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Abstract: 

Background: Hysterectomy, one of the most common gynaecological surgeries performed around the world, has many 

techniques including abdominal, vaginal, laparoscopic and robotic. The Vaginal technique which was introduced and 

performed eras back has been less successful due to lack of experience and eagerness among gynaecologists because of a 

misconception that the abdominal route is safer and is easier. 

Aims and Objectives: Evaluation of most efficient and suitable route of hysterectomy.comparison between 

intraoperative and postoperative complications in non descent vaginal hysterectomy and abdominal hysterectomy. 

Materials and Methods: This retrospective study was conducted during the period from October 2020 to December 

2021, it studied 60 women who underwent hysterectomy for benign uterine disorder at Khemchand Jain Hospital, Sagar, 

out of which 30 women underwent non descent vaginal hysterectomy and 30 women underwent total abdominal 

hysterectomy. 

Result: Baseline characteristics were similar between the two groups with no intraoperative complications in either. 

Regarding operation duration, intraoperative blood loss, post-operative pain, post-operative blood transfusion, mobilization 

in post-operative periods, post-operative wounds infection, febrile morbidity, duration of hospitality stay, P-value was 

significant in vaginal hysterectomy when compared to abdominal hysterectomy. Regarding post-operative systematic 

infection, P-value was not significant. None of the cases in the vaginal group were converted to abdominal route and none 

of the cases in the whole study group underwent relaparotomy. 

Conclusion: The study concludes that patients requiring hysterectomy for benign non prolapse cases may be given the 

option of vaginal hysterectomy because it has quicker recovery, shorter hospitalization, lesser operative and post-operative 

morbidity compared to abdominal route. 

Key words: abdominal hysterectomy; intra operative complications; Salpingooophorectomy; Non descent vaginal 

hysterectomy. 

Introduction: 

After caesarean section, hysterectomy is the most common surgical 

procedure in obstetrics and gynaecology [1,2]. The comfort and 

convenience in large abdominal incision have led to the predominance of 

abdominal hysterectomy over the vaginal route [3]. Emphasis on 

minimaly invasive surgery today has led to revival of interest and 

importance of vaginal hysterectomy (VH) for non-prolapsed indications, 

i.e., non-descent vaginal hysterectomy (NDVH). The popular beliefs that 

bulky uterus, pelvic inflammatory diseases, narrow vagina, prior 

Caesarean delivery [4] and enlarged uterus, make vaginal hysterectomy 

difficult are is not considered to be contraindication for non-descent 

vaginal hysterectomy, but it can be successfully attempted in all these 

conditions. Even in nulliparous women, when anaesthetized, there is 

sufficient uterine descent to make vaginal hysterectomy possible. Because 

the surgeon removes uterus through normal orifice/opening (vagina) in 

the body, it does not leave any visible scars. It is because of this reason 

that NDVH is referred to as a scarless hysterectomy or scarless surgery 
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sometimes. The vagina is the ideal and most natural route to reach the 

uterus along with the presence of good anaesthesia, light, better suture 

material, electro surgical technique [5]. It is because of these reasons that 

the exploration of uterus through vaginal route is becoming highly 

approachable. Like any other surgery, hysterectomy is also a major 

operation and thus, we advise hysterectomy in conditions where medical 

and non-surgical treatments have not helped and only to women who have 

completed their family and do not wish to have more children. Every 

gynaecologist should be proficient in doing vaginal surgery and should 

believe that every uterus can be removed vaginally unless 

contraindicated. NDVH is better tolerated by elderly patients with 

medical diseases [6]. It has the clear advantage in obese women also [7,8]. 

However proper selection of patients is an important factor in deciding 

the success of vaginal procedure. 

Material And Methods: It was a retrospective study conducted in 

Khemchand Jain Charitable Trust Hospital Sagar [M.P.] from October 

2020 to December 2021. Patients in need of hysterectomy for benign 

diseases were included in this study. Data was collected  from the case 

records of patients. 60 patients were included in the study and were 

divided into two groups. 30 patients (Group A) received non descent 

vaginal hysterectomy and 30 patients (Group B) received abdominal 

hysterectomy. All Preoperative criterias were fulfilled in these cases. 

Every patient was clinically evaluated and checked. After proper fitness 

and pre-anaesthesia checkup, patients were posted for hysterectomy.  

The main criteria used for comparison were- 

a) Intra operative blood loss  

b) Operating time - For NDVH, it was calculated from incision at cervico-

vaginal junction to the completion of closure of vault. Operating time for 

TAH was calculated from incision on the abdomen to closure of skin 

incision.  

c) Intraoperative injury – Any injury to bowel, bladder or ureter was taken 

a note of.  

d) Pain scoring as per the visual analog scale (VAS) was done on Day 3.  

e) Post-operative ambulation.  

f) Post-operative blood transfusion.  

g) Post-operative complications like fever, pain, bladder, bowel 

disturbances, bleeding and wound infection.  

h) Duration of post-operative hospital stay.  

i) Conversion of vaginal to abdominal route.  

j) Relaparotomy.  

Statistical analysis was done and data collected in this study was 

presented in tabular form. 

Inclusion criteria’s: 

❖ Non descent uterus with benign pathology. 

❖ Uterus with adequate mobility. 

❖ Uterus size equal or less than 12 week. 

❖ Benign adnexal pathology. 

❖ Patients with previous 1 LSCS.    

Exclusion criteria’s: 

❖ Uterine size more than 12 week. 

❖ Restricted uterine mobility 

❖ Pelvic organ prolapses. 

❖ Complex Adnexal mass. 

❖ Suspicion of genital malignancy.  

❖ Any significant bleeding diathesis. 

❖ Previous 2 LSCS or more. 

Result: Total 60 patients were included in this study, 30 patient 

underwent non descent vaginal hysterectomy and 30 patients underwent 

abdominal hysterectomy. Baseline demographic characteristics were 

similar between both the groups [Table/Fig 1, 2].  

 

 
Gynecological problem diagnosed by history, examination and investigations as shown in [Table/Fig 3].  
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Table3: Distribution of patients according to diagnosis 

The problems in each group were comparable. In the vaginal group 14% patients had undergone Salpingoophorectomy  along with hysterectomy as 

shown in [Table/Fig 4]. 

 
 The mean operative time in NDVH group was 39.43 minutes while it was 77 minutes in abdominal group so p-value was highly significant p-

value<.0001 as shown in [Table/Fig 5].  

 

Table5: Distribution of patients according to operative time. 

Intraoperative blood loss was significantly more in abdominal group as TAH requires entry via skin, abdominal fat, rectus and muscles as shown in 

[Table/Fig 6].  

 

Table6: Distribution of patients according to intraoperative blood loss 

Post operatively more analgesia required in TAH group (4.07) compared with vaginal group (2), as measured by requirement of post operative analgesia 

as shown in [Table/Fig 7].   
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Table7: Distribution of patients according to postoperative analgesia day 

Pain Score on Day 3 of post operative periods was more in abdominal group as compared to vaginal group (p-value<.0001) as shown in [Table/Fig 8]. 

 

Table8: Distribution of patients according to Pain Score at Day 3. 

 As post operative pain was less in NDVH group hence post operative mobilization and ambulation was earlier in NDVH group as compared to 

abdominal group (p-value<.0001) [Table/Fig 9].  

 

Table9: Distribution of NDVH and TAH patients according to Post operative Mobility. 

 Post operatively only 2% NDVH cases required blood transfusion while need was clearly excess in TAH group (p-value<.0001) [Table/Fig 10]. 

 
Table10: Distribution of patients according to blood transfusion. 

No patient in NDVH group had wound infection while it was present in 40% (n=12) patient of abdominal group [Table/Fig 11].  
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Table11: Distribution of patients according to wound infection. 

In NDVH group febrile mobidity was very less as compared to abdominal group 53.3% (n-=16) [Table/Fig 12].  

 
Table12: Distribution of patients according to febrile morbidity. 

P-value < .0001. The mean duration of hospital stay was 4 days in the abdominal group while in the vaginal group it was 2.30 days [Table/Fig13].  

 
Table13: Distribution of patients according to hospital duration of stay. 

None of the cases in the vaginal group needed laparotomy and we did not 

encountered any intraoperative complication such as bladder, bowel or 

ureter injuries and none of the cases in both group required 

relaparatomies. 

Discussion: The uterus is the most important organ of female body so 

case selection for hysterectomy is of utmost importance. We should do 

hysterectomy only when conservative management fails and then 

deciding the route of hysterectomy is also important always. We should 

choose minimally invasive procedure. i.e. Non descent vaginal 

hysterectomy. The vaginal approach to hysterectomy has been the 

hallmark of the gynaecological surgeon. The motivation to acknowledge 

the advantages and explore the limits to the vaginal route came from 

patients who wished to avoid an abdominal incision [3]. Vagina is the best 

possible and most natural route to approach the uterus along with the 

availability of good anaesthesia, light, better suture material, electro 

surgical technique (ligasure vessel sealing system) [5], and it is because 

of these aforementioned reasons that the exploration of uterus through 

vaginal route is gaining popularity. Earlier, vaginal hysterectomy was 

usually done for uterine prolapse or inversion. As per tye medical 

historian Leonardo, vaginal hysterectomy was performed by Saronus in 

2nd century on a gangrenous uterus[9]. In 1985, Garceau of France 

initiated vaginal hysterectomy for carcinoma of cervix, large fibroid, uteri 

prolapsed and infection. He became the first to introduce hemisection and 

morcellation of uterus to accompany vaginal removal. Most of the 

indications for vaginal hysterectomy in the past years was related to 

prolapse and abnormal uterine bleeding. Kovac felt that vaginal 

hysterectomy is the go-to treatment choice for management of patienta 

with non-malignant pelvic disease[10]. Usually, uterus > 12 weeks is 

considered as a contraindication, but a well-trained gynaecologist won’t 

accept it. While doing NDVH we had difficulty in delivery of uterus in 

patients of fibroid uterus it was accomplished with the help of enucleation 

of lecomyoma. According to sheth s [6] the preoperative sonographic 

estimation of uterine volume and the finding at examination under 

anaesthesia help in choosing the vaginal route. They needed debulking for 

uteri with a volume more than 300cm3[11], chandrashekhar etal used 

bisection in 12(16%) cases and morcellation in 2 cases (2.67%) [12]. In 

our study we used bisection in one cases (50%) and morcellation in other 

case (50%). Entire removal of uterus was done in all cases of TAH 

without using any debulking method. Magoc etal (9) removal large uteri 

weighing more than 1000gms vaginally [13], Aparna hedge etal[10], 

could successfully remove uteri size up to 16 weeks using these 

techniques[14]. D Kammerer deak and J Mao [12] concluded that use of 

uterine morcellation during vaginal hysterectomy is safe and it facilitates 

the removal of moderately enlarged and well supported uteri vaginally 

without increasing peri-operative morbidity [15]. Kumar et al., in a study 

performed on 80 women planned for NDVH, had a success rate of 95%. 

These patients were treated by vaginal hysterectomy and the operating 

time, laparotomy conversion rate and intraoperative blood loss were 

directly proportional to the size of the uterus [16]. The study concludeds 

that vaginal hysterectomy is a safe and effective process in uteri of less 

than 12 weeks size. Garg et al. performed a study to compare vaginal 
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hysterectomy and abdominal hysterectomy with 23 patients in each group 

and found a reduced operating time, lesser intraoperative blood loss, 

reduced post-operative morbidity and shorter hospital stay in the vaginal 

hysterectomy group [17]. Mc Cracken et al found that intraoperative 

morbidity was less in vaginal hysterectomy when juxtaposed with 

abdominal hysterectomy and that vaginal hysterectomy should be the 

procedure of choice wherever possible [18]. Doucette and co-workers, in 

their study on 250 patients, challenged the common contraindications to 

vaginal hysterectomy including large uteri, nulliparas, previous CS or 

laparotomies and found that the aforementioned factors are rarely 

contraindications [19]. In a systematic Cochrane review of nine RCTs, it 

was concluded that NDVH should be performed whenever possible, 

taking into consideration the low rate of complications and cost-

effectiveness. 
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