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Gynecologic surgeons have traditionally restricted the

physical activity of postoperative patients. Minimally

invasive surgery and enhanced recovery after surgery

programs have contributed to decreased hospital stays

and more expeditious recovery. In this narrative review,

we review the current state of postoperative activity

restrictions in gynecology and other specialties, the

purported risks and potential benefits of postoperative

activity, the available evidence to refute or support

activity in the postoperative activity, and, finally, the

potential benefit of added activity in the postoperative

period.
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Gynecologic surgeons have traditionally restricted
the physical activity of their postoperative

patients. Minimally invasive surgery and enhanced
recovery after surgery (ERAS) programs have led to
decreased hospital stays and quicker recoveries, call-
ing these recommendations into question.1 One con-
cern has been the potential for increases in intra-
abdominal pressure leading to adverse outcomes.
However, even routine, necessary, everyday activities

can lead to increases in intra-abdominal pressure. For
example, Weir et al2 demonstrated that going from
sitting in a standard-height chair to standing (a com-
mon activity) results in an increase in intra-abdominal
pressure similar to lifting a 13-lb load from the floor.
Many fields are re-evaluating postoperative activity
restrictions, including general and orthopedic surgery.
Orthopedic literature suggests that early resumption
of activity actually promotes restoration of normal
function.3 If we extrapolate this theory to pelvic sur-
gery, it is possible that pelvic loading (through activ-
ity) may help promote tissue remodeling, thereby
strengthening muscle and tissue, ultimately leading
to improved surgical outcomes.

Numerous studies have evaluated surgical outcomes
after pelvic organ prolapse (POP) surgery, and most
contemporary literature continues to evaluate outcomes
of surgical procedures that were first described 50–100
years ago.4,5 Although there have been some modern
modifications to these surgical procedures (eg, route of
access, suture and mesh choice), there has been little
innovation in the actual procedures themselves. There
is even less focus on innovative approaches to improve
recovery after gynecologic surgery. Minimally invasive
surgical approaches, ERAS, opioid-sparing analgesia,
and same-day discharge have helped revolutionize gyne-
cologic and POP surgical care, eliminating several bar-
riers to surgery.1,3,6,7 To continue this trajectory,
guidelines based on evidence and innovations specifi-
cally in postoperative care and restrictions are needed.

To align with other advances that have improved
recovery, several trials have revisited postoperative
activity recommendations after gynecologic surgery
to gain more information about when women can
safely resume their activities. In this review, we review
the current literature around postoperative activity.

WHY DOES POSTOPERATIVE
ACTIVITY MATTER?

With increased emphasis on minimally invasive
surgical approaches, ERAS, prehabilitation, and
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same-day surgery, some of the most common ques-
tions gynecologic surgeons hear from patients center
around resumption of exercise and physical activity
and return to work. Given the lack of clear evidence-
based recommendations, most surgeons rely on
anecdotal instructions passed down from prior sur-
geons. A recent survey study demonstrated that most
gynecologic surgeons placed some restrictions on how
much patients could lift after surgery, and 60%
recommended that women continue lifting restrictions
for at least 6 weeks after a minimally invasive
laparoscopic hysterectomy.8 Half of participants rec-
ommended a 10-lb weight restriction; for perspective,
a gallon of milk weighs nearly 10 lb (8.6 lb), as do
many women’s bags. This contrasts with many public
health websites that answer common recovery ques-
tions for women after a hysterectomy. For example,
the Illinois Department of Public Health notes that
patients can go back to normal activity within 1–2
weeks after a vaginal or laparoscopic hysterectomy.9

It also obviates many of the benefits of minimally
invasive surgery, including earlier return to work
and normal activities. Our lack of consensus on post-
operative physical activity is a potential source of con-
fusion and deterrent for women contemplating a
quality of life–enhancing procedure.

WHAT IS THE POTENTIAL BENEFIT OF
POSTOPERATIVE ACTIVITY RESTRICTIONS?

The logical rationale of postoperative activity restric-
tions is to prevent an adverse event. For laparotomies,
one adverse event that surgeons may hope to avoid
with postoperative activity restrictions is an abdomi-
nal hernia. The proposed mechanism for postopera-
tive hernia development is an increased abdominal
pressure resulting in increased forces of the already
weakened sutured fascia.10 Although postoperative
activity does increase intra-abdominal pressure, many
studies have demonstrated that larger increases in
intra-abdominal pressure occur while doing unavoid-
able, normal physiologic activities such as coughing,
defecating, or rising from sitting to standing position
compared with controlled physical activity or lifting
light weights.2,11 “Nonrestrictable” physical activity,
including duties or activities of daily living, result in
increases in intra-abdominal pressure similar to more
strenuous activities. Although surgeons are trying to
prevent the adverse event of a postoperative hernia or
prolapse recurrence, only a minority of incisional her-
nias or prolapse recurrences happen during the first
year postoperatively.5,12 There are likely other impor-
tant factors involved in the development of a postop-
erative hernia, vaginal cuff dehiscence, or prolapse

recurrence such as impaired wound healing, infection,
hematoma or seroma, or changes in collagen and neu-
romuscular integrity.13 These outcomes are less likely
linked to increases in intra-abdominal pressure during
the postoperative period and are likely multifactorial
in nature.

LACK OF CONSENSUS AMONG SURGEONS

In the field of gynecology, surgeons’ recommenda-
tions for activity and rest during the postoperative
period vary widely. Questionnaire studies of surgeon
practices demonstrated this discrepancy with respect
to activity, specifically lifting, stair climbing, driving,
and having sexual intercourse.8 Gynecologic surgeons
are not alone in the variability of postoperative
instructions; general surgeons also recommend a vari-
ety of postoperative activity recommendations.
Recently, Schaaf et al14 queried general surgeons on
their prescribed postoperative activity restrictions
after hernia repairs (through laparoscopic or open
route) nationally. Although there was consensus on
the use of some amount of postoperative activity
restriction, there was variation in the duration of
restriction. Similar results were demonstrated when
surgeons were queried regarding restrictions after
abdominal surgery. After minimally invasive abdom-
inal surgery, 34% of surgeons restricted activity for 2
weeks, 24% for 4 weeks, and 16% for 6 weeks; only
12% recommended no restrictions after surgery.15 It is
interesting that only 25% of surgeons perceived that
their prescribed instructions were evidence based.

The lack of consensus on postoperative instruc-
tion further calls into question the utility or necessity
of postoperative activity restrictions. Some investiga-
tors have even demonstrated that activity does not
differ in patients who are instructed to restrict activity
and those who are allowed to liberally resume
activity.16 After randomizing women to liberal com-
pared with restricted activity after surgery for POP,
Arunachalam and Heit16 demonstrated that both
groups of women achieved similar activity levels ac-
cording to accelerometer data and self-reported mea-
sures of activity.

CONTEMPORARY OUTCOMES DATA ON
ACTIVITY RESTRICTIONS

As more surgeons start to question the traditional
dogma, several studies have demonstrated that post-
operative activity restrictions do not affect surgical
outcomes both within and outside of gynecologic
surgery. A recent systematic review highlighted a
large gap in studies addressing surgical outcomes (of
diverse surgical disciplines) related to postoperative
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activity restrictions. No studies have evaluated the
effect of postoperative activity restrictions on the
development of incisional hernias, even though hernia
is the adverse event surgeons most want to prevent
with restrictions.15

Two well-designed studies evaluated the effects of
postoperative activity restrictions on surgical success
in women undergoing prolapse repair.17,18 Mueller
et al18 performed a multicenter, double-masked study
that randomized women to either liberal or restricted
postoperative activity after prolapse repair. Those ran-
domized to liberal activities were instructed to resume
activities liberally (including but not limited to run-
ning, lifting, strenuous activity, and sit-ups), and those
in the restricted activities group were instructed to
restrict lifting and physical activities. At 3 months,
women randomized to liberal activities were similarly
satisfied but reported fewer prolapse and urinary
symptoms postoperatively compared with those ran-
domized to restricted activities, and short-term ana-
tomic outcomes were not different.18 The study also
rigorously evaluated the relationship among pelvic
floor symptoms, health-related quality of life out-
comes, and sexual function. Using PROMIS
(Patient-Reported Outcomes Measurement Informa-
tion System) measures, we found that pelvic floor
symptom severity correlated with all domains of
health-related quality of life outcomes.19 O’Shea
et al17 reported similar short-term findings in a ran-
domized noninferiority trial of standard compared
with expedited postoperative activity restrictions after
prolapse surgery. Three months after surgery, the
authors found that expedited activity after POP sur-
gery resulted in noninferior anatomic and symptom-
atic POP outcomes and concluded that it was
reasonable to counsel patients to resume physical
activity after POP surgery. Geynisman-Tan also as-
sessed longer-term pelvic floor outcomes such as pro-
lapse recurrence in a planned secondary analysis at 1
year with an 81% retention rate.20 There were no
significant differences in functional or anatomic out-
comes in women instructed to resume activity liber-
ally compared with those instructed to restrict activity
1 year after surgery.21 Further studies of the effect of
activity restrictions on longer-term outcomes for pro-
lapse recurrence are needed.

WHAT IS THE POTENTIAL BENEFIT OF
ADDING POSTOPERATIVE EXERCISE
TO RECOVERY?

Modern data across disciplines (general surgery,
orthopedics, and gynecology) suggest that early
resumption of activity after surgery is not associated

with adverse patient outcomes. Preoperative exercise
regimens even enhance outcomes after abdominal
surgery and are considered in some ERAS path-
ways.22,23 The next level of investigation centers on
whether recommending some level of activity after
surgery may improve patient outcomes. As surgeons
and patients became more comfortable with postop-
erative activity, investigators in both general surgery
and orthopedic surgery studied the effects of adding
prescriptive postoperative activity. Recently, Heiman
et al24 performed a study evaluating the effect of a
prescribed exercise regimen on the postoperative
recovery of women undergoing breast cancer surgery.
Women were randomized to receive instructions
regarding a postoperative exercise regimen
(30 minutes of aerobic activity a day) or standard post-
operative recovery instructions; the primary outcome
was subjective postoperative recovery. Although they
did not see improved recovery in the women who
were assigned to the perioperative exercise regimen,
there were no differences in complications between
the two groups (15.6% in the intervention group and
18.4% in the control group); however, the study was
not powered to detect differences in complications.
Although a study limitation was the lack of an objec-
tive measurement of recovery, the authors were able
to demonstrate that this was a feasible study design
with successful implementation in women undergoing
surgery.

Onerup et al25 reported similar findings in a ran-
domized controlled study evaluating the effect of pre-
operative and postoperative prescribed exercise in
patients undergoing colorectal cancer surgery. They
randomized patients to usual care compared with pre-
scribed exercise regimens 2 weeks before and 4 weeks
after surgery. Although they did not see a difference in
their primary outcome (self-perceived recovery at 4
weeks), they did not observe any adverse events or
increased complications in the intervention group.
Although the authors acknowledged that their study
was not initially powered with respect to postopera-
tive complications, they noted that they had 6 times
the sample size to detect differences in complications
according to previous literature.25 Neither study used
objective measures of physical activity such as accel-
erometers to quantify activity in the postoperative
period. Although it is unclear from these studies,
given their limitations, whether increased physical
activity in the postoperative period enhances recov-
ery, regimens designed to promote physical activity
likely do not introduce increased risk for complica-
tions. Within our own field, most research on post-
operative exercise has been on post–cesarean delivery
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activity. Numerous studies report the importance of
early, moderate physical exercise after cesarean
delivery as measured by pedometers.26–28 Further
studies promoting enhanced physical activity in the
postoperative period with objective quantitative
measures would be helpful in elucidating the role that
physical activity might have on postoperative
recovery.

IS THERE HARM IN RESTRICTING ACTIVITY?

As we examine the risk–benefit profile of post-
operative activity, it is possible that activity restriction
during the postoperative period may inadvertently
expose patients to additional risk. Surgery typically
has a negative effect on physical movement and
exercise capacity for a period of time. The current
Centers for Disease Control and Prevention guide-
lines for aerobic activity in adults recommend that
adults carry out at least 150 minutes/week of
moderate-intensity physical activity to decrease the
incidence of chronic diseases.29 Unfortunately, for
many patients, the discomfort of their disease leading
to surgery prevents them from completing this degree
of physical activity. As a result, many women come to
surgery with a decreased baseline exercise tolerance
and some degree of muscle deconditioning. Studies
demonstrate that after just 2 weeks of reduced physi-
cal activity, noticeable deconditioning occurs, with
decreases in muscle mass, maximal oxygen uptake
or maximal aerobic capacity (VO2max), and cardiac
output.30 Therefore, for many women, especially
those with comorbid conditions who could benefit
from exercise, a 6-week imposed postoperative
restriction along with their preoperative limitations
can be significant.

One adverse event associated with restricting
postoperative activity is venous thromboembolism
(VTE). Immobilization can lead to venous stasis, an
important risk in the development of postoperative
VTE. Over the past 20 years, the incidence of VTE in
patients undergoing orthopedic surgery has
decreased.31 Although reduction in VTE is multifac-
torial, most surgeons hypothesize earlier postopera-
tive mobilization is a likely contributor.32 Although
the incidence of VTE is much lower in the postoper-
ative period after gynecologic surgery and even lower
after prolapse procedures, it contributes to important
morbidity and should not be overlooked.33,34

CONCLUSION

Although innovations in surgical modalities and
ERAS have drastically improved recovery in women
undergoing gynecologic and urogynecologic surgery,

the effect of physical activity restrictions on recovery
has been overlooked. Currently, there is little evi-
dence to support benefit of physical activity restric-
tions after gynecologic surgery. As surgeons,
supporting optimal approaches to recovery
while minimizing harm is an important goal and
warrants additional research.
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