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Abstract 
It is a retrospective, comparative, observational study conducted in the Department of obstetrics and 

gynecology, Bombay hospital from 1st August 2010 to 31st July 2011, where comparison was done between 

22 patients undergoing non decent vaginal hysterectomy (NDVH) and 29 patients undergoing abdominal or 

laparoscopic hysterectomy. 

Parameters analyzed were operating time, estimated blood loss, post operative pain, hospital stay, cost 

effectiveness and complications. 

Results: The demographic profile was similar for all three groups. The vaginal group included a large number 

of patients with high risk factors and co-morbidities. The operating time, average hospital stay, pain score, 

blood loss and post-operative complications were more in the abdominal and laparoscopic groups. No patient 

in the vaginal group required conversion to abdominal or laparoscopic hysterectomy. 

Conclusion: Benign uteri of upto 16 weeks sizes and fibroids upto 10.5 cm. could be removed vaginally 

with no increased risk of surgical or post-surgical complications. 
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Introduction  

Hysterectomy is one of the most commonly performed gynecological procedures. The first 

hysterectomy was documented by Conrad Langen Beck in 1817. He had performed a vaginal 

hysterectomy in 1813 and the woman had an uneventful course and lived another 26 years [1]. 

Hysterectomy can be performed by three routes-abdominal, vaginal, and laparoscopic. The ease 

of performing abdominal hysterectomy with big incisions and good exposure made it a popular 

route among gynecologists for many years. However, it has many disadvantages which include 

increased post-operative morbidity, longer hospital stay, more pain, increased incidences of 

wound sepsis, dehiscence, hernia and ugly abdominal scars. This led to evolution in the vaginal 

route and non-decent vaginal hysterectomy [NDVH] is an effective alternative for benign diseases. 

It is a natural route hysterectomy with no visible scar, safe, cheap and gives better result. NDVH 

is removal of the uterus through the vagina in the absence of uterine descent. The key to successful 

NDVH is proper case selection with good vaginal access, uterine mobility and technical expertise. 

With the advent of laparoscopy in 1990, it could overcome several limitations of vaginal 

hysterectomy and convert a potential abdominal hysterectomy to laparoscopic assisted vaginal 

hysterectomy [2]. But it involves higher cost, longer operating time, specially trained personnel 

and equipment and electro surgical complications. NDVH offers the advantages of laparoscopic 

hysterectomy and abdominal hysterectomy in terms of post-operative comfort and cost 

effectiveness respectively while overcoming the many disadvantages of both laparoscopic and 

abdominal hysterectomies. 
 

Aims and objectives 

 To assess the feasibility of vaginal route in cases with previous LSCS. 

 Compare the clinical outcome of NDVH with abdominal and laparoscopic surgeries done by 

other unit surgeons in the institute in patients with previous LSCS. 

 Analyze effect of cesarean birth on complication rate of vaginal hysterectomy. 
 

Methods 

It is a retrospective and prospective study of 51 patients with previous LSCS undergoing
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hysterectomy for benign and premalignant causes without 

prolapse. The study was conducted over a period of one year in 

the department of obstetrics and gynaecology, Bombay hospital, 

Mumbai from 1st August 2010 - 31st July 2011. 22 patients 

underwent vaginal hysterectomy while 19 & 10 patients 

underwent abdominal and laparoscopic hysterectomies. 

The route of hysterectomy was decided in accordance with patient 

and surgeon preference. Patients with uterine size more than 16 

weeks, restricted mobility and severe endometriosis were not 

included in the vaginal group. 

An informed written consent was taken from all patients 

explaining the procedure and possible risk and conversion to 

abdominal hysterectomy if needed. Preoperative vaginal 

examination was done for all patients to note uterine size, shape, 

mobility and vaginal laxity. Preoperative investigations included 

complete blood count, blood sugar, renal function test, ECG, 

chest x-ray, endometrial biopsy and ultrasound pelvis. 

Morcellation techniques like myomectomy coring and debulking 

were done where required. Parameters analyzed were operating 

time, estimated blood loss, post-operative pain, hospital stay, 

recovery mile stone, cost effectiveness and complications. 

Principles of NDVH in previous LSCS: In previous LSCS, 

bladder is adherent and pulled up on to lower uterine segment. 

Injuries occur when bladder is pushed down on cervix in total 

laparoscopic hysterectomy/total abdominal hysterectomy; as 

bladder is reached before the scar. In NDVH, during dissection of 

anterior pouch, scar is encountered before the bladder, limiting 

chances of injury. 

In NDVH-preferable to open the posterior pouch first to access 

the uterosacrals and cardinal ligaments, obtain uterine descent and 

ligate the uterine vessels. At the site of previous scar, bladder may 

be sharply dissected away by the lateral window approach. 

Anterior peritoneum may be opened at the end during delivery of 

uterus. 

All the non-descent vaginal hysterectomies were performed using 

the technique of clampless vaginal hysterectomy where the 

various ligaments were first double ligated and then cut. In a few 

cases, vessel sealing device was also used. The advantage of this 

technique is feasibility and ease especially in cases where vaginal 

roominess is less with big bulky uterus. Anterior peritoneum may 

be opened at the end during delivery of uterus. 

 

Results & observation 

Table 1 depicts the demographic profile of the patients. The mean 

age group and parity are comparable in all three groups. Table 1 

also shows the number of cesarean section wise distribution of 

patients. Nine patients in each groups had prior 2 LSCS. 13 

patients in NDVH, 7 patients in AH (abdominal hysterectomy) 

and 1 patient in LH (laparoscopic hysterectomy) had previous 1 

LSCS. The AH group also had 3 patients with previous 3 LSCS. 

With regards to patients with high risk factors, it is very evident 

that NDVH group included most of the patients with co-

morbidities and high risk factors. 

Among the indications for hysterectomy (Table 2) AUB 

(abnormal uterine bleeding) and leiomyomas were the main 

indications in NDVH group while, leiomyomas were the main 

indications in both abdominal and laparoscopic route. 

Table 3 shows the clinical outcome among the patients in all three 

groups. The mean operating time, average hospital stay, and mean 

blood loss were much less in the NDVH group as compared to the 

other two groups. The LH group required maximum operating 

time. The mean blood loss was also more. Pain score was 

evaluated by asking the patients to rate their degree of pain on 2nd 

post of day from a scale of 1-10. The average pain score was least 

in the NDVH group and highest in AH group. Recovery days were 

taken as the number of days the patient required to resume routine 

work. Patients undergoing NDVH returned to routine work much 

faster while the patients in AH group required more days for rest. 

Cost wise, the LH group incurred most expenditure.  

The most common post-operative complications were nausea and 

vomiting followed by fever. Nausea vomiting, hematoma 

formation, post-operative fever and paralytic ilius occurred more 

frequently in the AH group followed by LH group and least in the 

NDVH group. Blood transfusions were required in 10% patients 

in LH group & 5.2% patients in AH groups. None in the NDVH 

group required Blood Transfusion. Wound related complications 

occurred among 10% patients in LH group only. However 

transient numbness of legs, probably due to lithotomy position 

was observed among 9% of patients in NDVH group.  

Table 4 shows that in 16 out of 27 patients in the NDVH group, 

surgery was completed within 1 hour. Morcellation techniques 

were more frequently used in the NDVH group as depicted in 

Table 5. 

3 patients in the NDVH group required preoperative or 

intraoperative diagnostic laparoscopy to assess feasibility of 

NDVH in cases of big leiomyomas or to rule out extensive 

adhesion; however none required conversion to abdominal 

hysterectomy or laparoscopic hysterectomy. 

 
Table 1: Demographic profile 

 

Age & Parity (No) No. of Prev. LSCS (No) Patients with High Risk Factors (No) 

AGE Vag Abd Lap Parity Vag Abd Lap No. of prev. LSCS Vag Abd Lap Medical factors Vag Abd Lap 

20-30 5 - - 1 6 3 - 1 13 7 1 Hypertension  3 2 1 

30-40 15 9 3 2 12 11 4 2 9 9 9 Hyperlipidemia  1   

40-50 1 9 6 3 4 4 4 3  3  Kidney transplant 1   

50-60 1 - 1 4  1 2 4    Open heart surgery 1   

>60  1  5        HTM & DM 1   

            DM 1 1  

            Hyperthyroidism 3   

Vag- Vaginal Group 

Abd- Abdominal Group 

Lap- Laparoscopic Group 
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Table 2: Indication for surgery 
 

Route of Hysterectomy 

Surgical Indication Vaginal (No) ABDO (No) Lap (No) 

DUB 10 3 4 

Fibroids 7 11 1 

Adenomyosis 2 2 5 

Endometriosis    

Benign adnexal mass 2 2  

Endo hyperplasia    

PM bleeding 1 1  

Total 22 19 10 

 
Table 3: Clinical outcome and complications 

 

Cliical Outcome 

Parameters VH TAH LAVH/TLH 

Mean Op time (hours) 1.5 2.5 3 

Avg Hospital stay (days) 2.5 4 3.5 

Pain score (1-10) 3 5 4 

Mean blood loss (ml) 120 130 150 

Recovery (Days) 15 30 20 

Cost. (Rs.) 25000 25000 35000 

Complications  (%) (%) (%) 

Nausea & vomiting 22.11 (%) 31.5 (%) 20 (%) 

Haematomas 0 5.2 (%) 0 

Post op pyrexia 4.5 (%) 21% 10 (%) 

Paralytic ileus 0 10% 0 

Blood transfusion 0 5.2% 10% 

Wound sepsis 0 0 10% 

Numbness of leg. 9% 0 0 

 
Table 4: Operating time for VH 

 

<1 Hour (1-2) Hours (2-3) Hours 

16 5 1 

 
Table 5: Morcellation Techniques used 

 

Morcellation Techniques VH (No) ABD Hyst (No) Lap Hyst (No) 

Debulking 2 2 5 

Myomectomy 1 2  

Debulking & Myomectomy 1   

 

Discussion 

Abdominal hysterectomy constitutes around (70-80%) of 

hysterectomies done for benign cases, while vaginal 

hysterectomies are usually performed for prolapse [3]. 

With increasing trend of cesarean births, the number of women 

requiring hysterectomy with previous LSCS is also increasing [4]. 

Fear of uterovesical adhesion and inadvertent bladder injuries had 

limited the scope of vaginal hysterectomy in these women 
[5, 6].  

It has been observed that mobilization of bladder from scar is 

difficult without regard to the route of hysterectomy. Rather, it is 

more feasible to dissect the bladder away from the scar in NDVH, 

as the scar is encountered before bladder as we approach from 

below [7, 8]. 

NDVH also has a distinctive advantage in obese patients, as the 

amount of fat in vulva, vagina is much less as compared to the 

anterior abdominal wall, thereby offering better exposure in 

vaginal route and eliminating the risk of wound sepsis or 

dehiscence in these patients [9, 10]. 

NDVH is a natural orifice surgery with no scar and maximum 

health and cost benefits [11]. As seen in our study, most patients 

with co-morbidities could be included in the NDVH group as 

general anesthesia and trendelenburg position could be avoided 

while at the same offering the benefits of shorter operating time 

and blood loss. 

Proper selection of cases with intelligent counseling together with 

skill and experience of surgeon are important factors for 

successful NDVH. With adequate vaginal access and good uterine 

mobility, vaginal hysterectomy can be done in patients with one, 

two or three previous section [12, 13]. In cases of large leiomyomas, 

it is important to use morcellation techniques such as debulking, 

coring and myomectomy to reduce the uterine volume [14]. 

NDVH needed less operating time (Average 1.5 hrs) in our study 

as compared to LH and AH. This is comparable to other studies 

such as Abral S, et el., Pradeep Kumar et al. [15]. In a study 

conducted by Garg et al., where he compared 23 patients 

undergoing VH and 23 patients undergoing AH, he observed a 

shorter operating time, less intraoperative blood loss, less 

postoperative morbidity and shorter hospital stay in the VH group 
[16]. 

In a similar study, McCracken et al. concluded that intraoperative 

& postoperative complications were much less in vaginal route 
[17]. 
 

Similar observation is noted in our study 

A systematic cochrane review of nine RCTs including works of 

Ottosen, Benassi, Hwang, Miskrug, Ribeiro, Garry, Silva Filho, 

Vasira and co-worker, and Gayak et al. was conducted by Nilboer 

et al. This study confirmed that vaginal hysterectomy in better 

than abdominal, laparoscopic & LAVH in terms of intraoperative 

& postoperative outcome [18-28]. 

All the patients posted for NDVH were successfully completed 

with no conversion. Similarly kumar et al. in a study conducted 

on 80 patients posted for NDVH, had a success rate of 95% [29]. 

In another Cochrane review of 34 randomized trials of abdominal, 

laparoscopic and vaginal hysterectomies including 4455 patients, 

summarized that vaginal route has the best outcome [30]. 
 

Limitations  
This is a single centre study and hence the results cannot be 

extrapolated to the whole population. Large multi centric studies 

are required to prove statistical significance. 

Psycho sexual factors and long term post-operative effects were 

not taken into consideration 
 

Conclusion  

NDVH has evolved over the course of many years, with 

decreasing limitations and increasing its scope to include patients 

with previous CS, big leiomyomas, obesity and high risk factors. 

The vaginal approach is superior and should be the preferred route 

for benign uteri less than 16 weeks size. It is safe, less invasive 

with benefits of shorter hospital stay and faster recovery. 
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