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Abstract
Aim: The aim We evaluated the sexual function of our study is to evaluate sexual function as a result of Human Papillomavirushuman papillomavirus (HPV) positivity, followed by)-positive patients after colposcopy and then loop electrosurgical excision procedure (LEEP).
Materials and Methods: OurThis study was conductedenrolled 344 patients with 340 patients who were referred to our center by detecting newan HPV positivity in infection detected on routine screenings between screening in 2020-–2022. Sexual function was evaluated using the Female Sexual Function Index (FSFI) assessment was performed to evaluate the sexual function status of the participants.In this questionnaire,), which includesconsists of six sections: desire, arousal, lubrication, orgasm, satisfaction, and pain,. 
Results: The mean age of the scores given to these sections344 HPV-positive patients was 37.2 ± 8.2 years, and the total28.2% of them were unmarried. Colposcopy, cervical biopsy, and LEEP were performed in 251 (73.0%), 189 (54.9%), and 42 (12.2%) patients, respectively. The sexual history and FSFI scores indicate sexual function. Points are calculated by the authors who created the questionnaire according to the scoring systemof the patients were recorded. The total and individual parameter scores on the FSFI decreased significantly after colposcopy. Similarly, the total and individual parameter scores on the FSFI were lower at 8 weeks after LEEP compared to those before LEEP.
Results: In the study conducted with 344 HPV positive patients, the mean age of the cases was 37.2 ± 8.2. 28.2% of the patients were single. 251 (73.0%) patients were examined by colposcopy, 189 (54.9%) patients had cervical biopsy and 42 patients(12.2%) had LEEP.At the first admission, the patients were questioned about their previous sexual lives and six parameters in the FSFI. It was determined that six parameters and total FSFI score for FSFI decreased significantly before and after colposcopy. It was found that FSFI scores decreased to a certain extent at 8 weeks after LEEP compared to the pre-procedure period.
Conclusion: HPV positive detection due to cancerCancer-related fear and anxiety and LEEP proceduremay cause sexual dysfunction in HPV-positive patients.
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Introduction
TheHuman papillomavirus (HPV) infection is the most common sexually transmitted viral infection in humans is Human Papillomavirus (HPV) infection [1]. Thereabout 80–90% The lifetime probability of acquiring HPV infection among sexually active people will probably become infected with HPV at least once in their time of life is almost 80–90% [2,3]. Two previous studies conducted in our country showed thereported HPV positivity raterates of 17.9% and 23% in Turkish women as 17.9% and 23% [4,5]. ItHPV has been determined that there are more than 120 kinds of HPV. Although there are so many types, it has been shown that aboutof which 40 types affect the anogenital region and . Infection with HPV types 16 and 18 (70%) arecarries the most effective types in the formationhighest risk of cervical cancer [6]. Cervical HPV disease may histologically transform into low- or high-grade cervical intraepithelial neoplasia (CIN). WhileAlthough most HPV infections are temporary and lack of symptom, a small percentage of women can self-limiting and asymptomatic, some may progress to cervical cancer [6].
Generally speaking, lowLow-grade CIN (i.e., CIN1) is followed, butcan be managed with careful observation, whereas high-grade CIN orand persistent CIN 1CIN1 is treated. Treatment modalities include excisional procedures  with excision (cold blade conization, and loop electrosurgical excision procedure ([LEEP)]) or ablative processablation (cryotherapy and laser ablation) [6].
Although gynecologists identifyprevious studies have evaluated the cancer risks of HPV infections, they can often neglect patients' risk in HPV patients, their psychological problems, including post-diagnosis sexual difficulties., have not been evaluated previously. Anxiety can affect general sexual function likeby decreasing desire, gratification, sexual arousal, spontaneous lubrication, and orgasmic capacity, and it may also be the reason ofcause dyspareunia [7]. In the literature, anxiety is a serious symptom in patientsPatients referred withfor colposcopy indication, and often have anxiety and up to half of them have a fear of developing cancer occurs in half of the cases [7].
The aim of our study is to evaluate We evaluated the sexual function as a result of HPV positivity, followed by in HPV-positive patients who underwent colposcopy and then LEEP.
Materials and Methods
Our study was conducted with We enrolled 340 patients who were referred to our center by detecting newdiagnosed with an HPV positivity in infection on routine screenings between screening in 2020-–2022. Patients with previousa history of HPV positivity, diagnosed cancer patients, patients with, psychiatric disease, patients who had undergone or abdominal or vaginal surgery, and were excluded. In addition, we exclued patients using drugs that may cause sexual dysfunction were not included in the study. Patients and those who underwent a cervical biopsy under general anesthesia were not included in the study. . The Female Sexual Function Index (FSFI) assessment was performedused to evaluate the sexual function status of the participantspatients.
Except for HPV16-18, patients who were positive for other Patients infected with HPV types other than 16–18 and whosethose with normal cytology results were normal, were not subjected to any additional proceduresfurther testing and were called for controlfollowed up after 1 year. Patients with HPV 16-–18 positive or other types positive and cytologyor cytological abnormalities (atypical squamous cells, low grade CIN, -/high -grade CIN) underwent colposcopy and a cervical biopsy was performed if necessary. As a outcome, the LEEP procedure was applied toperformed in patients with suspected cancer, high -grade CIN, whosean unclear transformation zone was not clearly visible, and who had, or carcinoma in situ.The  Only 1-cm-thick cervical tissue thickness, which is was removed for the continuation ofto preserve fertility and cervical continence (to protect against abortion, which prevents miscarriages and premature birth), is approximately 1 cm.The LEEP operations weredoneunder. LEEP was performed under general anesthesia by a gynecological oncology surgeon.
The FSFI was administered to the participantsutilized at the time of diagnosis, 4 weeks after colposcopy, and 8 weeks after LEEP pendingtete-a-teteconversations.In this questionnaire, which includes through telephonic interviews. The FSFI indicates sexual function and consists of six sections:; namely, desire, arousal, lubrication, orgasm, satisfaction and pain, the scores given to these sections and the total FSFI scores indicate sexual function [8]. Points are calculated by the authors who created the questionnaire according to the scoring system. In the questionnaire, answerchoices were presented to the patients and separate subscale scores were check outed on the, and pain [8]. The FSFI components were scored on a Likert-type answer scale. A total point of less than An FFSI score < 26.55 defines the risk ofindicates sexual dysfunction [9].
Categorical variables were summarized using are presented as frequencies and percentages. All values , whereas quantitative variables are expressed as means ± standard deviations [withand 95% confidence intervals (CIs)],), unless stated otherwise. Continuous variables were compared using the Student’s t -test and the Mann–-Whitney U test. ForNormally distributed variables demonstratingwere compared using a normal distribution, the paired Tt-test was performed.. Categorical datavariables were compared using the χ2 test. Paired TA paired t-test was performed forto compare dependent variables. All statistical analyses were performed using Med Calc SoftwareMedCalc software (version 14.0 for Windows; MedCalc, Mariakerke, Belgium). In all analyses, P < 0.05 was takenconsidered to indicate statistical significance.
Results
InThe mean age of the study conducted with 344 HPV -positive patients, the mean age of the cases was 37.2 ± 8.2. years, and 28.2% of the patients were single. unmarried. Colposcopy, cervical biopsy, and LEEP were performed in 251 (73.0%) patients were examined by colposcopy, %), 189 (54.9%) patients had cervical biopsy%), and 42 patients(12.2%) had LEEP. Demographicpatients, respectively. Table 1 presents the patients’ demographic information of.
The FSFI scores of the patients were recorded at admission, 4 weeks after diagnosis and colposcopy, immediately before and after LEEP, and 8 weeks after LEEP. In addition, the cohort are given in Table 1.
At the first admission, the patients were questioned about their previous sexual lives and six parameters in the FSFI. He was questioned again at 4thweeks after diagnosis/colposcopy. FSFI parameters were evaluated before the procedure and after the procedure at the 8th weeks follow-uphistory of the patients with LEEP indication. It was determined that six parameterswas recorded at admission. The individual parameter and total FSFI score for FSFIscores decreased significantly before and after colposcopy. It was found that FSFI scores , and decreased to a certain extentslightly at 8 weeks after LEEP compared to that before the pre-procedure period.As shown in. Table 2, demonstrates a significant difference was calculated between thein FSFI parametersscores after compared to before and after diagnosis and before and after LEEP.
Discussion
HPV is a sexually transmitted illnessdisease that can cause is associated with psychological problems as well as and physical ailments such asproblems, including cervical cancer and vulvar condylomas. Patients infected with HPV -positive patients may experience different psychological emotionsdistress during the stagesprovision of learninginformation related to the transmission of this virus, diagnosis such asdisease, diagnotic procedures (e.g., colposcopy and biopsy,), and treatment such as(e.g., LEEP. These affects). The various emotions experienced by HPV-positive patients include ignoringdenial, dread of cancer, concern, depression, and sadness. Despite the Even patients with a normal colposcopy evidences and exhaustive knowledge about very and low malignity risks, a risk of malignancy experience  significant portion of the patients continue to have psychological problems. These problems can cause distress, which may lead to sexual avoidance and sexual dysfunction in women. The FSFI is commonly used and well-accepted to researchevaluate the sexual functioningfunction of women [10]. In ourthe present study, itsexual dysfunction was determined that the detection ofcaused by an HPV positivity, performinginfection diagnosis and by undergoing colposcopy with colposcopy indication and performing LEEP separately caused a decrease in sexual function.
It has been shown in previousPrevious studies have suggested that HPV-positive patients with HPV positivity experiencehave sexual dysfunction and decrease indecreased sexual desire [11,12]. In studies investigatingMoreover, sexual desire, arousal, lumbricationlubrication, orgasm experience, and satisfaction, when sexual function was examined under subheadings, it was found to be  were significantly lowerdecreased in the HPV group-positive patients [2]. Persistence or HPV persistence and recurrence of HPV has been found to increase patients'were associated with increased patient concerns about sexual desire [11]. It was concluded that], and the concerns, notrather than the physical burden of HPV treatment and management, were the most disturbingdistressing for women [11]. Precancerous cervical lesions regress over time, and approximately 30% of high-grade CINs can transform into invasive cancer over a long period of time.Although. Despite being provided this information is transferred to, the patients, it has been shown that the feelings of anxiety and fear doof patients did not decrease significantly decrease[11]. NegativeHPV infection is associated with negative effects of HPV on depression and anxiety have been demonstrated [2,13-–16]. The effect of depressionDepression has significant negative effects on orgasm and sexual satisfaction sub-scores was found to be significant [2]. It was concluded that Independent of the cervical cytology, a positive HPV test independent of cervical cytology may may cause self-blame and feeling bad regardingnegative feelings toward sexual intercourse in patients [17]. Although it is thought that patients with warts may experience a greater decrease in sexual desire, since genital Although warts are the most visible symptom that patients can notice by themselvesobvious clinical manifestations of an HPV infection, studies have foundreported that there is no significant difference between the presence and absence ofin psychosexual concerns inamong HPV-positive patients with and without genital warts [18]. It is an expected result that the patients who are Patients with HPV 16 and 18 positive among the informed patients infection have moregreater sexual dysfunction compared to those with other HPV types due to the higher risk of cancer than otherwith HPV types16 and 18 infections. In our study, it was shown that thea diagnosis of HPV positivityinfection affected all FSFI parameters, but mostly affectedcomponents, particularly arousal (p: = 0.005) and orgasm (p: = 0.003) values. The reason for this is thought), which may be due to be cancer-related anxiety.
In the studies conducted in the literature, the effect of the Loop electrosurgical excision procedure (LEEP) on sexual function was researched based on the complaints of leads to dyspareunia and reduced spontaneous sexual interest, frequency of intercourse frequency, sexual arousal, lubrication, and orgasm and dyspareunia, and it was found that at least one parameter was disrupted in the studies [19-–25]. However, some previous studies have foundreported that performing LEEP does not influenceaffect female sexuality crosscheckedwhen compared with pre-surgicalpresurgical sexual function [7,26]. In the literature, it has been shown that there is a decrease in The dyspareunia after LEEP from the 6th month to the 2nd yeardecreases almost 6 months to 2 years after the procedure [7,27]. It was determined that patientsPatients with a high anxiety level at the initial controlpresentation had more frequent dyspareunia and negative sexual feelings thancompared to those with a low anxiety gradelevel [7]. ChangesLEEP was associated with a significant decrease in overall and orgasm-related satisfaction, and vaginal elasticity, and orgasm satisfaction after LEEP appeared statistically significant (P (p < 0.05) [21]. In ourthe present study, it was observed that there was a decrease in LEEP and the FSFI scores in the analysis performed in dependent groups. It is thoughtscore decreased after LEEP. It is probable that the fear of cancer alienates from leads to reduced interest in sexual intercourse. Especially in his previousPrevious studies, it is thought have suggested that the problemsexual dysfunction is caused byrelated to anxiety, notrather than physical disability, as sexuality returns to normal over time.
One limitation of this article is that it isThe present study had a few limitations. First, this was a retrospective. In addition study. Second, cervical biopsy procedures were was not performed under general anesthesia in our study, and this, which may increasehave led to increased fear and anxiety. On the contrary, the high in patients. By contrast, the study also had a few strengths, including the large number of included patients isand the strength of our cohort. The use of an approved surveya validated tool to evaluate the sexual function of the woman community ignored the shortcomings of the studypatients.
As aIn conclusion, HPV positive detectioninfection and LEEP lead to sexual dysfuction due to cancer-related fear and anxiety and LEEP procedure cause sexual dysfunction in patients.
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Table 1. Demographic datacharacteristics of the patients
	
	Patients (n: = 344)

	Age;, years, mean ± StD
	37.2 ± 8.2

	Parity, mean ± StD
	1.6 ± 1.1

	Marital status, n (%)
- Single
- Married
	
97 (28.2)
247 (71.8)

	Type of HPV type, n (%)
- 16/18
- Non 16/18Others
	
176 (51.2)
168 (48.8)

	Cytology, n (%)
- Normal
- CIN 1CIN1
- CIN 2CIN2/3
	
211 (61.3)
91 (26.5)
42 (12.2)

	Performed of colposcopyColposcopy, n (%)
	251 (73.0)

	Performed of biopsyBiopsy, n (%)
	189 (54.9)

	NounGrade of biopsy, n (%)
- 1
- 2
- 3
- 4
	
106 (56.1)
43 (22.8)
14 (7.4)
26 (13.8)

	Results of biopsyBiopsy result, n (%)
- Normal
- Low -grade CIN
- High -grade CIN
	
139 (73.5)
11 (5.8)
39 (20.6)

	Performed of LEEP, n (%)
	42 (12.2)

	Size of LEEP size, cm, mean ± StD
	2.9 ± 0.3


HPV: Human Papillomavirushuman papillomavirus, CIN: cervical intraepithelial neoplasia, LEEP: loop electrosurgical excision procedure, StD: standard deviation










Table 2. FSFI parameterscomponents before and after diagnosis and before and after LEEP
	
	Before diagnosis
	After diagnosis / /colposcopy
	Pp-value
	Before LEEP
	After LEEP
	Pp-value

	Desire
	4.9 ± 0.9
	4.7 ± 0.8
	0.019
	4.3 ± 0.6
	3.8 ± 1.1
	0.012

	Arousal
	4.8 ± 0.9
	4.5 ± 1.0
	0.005
	4.2 ± 0.7
	3.7 ± 1.0
	0.008

	Lubrication
	4.8 ± 0.9
	4.6 ± 0.8
	0.007
	4.3 ± 0.6
	3.9 ± 0.7
	0.025

	Orgasm
	4.6 ± 0.9
	4.4 ± 1.2
	0.003
	4.3 ± 0.7
	3.9 ± 0.7
	0.006

	Satisfaction
	4.8 ± 0.9
	4.7 ± 0.9
	0.022
	4.2 ± 0.6
	3.6 ± 1.0
	0.001

	Pain
	4.6 ± 0.9
	4.4 ± 0.8
	0.018
	4.0 ± 0.7
	3.5 ± 1.1
	0.018

	Total
	28.7 ± 2.8
	27.5 ± 3.2
	> 0.001
	25.6 ± 1.5
	22.5 ± 4.5
	> 0.001


LEEP: loop electrosurgical excision procedure



















Laparoscopic surgery offor large adnexal masses (> 12 cm):Single  A single-port orvs. conventional? approach
Abstract:
Aim: We aimed to comparecompared single-port laparoscopic surgery (SPLS) and conventional multiport laparoscopic surgery (SPLS and CMLS, respectively) for a large adnexal mass (AM).
MaterialMaterials and Methods: The We retrospectively analyzed the data offrom 43 casesundergoinglaparoscopy(LS)due to huge patients who underwent SPLS (n = 17) or CMLS (n = 26) for large AMs (≥ 12 cm) between 2016 and 2021 were evaluated retrospectively. The SPLS procedure was applied in 17 cases, and CMLS was performed in 26 cases.The premierresult was the grade of the. The primary outcome was postoperative improvement according to the Quality of Recovery (QoR)-40 questionnaire score (at 24 h after the surgical procedure; postoperative day 1).The postoperatively. The port sites were appraised accessingevaluated using the Patient and Observer Scar Assessment Scale, whicheverwhich is formedcomposed of the Observer Scar Assessment Scale (OSAS) and Patient Observer Scar Assessment Scale (PSAS).
Results: The data of 43 casesundergoingSPLS (n = 17) or CMLS (n = 26)due to a large AM (≥12 cm)were analyzed. No meaningful distinctions inThere were no significant differences between the groups in terms of age, menopausal status, body mass index, or mass size were observed among the two cohorts.. The operation time was shorter in the SPLS than the CPLS cohortgroup (42.6 ± 3.6 vs. 48.8 ± 6.0; P min; p < 0.001). UnilateralIn the SPLS and CMLS cohorts, unilateral salpingo-oophorectomy was performed in 35.3% of cases in the SPLS cohort and 23.1% of patients in the CMLS cohort (P, respectively (p = 0.383). The QoR-40 points werescore was significantly higher in the SPLS than the CMLS group (154.7 ± 11.7 vs. 142.3 ± 17.4; Pp = 0.014). The OSAS and PSAS scores were lower in the SPLS than the CMLS group.
Conclusion:LS  CMLS and SPLS can be usedperformed for large cysts that are not considered to be at high risk of malignancy. The postoperative recovery time was shorter in patients undergoingafter SPLS compared to CMLS.
Key words: Laparoscopy, Largelarge adnexal mass, Singlesingle-port laparoscopic surgery







Introduction
AlmostlyApproximately 10% of female underwentoperation women undergo surgery for an adnexal mass (AM) throughoutduring their lifetime [1]. Most AMs occurduringare benign and occur during the premenopausal period and the pathologies are generally benign.. Minimally invasive surgery (MIS) is preferred for AMs because it is associated withawith a more rapidrecovery, less adhesion,rapid recovery, fewer adhesions, a faster return to social life, and better cosmetic outcomes than other approaches. AM patients are typicallyAMs tend to affect relatively young women [2].
Larger-diameter AM isLarge AMs are associated with prolonged operative times and anincreasedan increased risk of malignancy [3-–5]. Some surgeons have suggested that recommend open abdominal surgery (i.e., laparotomy) for patients with AMs larger than 8-–10 cm are best operated with open abdominal surgery[6]. Patients ,2,3] because they do not benefit from laparoscopy (LS), andlaparotomy is thus used for large benign tumors [2,3].). Large AMs may be inadvertently rupturedbyaruptured by the insertion of a Veress needle or insertion ofthe first trocar.
TrocarConventional multiport LS (CMLS) is associated with trocar-related complications and issues, such as lowcosmetic satisfaction, increased poor cosmetic results, bleeding, hernia, visceral injury, and wound infection,may be encounteredwhen usingconventional multiport LS.. Although single-port laparoscopic surgery (SPLS) is usedoften performed for AMsandAMs and gynecological surgeries, it is not usually the preferred methodsuitable for hugelarge AMs; however,the. However, there is a lack of previous studies on this subject are insufficient.Thustopic. In the present study, we evaluatedcompared the useoutcomes of LSandCMLS and SPLS for huge AMs in thisstudy. We aimed to compare SPLS and conventional multiport laparoscopic surgery (CMLS) for large AMs. 
MaterialMaterials and Methods
The We retrospectively analyzed the data of 43 women who underwent LSdueSPLS (n = 17) or CMLS (n = 26) due to hugelarge AMs (≥ 12 cm) between 2016 and 2021 were evaluated retrospectively. The SPLS procedure was performed in 17 women, and CMLSwas performed in 26 women. All women. The patients underwent an a preoperative ultrasound prior to operation and magnetic resonance imaging to assess the morphology and dimensions of the mass.Magnetic resonance imaging was performed in all patients. The largest diameter of the mass on MRI images before surgery was determined as the dimension of the mass.Exclusion criteria were determined as malignant We excluded patients with suscpected cancer suspicion, deep, deeply infiltrating endometriosis, and an indication for hysterectomy or myomectomy along with. We recorded the procedure. The demographic information and, CA-125 level, cyst dimension, surgery duration of surgery, conjectural, estimated blood loss, transfusion, postoperative hospital stay after surgery, analgesic requirement, perioperative complications, and follow-up time were recorded for all patients.duration. The International Ovarian Tumor Analysis (IOTA) scoring system was used to exclude malignancy in all patients [7]. The time between the first skin incision and closure was takenrecorded as the operating time.
The CA-125 concentrations were determinedlevel was measured using a Cobas 8000 automatic biochemical analyzerAutomatic Biochemical Analyzer (Roche Diagnostics GmbH, Mannheim, Germany) and commercial reagents. Hemoglobin levels werewas measured using an XN-1000 hematology analyzerHematology Analyzer (Sysmex, Kobe, Japan). Our standard preoperative and postoperative patient care protocols have been published in the previous publicationpreviously [8].
CMLS:Veress needle was used to create A pneumoperitoneum. was created using a Veress needle. A 12 -mm trocar was inserted through a vertical incision made above the umbilicus. Afterwards, Then, a telescope was used for abdominal observation was made with a telescope.. Three 5 -mm trocars were placedinserted at the levellevels of the navel and below the level of the abdomen under telescopic observation with a telescope.. Although the trocars’ positions of the trocars varied, there wasusually a rightlateral, they were usually inserted into the right lateral, left lateral, and suprapubictrocar.suprapubic regions. The fascia ofunderlying the umbilical incision was closed with 1.0 Prolene sutures.
Patients were preparedplaced in the Trendelenburg position for surgery. Pelvicand the pelvic masses were dissected until they were free. If the freed by dissection. In cases with cyst rupturedrupture in the abdomen during the operation, the contents were aspirated. One of the 5 -mm trochords was converted to a 10 -mm trochord, and an endobag with aand 40 -cm -long cord was sent towere inserted into the abdomen. After placing the specimen was placed in the endobag bag, the endobag , its mouth was closedsealed by pulling the string, and it was taken out of. Then, the endobag and trocar were removed from the abdomen with. Once the trocar. When theendobag mouth of the bag was takenprotruded out of the incision, the specimen ininside the bag was aspirated or dissected out.
SPLS: Octoport™ or SILS® port, a four-channel single-port system, was used for single-SPLS. The port surgery. The port was placed afterwas inserted through a 3 -cm umbilical incision was made in the umbilicus. The . A 10 -mm telescope was held by the assistant. The telescope used was generally angled at an angle of 30 degrees.°. The surgeon guided the laparoscopic instruments with both hands. A Rumi cannula was handled by the second assistant wasand used to manipulate the uterus. The cyst was punctured, and its contents were aspirated during the operation.. Then, oophorectomy was performed using thea LigaSure device (Medtronic, Dublin, Ireland). The remainingremnant cyst tissue was excised. The port was removed, and the openings in the fascia and skin were sutured.
The time forof specimen collection was calculated as the time between opening the bag and removing it completely from the abdomen. The duration of the operation isduration was calculated as the time untilfrom the first skin incision to the end of skin suturing is completed.. The fascia opened in the umbilicus was removedsutured under direct observation withusing 0 vicryl. The fasciae of the additional 5 -mm incisions were not suturedThesutured. The skin incisions were sutured with absorbable 4-0 vicryl. Local anesthesia was not applied to the incisions.
Postoperative (24th postoperative hour24 h postoperatively) recovery was evaluated using the Quality of Recovery (QoR)-40 questionnaire system. There are 5 different, which consists of five sections in the content of the questionnaire;: physical cosiness (12 queriesquestions), sentimental condition (9 queriesquestions), physical independence (5 queriesquestions), psychological assistance (7 queriesquestions), and soreness (7 queries). The answers to the questions were optional). The QoR-40 questionnaire rates the answers on a Likert scale (never, sometimes, generally, often, and always). In the QoR-40 system, the), with a total point is calculated between score of 40-–200 [9].
SixAt 6 weeks after the operation, the patients were baded to the gynecology clinic to evaluate the aspect of postoperatively, the port spaces. of the patients were evaluated. The Patient and Observer Scar Assessment Scale system was used to evaluate the healing status of the port areas. ThisThe system consists of two different parts;: the Observer Scar Assessment Scale (OSAS) and Patient Observer Scar Assessment Scale (PSAS) [10]. The OSAS system consistsand PSAS consist of 6six sections and itseach. The OSAS score isranges from 1 (normal skin and) to 10 (worst possible incisions (Total score is) for each section and from 6 (normal skin,) to 60 is (worst possible scar).) for the total score. The PSAS system also consists of 6 sections and in scoring,score ranges from 1 indicates the (best andoutcome) to 10 the (worst. In total points, 6 corresponds to the  outcome) for each section and from 6 (best andoutcome) to 60 to the (worst results.outcome) for the total score. The OSAS was completedadministered by thean observer (KG)K.G.) and the PSAS was completed by the womenparticipants.
AllThe statistical studies were applied utilization Med Calc Softwareanalyses were performed using MedCalc software (version 14.0 for Windows; MedCalc, Mariakerke, Belgium).  Categorical variables were summarizedare presented using closeness and ratio. Numerical data are shownpresented as the mean ± standard deviationsdeviation. Continuous variables were analyzed withusing the Student-T Student’s t-test. Categorical throughputvariables were analyzed withusing the χ2 test. Logistic regression analysis was utilizedperformed to determineidentify predictive agentsfactors. The outcomes are offeredpresented as odds ratios with(ORs) and 95% Cis. In all datas,confidence intervals (CIs). P < 0.05 was receivedconsidred to defineindicatee statistical significance.
Results
The data of 43 patients who underwent SPLS (n = 17) orCMLS (n = 26)due to a large AM (≥12 cm)were analyzed. The Table 1 presents the demographic data are provided in Table 1. No meaningful distinctions inof the study participants. There were no differences in the groups in terms of year, menopausal status, body mass index, or mass size were observed among the two cohorts.. The operation period was shorter in the SPLS than the CPLS cohortgroup (42.6 ± 3.6 vs. 48.8 ± 6.0; P min, respectively; p < 0.001.). Unilateral salpingo-oophorectomy was performed in 35.3% of cases in the SPLS cohort and 23.1% of patients in the SPLS and CMLS cohort (Pgroups (p = 0.383). The patients had There were no complications due to the Veress needle or trocarinsertion.trocar insertion. No umbilical hernias were seen duringtheobserved during follow-up.
A total of 95.3% of the The excised biopsy specimens were benign and borderline in 95.3% and 4.7% (n = 2) were borderline.of patients, respectively. Two CMLS group patients (aged 36 and 40 years) were defined with had a borderline ovarian tumor. These patients were followed for 44 and 57 months, respectively, and no recurrence was observed; the. In these patients, frozen result wassection analysis showed benign in both patientsfeatures and oophorectomy was performed. The tumors were 17 and 18 cm in size, and the CA125 valuesCA-125 levels were 8 and 14, [Units?], respectively.No The patients were not administered any additional surgical procedure was performed and noprocedures or adjuvant treatment was administeredtreatments.
The QoR-40 pointswerescores were significantly higher in the SPLS than the CMLS cohortgroup (154.7 ± 11.7 vs. 142.3 ± 17.4; P. respectively; p = 0.014). The median QoR-40 valuescore in the entirecohortwasall participants was 149. The results of Table 2 presents the regression studies applied to determine analysis of the risk agentsfactors for QoR-40 scores≥score ≥ 150 aregiven in Table 2. According to the analysis,. SPLS was the aloneonly independent prognostic agentfactor (OR: = 0.1, 95% CI: = 0.1–0.6; Pp = 0.012). The OSAS and PSAS pointsscores were fallenerlower in the SPLS than the CMLS cohortgroup (Table 1).
Discussion
In thisstudy, the present study, we evaluated the LS procedures for hugelarge AMs were evaluated, and found that SPLS was associated with a higher postoperative recovery scoresscore than CMLS. LS can be used in cases withhuge AMs evaluatedby a specialist team based onpreoperativePreoperative ultrasonography, other imaging methods, or tumor markers can be used to evaluate the suitability of LS for large AMs.
LS has turn intois the gold standard for surgical treatment offor benign AMs [11]. SomeHowever, some surgeons do not favorLS becausediscourage the use of LS for large pelvic masses due to the higher risk of malignancy for large pelvic masses, the, high risk of intraoperative rupture, and technical difficulties. Childers et al. [12] reported that 86% of pelvic masses were benign, compared to79and 79.2% of hugelarge AMs (> 10 cm) [12].were benign. In our study, no malignancywas encountered in any patients afternone of the patients had a malignancy and were evaluated by experts using a preoperative ultrasound, magnetic resonance imaging, or computed tomography evaluation by an experienced team;. Benign and borderline histology features were observed in 95.3% of the patients were classified as benign and 4.7% asborderline.of patients, respectively. In a researchstudy of 186 cases who undergo laparoscopic surgeryunderwent LS for a hugeAM (>large AM (> 10 cm), the median extentduration of hospital remainstay was 1 day (range: = 1–3 days) [6]. There were no complications concerneddue to the insertion of a Veress needle or trocar insertion [6].A malignant tumor Malignancy was foundobserved in 17 (9.1%) patients. TheOur patients in our cohort did not develop any complications due to the insertion of the Veress needle or trocar, and the median extentduration of remaininsertion was 1 day (range: 1–3 days).
VariousmaterialsVarious materials and tools have been developed for the laparoscopic removal of large AMs without rupture or intraperitoneal exfoliation. It is very difficult to explore the entire abdomen without removing anAMan AM. The risk of cyst rupture is greater duringMISduring MIS because adequateof the inadequate working space and vacumm offor the cyst’sextraction of cyst ingredients are required to extract the specimen [1]. The risk of rupture duringLS performed on AMduring LS for AMs ranges from 22 to –100% [6,13-–16]. RuptureThe rupture of malignant massescancers is an independent prognostic factor affectingof disease-free survival [17]. Predictive models for malignancy risk have been described, based on the RMI [18], IOTA guidelines [7], and ROMA score [19].
In our study, LSwasLS was performed for hugelarge AMs, but the. The postoperative standard of improvementwas improvement was better in cases for whom a single-port system was used. The operatingperiodfollowing CMLS than SPLS. The operation duration was shorter in the SPLS than the CMLS cohort.group. Because the surgical team was experienced and often comprised the same individuals, it was easier to remove the specimen from the largerlarge incision during SPLS. TimeThe time was wasted during CMLS, as because the lateral trocar was expanded to 10 mm when theendobagthe endobag was removed.
In previous studies, the pain scores were lower for small -port incisions than large-port incisions [20]. Mini-laparoscopic gynecological operation usingsurgery uses fewer ports results in lessincisional suffering to prevent incisional pain and anprovide excellent cosmetic surface after surgery.results. In our researchstudy, the OSAS and PSAS pointsscores were lowerfor thelower after SPLS procedure.than after CMLS. The greater number of incisions and longer total incision length for the multiport procedure may have increased the pain score for CMLS.
 SPLS was the only independent factorassociatedfactor associated with the quality of recovery. Trocar-related complications, such as decreasedpoor cosmetic satisfaction, increasedresults, bleeding, herniation, and increased hernia and wound infection,are seen in conventional multiport LS. may occur after CMLS. The QoR-40 score was lower for CMLS than SPLS due to the increased number of incisions in the fascia resulting fromfor the increased number of trocars and higher tension in the fascia. In addition, better cosmetic resultswere obtainedinresults were obtained in the SPLS group. compared to the CMLS group.
The restrictions of our research included its Our study had a few limitations, including the retrospective character, the presence of missing knowledge, and a littlestudy design, incomplete data, and small sample extentsize. Retrospective researchsstudies may be affected by variablesbias, such as selection and recall problems that , which can biasaffect the outcomes. In spite ofDespite these restrictions, thelimitations, both groups had similar demographic characteristics of the two groups were similar, and follow-up knowledge. The study procedures were existent, and whole operations were appliedperformed by the uniformsame surgical crewteam, which enhancedmay have improved the effectiveness of ourpostsurgical outcomes and reduced its possible weaknesses.
In conclusion, LS can be usedis suitable for large cysts that are not considered to be at risk of malignancy. The postoperative recovery timewasshorter in patients undergoingtime was shorter after SPLS compared tothan CMLS.


