomy could be greatest
at the most extremities of surgical complexity. This result is con-
sistent with established surgical ergonomics principles, which state
that as technical demands increase, the advantages of advanced
technology become more obvious. Although it doesn’t always
achieve statistical significance, the steady decline in conversion
rates across all size groups raises the possibility that robotic tech-
nology might provide surgeons with greater confidence and the
capacity to handle challenging cases with less invasive techniques.
From a clinical standpoint, special consideration should be given to
the reported variations in blood loss patterns. The notable preserva-
tion of hemoglobin in robotic instances for moderately sized uteri
is probably due to the better viewing capabilities and increased
accuracy of robotic instrumentation. The lack of this effect in
patients with very large uteri, however, raises the possibility that
surgical skill and experience, rather than technical advancements,
may be more important in controlling bleeding in these situations.

4.3. Comparison with Previous Literature

The findings from this review demonstrate both concordance and
divergence with existing literature on robotic versus laparoscopic
hysterectomy. Large-scale meta-analyses have consistently shown
that robotic hysterectomy is primarily comparable to laparoscopic
hysterectomy in terms of major perioperative outcomes [7], which
aligns with our findings for most outcome measures. However,
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Table 2: Summary of Outcomes
Study Operative Time EBL (mL)/Hb Conversion Rate Complications Hospital Stay Cost (USD)
(min) Drop (g/dL) (%) (%) (days)
Ito etal. (2017) [11] 191 (75-478) 200 (20-2000) 5.3% (all LH) 7.3% 1 (0-6) Not reported
intraoperative
(hemorrhage)
Sinha et al. (2019) RH: 131, LH: Hb drop: RH RH: 4.3%, LH: Ureteral injury: 1.4 (both) Not reported
[14] 110.6* 1.0,LH 1.8* 10.9% RH 2.0%, LH
0.5%
Jeong et al. (2022) 120 (both) RH: 100, LH: RH: 0%, LH: 0.5%  Ureteral injury: 5 (both) RH >10x LH
[15] 150 RH 2.0%, LH (institution
0.5% data)
Moawad et al. RH: 161, LH: No difference 0% (both) Transfusion: RH  RH shorter (OR RH: $4880,
(2017) [16]** 231* (>1000 g) 3.0%, LH 3.0% 2.94%) LH: $9390%*
(=1000 g)

* Statistically significant (p<0.05). ** Operative time and cost outcomes reported by Moawad et al. (2017) [16] specifically apply to the >1000 g uterine weight stratum. EBL,
Estimated blood loss; Hb, Hemoglobin; LOS, Length of stay; RH, Robotic Hysterectomy; LH, Laparoscopic Hysterectomy.

the size-specific advantages observed in this review for extremely
large uteri represent a novel finding that extends beyond general
population studies.

Given that they appear higher than the 0.02%-0.4% documented
in the broader literature on laparoscopic hysterectomy, the ureteral
injury rates found in this review (2.0% for RH vs. 0.5-1.1% for LH)
demand special consideration[15, 16]. The greater complexity of
situations with large uteri, where anatomical distortion and surgical
difficulties are intrinsically enhanced, may be the cause of this
disparity. Concerns expressed in recent work regarding the learning
curve of robotic surgery and the potential for overconfidence in
complex situations are consistent with the higher injury rates
associated with robotic surgeries [5].

Regarding cost-effectiveness, the dramatic cost reduction observed
for extremely large uteri in robotic cases (4, 880vs.9,390) contra-
dicts the general literature trend showing higher costs for robotic
procedures [11, 17, 18]This data implies that cost-effectiveness
may vary depending on the complexity of the case rather than
being generally applicable, since it probably reflects the significant
surgical time savings and decreased complication rates in the most
complicated cases.

Cost findings are not generalizable across health systems because
total costs depend on local pricing and reimbursement structures,
accounting practices for operating room time, inclusion and amor-
tization of capital and maintenance costs for robotic platforms,
case volume and utilization, and institutional access to technology;
consequently, relative costs of RH versus LH can differ widely by
setting.

4.4. Learning curve and volume confounding

None of the included studies adjusted for surgeon or institutional
volume or for learning-curve phase—factors known to affect op-
erative time, blood loss, complications, and costs—so unmeasured
confounding from experience and case volume may bias RH versus
LH comparisons.

Consistent with prior learning-curve research, operative time for
robotic hysterectomy tends to plateau after approximately 50 cases,
with some larger series suggesting further improvements in com-
plications with experience up to around 150 cases.[16]. According
to earlier studies, robotic technology may decrease the barrier for
undertaking complex minimally invasive operations, as seen by

the reported improvements in conversion rates in robotic cases.
Our results, however, regarding operative time advantages for
extremely large uteri, contradict several studies that have repeat-
edly demonstrated that robotic operations need longer operative
times[16, 19, 7]. This review’s safety profile, especially the low
conversion rates in robotic cases, is consistent with high-volume
surgeon studies showing better results when skilled operators per-
form robotic procedures [20]. This agreement highlights the impor-
tance of institutional volume and surgeon expertise in determining
the outcomes of complex robotic procedures. Accordingly, any
practice recommendations from this review remain provisional
and should be revisited as prospective comparative studies, ideally
randomized trials, become available.

4.5. Study Strengths and Limitations

This review offers several strengths, most notably its focused eval-
uation of a high-complexity patient group—women undergoing
minimally invasive hysterectomy for large or extremely large uteri.
By examining a range of clinical, safety, and economic outcomes
across studies with varying uterine size thresholds, the review
provides valuable insights into how surgical results may change
depending on uterine size. Notably, all included studies involved
experienced surgeons, which helps make the findings relevant to
specialized centers that routinely perform advanced minimally
invasive gynecologic surgery.

However, there are significant limitations to consider. All included
studies were retrospective cohort designs, which can introduce
selection bias and limit the ability to draw firm cause-and-effect
conclusions. The review is also limited by the small number of
eligible studies and the differences in how each defined "large" or
"extremely large" uteri. Notably, no randomized controlled trials
were identified till the time this review was done, and the lack of
prospective data means that unmeasured factors could have influ-
enced the results. Furthermore, differences in surgical techniques
and institutional practices may have affected the outcomes, and
the learning curve for advanced minimally invasive surgery could
also play arole. A key methodological limitation of this systematic
review is the absence of a formal quality assessment of the included
studies. Without such appraisal, the risk of bias within individual
studies could not be systematically evaluated, which may affect the
reliability and strength of the overall conclusions.
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4.6. Future Research Directions

The findings of this review highlight several highly critical areas for
future research. Prospective randomized controlled trials specifi-
cally designed for large uteri populations are urgently needed to
eliminate selection bias and provide definitive evidence regarding
the comparative effectiveness of robotic versus laparoscopic ap-
proaches. Such studies should stratify patients by uterine size cate-
gories to better understand the size-dependent nature of outcomes
observed in this review. Additionally, Cost-effectiveness analyses
should be conducted across diverse healthcare systems to validate
the surprising cost advantages observed for extremely large uteri.

4.7. Limitation

The major limitation of our study is the retrospective design of all
included studies, the small number of studies (n=4) and sample
sizes, the absence of prospective or randomized trials, and substan-
tial heterogeneity in populations, definitions, and outcomes, which
precluded meta-analysis and tempered the certainty of conclusions.

5. Conclusions

This systematic review demonstrates that the comparative effec-
tiveness of robotic versus laparoscopic hysterectomy for large
uteri is highly dependent on uterine size, with robotic approaches
showing particular advantages for extremely large uteri in terms of
operative efficiency and cost-effectiveness. While robotic hysterec-
tomy shows real promise—especially in lowering conversion rates
and making surgery more feasible for complex, large uteri—there
are important caveats to keep in mind. Notably, the risk of ureteral
injury appears to be somewhat higher with the robotic approach,
and the skill and experience of the surgeon remain critical to achiev-
ing good outcomes. Based on the current body of evidence, which
is drawn from retrospective studies, robotic hysterectomy may be
a valuable option for carefully selected patients with extremely
large uteri, but ideally only when performed by highly experi-
enced surgeons in specialized, high-volume centers. To truly know
which approach is best for which patients, we need more high-
quality, prospective research that can provide stronger, evidence-
based guidance for this challenging clinical scenario. The choice
between RH and LH should prioritize patient selection (uterine
size/adhesions), surgeon experience, and case volume, as well as
institutional resources/robot access.
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