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Abstract 

Introduction: Hysterectomy is the most common operation performed next only to caesarean operation by 
gynaecologist. This decade has seen resurgence of hysterectomy by vaginal route for indication other than prolapse, may 
be due to better compliance by the patients. Aims and objective: This prospective observational study was conducted to 
assess safety, morbidity, and feasibility of nondescent vaginal hysterectomy. Method: All patients who fulfilled the 
criteria for the study were included in the study. NDVH was performed in the cases with adequate vaginal access, good 
uterine mobility and uterine size not exceeding 18 weeks. Different morcellation techniques were employed for bigger 
size uterus. Result: Total 50 patients underwent nondescent vaginal hysterectomy. 28 out of 50 patients were in 40 -49 
years of age group. 98% of them were multiparous. Dysfunctional uterine bleeding (44%) was the most common 
indication followed by Pelvic inflammatory disease (26%). Morcellation techniques were employed in 33 cases (66%). 
Mean operating time was 79.6 minutes with average blood loss 110 ml and average duration of pain disappearance was 
on 4th day and hospital stay 6 days. Complications were minimal. Conclusion: Vaginal hysterectomy in non descended 
uterus is feasible, safe, associated with less morbidity and better compliance by patients. 
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Introduction 

Hysterectomy is the most common gynaecological 
procedure performed, next only to caesarean section. 
Uterus can be removed either vaginally, abdominally or 
laproscopicaly. Controversy on route of hysterectomy 
started years back when it was first performed by 
Langenbeck in 1813 [1]. Superiority of vaginal 
hysterectomy is well accepted but still majority of the 
gynaecologist prefer abdominal route for indications 
other than prolapse uterus. The article written by Sheth 
et al [2] on technique and advantage of vaginal 
hysterectomy sparked the resurgence of vaginal 
hysterectomy for nondescent uterus. 
 
As we know that abdominal exploration is associated 
with risks like paralytic ileus, incisional hernia, 
infection etc which are significantly less with vaginal 
route [3], though usual limitation of vaginal  
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hysterectomy in non descended uterus is size, but with 
newer morcellation technique (e.g: wedge resection, 
bisection , myomectomy, coring) hysterectomy can be 
facilitated even in larger sized uterus [4]. In recent years 
larger numbers of hysterectomies are being performed 
by this route due to growing expertise of gynaecologist 
and better compliance reported by patients. 
 
Major advantage of vaginal route is of being scar less 
procedure [3] which is always preferred by cosmetic 
minded advanced women and is cost effective. 

Aims and Objective 

The present study explores to find that vaginal 
hysterectomy involves less morbidity, is less invasive, 
reduces recovery time, decreases hospital stay and 
reduces overall medical cost. 

Materials and Methods 
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This prospective study conducted at L N Medical 
college and hospital from 1st January 2015 to 31st 
October 2015 in Obstetrics & gynaecology department. 
Total number of hysterectomies done during the period 
was 602 among them 50 underwent nondescent vaginal 
hysterectomy. 
 
All patients requiring hysterectomy for benign 
condition without prolapse and who gave consent for 
vaginal hysterectomy were included in the study. 
 
Inclusion criteria- 
1. Uterine size not exceeding 18 weeks. 
2. DUB 
3. Multiparity with good vaginal access 
4. Good mobility 
 
Exclusion criteria- 
1. Uterine size exceeding 18 weeks gestational size by 
clinical assessment 
2. Inflammatory condition leading to adhesion 
3. Adenexal mass 
4. Malignancy 
5. Restricted mobility 
 
Patient not fulfilling the prerequisite for vaginal 
hysterectomy underwent abdominal hysterectomy. 
Detailed history and physical examination were 
conducted in all the cases. Pre-operative blood and 
urine examination (blood group, CBC, urine r/m, KFT, 
LFT, BT,CT, HIV, HBsAg, CXR, & ECG) done. 
Preanaesthetic checkups were done before putting up 
the case to rule out co morbid illnesses. Informed 
written consent obtained from patient’s guardian in 
each case. 
 

All cases were reassessed under anaesthesia in OT for 
mobility, vaginal accessibility and laxity of pelvic 
muscles. 
 
Operative technique: All cases were done under 
regional anaesthesia (spinal). After parts preparations, 
cervix held with volsellum, circular incision given over 
pubo-vesico-cervical fascia, bladder pushed up, anterior 
pouch & pouch of douglas opened. Cardinal & 
uterosacral ligaments clamped, cut and ligated. Uterine 
vessels clamped, cut and ligated on both side. Next in 
bigger sized uterus, various debulking procedure 
(bisection, coring, morcellation & myomectomy ( Fig 
1) was performed as and when required. In cases of 
total hysterectomy, next clamp applied over ovarian lig, 
tube and round lig, cut and ligated on both side. For 
salpingp-ophorectomy next clamp applied over round 
ligament  which was cut and ligated followed by 
clamping of infundibulopelvic ligament which was cut 
and ligated. After delivery of uterus vault closed with 
continuous locking suture, vaginal packing done. 
Foley’s catheterization done in all cases for first 24 
hours. 
 
All patients were given intravenous antibiotics for first 
48 hours postoperatively. Data regarding age, parity, 
uterine size, debulking procedures, average blood loss 
intraoperatively, duration of operation, post-operative 
complication and length of hospital stay were recorded. 
Blood loss was calculated by weighing the cotton swab 
before and after the surgery. 24x 24 cm sized swabs 
were used in all surgery. On an average ¼ soaked swab 
contained 20ml blood, ½ soaked contained 40 ml and 
fully soaked 80 ml. Operating time was calculated from 
the beginning of the incision at cervicovaginal junction 
to the placement of small vaginal pack at the end of 
operation.  
 

 
Fig 1: Specimen showing picture of post hysterectomy uterus with multiple fibroids (11) removed transvaginally during 
NDVH. 
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Result 

Table 1: Age wise distribution of cases  

Age group ( in years) Number of patients 
30-39 6 

40-49 28 

50-59 13 

>60 3 

 Most common age group undergoing hysterectomy was 40 – 49 years. Second common age group 50 – 59 years and 
only 3 patients were of ≥ 60 years. 
 
Table 2: Parity wise distribution of cases 

Parity Number 
Nullipara 1 

Para 2 6 

Para 3 19 

Para 4 16  

>Para 4 8 

 98% patients were multiparous. Only one patient was nulligravida . 
 
Table 3: Showing indication of surgery 

Indication Number 

PID with chronic cervicitis 10 

DUB 22 

Fibroid uterus 9 

Adenomyosis 5 

Cervical polyp 3 

Postmenopausal bleeding 1 

Most common indication in our series was DUB (22/50) followed by PID and fibroid. Five patients were operated for 
adenomyosis and 3 for cervical polyp. One patient had benign ovarian cyst (5×6 cm) which was successfully removed 
vaginally. This indicates adenexal pathology can be dealt by vaginal route.  
 
Table 4:  Surgical procedure performed on uterus 

Uterine size Surgical procedure Number of patients 
Normal to 6 weeks Removal of intact uterus 17 

6 to 10 weeks Bisection 22 

10 to 14 weeks Wedge resection 8 

14 to 18 weeks Enucleation with bisection 3 

Bisection was most common debulking procedure resorted to followed by wedge resection. 
 
Table 5: Surgical result 

Mean operating time  79.6 min (45-120 min) 

Mean blood loss  110 ml (100-250 ml) 

Average hospital stay  6 days (4- 11 days) 

Day of disappearance of pain  4th day (3-7 days) 
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Mean operating time was 79.6 min with average of 45-120 min. Average blood loss was 100- 250 ml. Most of the 
women discharged in 6 days ( as most of them were from rural area). Day of disappearance of pain was 3rd day as 
estimated by decreased requirement of analgesic. 
 
Table 6: Postoperative complication 

Fever 1 (2%) 

UTI 2 (4%) 

Leg pain 1 (2%) 

Vault sepsis 1 (2%) 

Only one patient had fever on 3rd postoperative day. 2 patients developed UTI and one patient complained of leg pain. 
Only one patient got readmitted for vault sepsis on 15th post op day. 

Discussion 

Most of the hysterectomies are performed by abdominal 
route and vaginal route is usually reserved for 
uterocervical descent. The reason behind it is 
inadequate skill, uterine enlargement, adhesions and 
need for salpingo-ophorectomy. 
 
This prospective study was performed over a period of 
1 year at tertiary care teaching hospital. Out of all major 
gynaecological surgery, hysterectomy consisted of 60-
70%. In this study most common age group underwent 
hysterectomy was 40-49 years (28/50). Pelvic factors 
play an important role in the form of parous tissue, 
tissue laxity, roomy vagina and availability of uterus 
free pelvic space for operative manoeuvre ability which 
result in visible descent making access favourable and 
reducing the need for debulking. Favourable pelvic 
factor affect the overall outcome. 98% of patients in this 
series were multiparous with one being nulligravida, but 
we did not encounter any difficulty during her 
hysterectomy due to favourable pelvic factors. Previous 
pelvic surgery is not a contraindication [5,6] for vaginal 
hysterectomy , we too did not encounter any difficulty 
during the surgery, only careful bladder dissection is 
needed in these cases. Most common indication of 
hysterectomy in this series was DUB (44%) followed 
by PID (26%). Hysterectomy by vaginal route for 
nondescent uterus is feasible even in cases of enlarged 
uterus. In most of the cases tubes and ovaries are 
accessible by vaginal route. 8 patients in our series 
underwent bilateral salpingo oophorectomy along with 
hysterectomy, and in one patient we were able to 
remove simple ovarian cyst of 6x7 cm size in toto. 
Main support of uterus, the uterosacral and cardinal 
ligament situated in close proximity of uterus, once 
clamped and cut produce first degree descent. After 
ligation of uterine vessel, various technique of 
debulking can be used to reduce the size of uterus to  

 
 
facilitate further steps of hysterectomy and deliver out 
the uterus. We were successful in removing uterus upto 
18 weeks size without any increase in surgical 
complication. Similar findings were reported by 
Mazdisnian et al[4] and Unger et al [7]. Das and seth 
[8] also removed uterus up to 20 weeks size by vaginal 
route. Magos et al[9] have concluded that the uterus 
equivalent to 20 weeks size should not be considered a 
contraindication to vaginal hysterectomy. In our study 
Bisection was done in 22 (44%), myomectomy in 
3(6%) and wedge resection in 8(16%). Davies et al [10] 
also resorted to these techniques and emphasized its 
relevance to ease the difficulty to take out big size 
uterus. Average blood loss in this study was 110 ml, 
which is well correlated with the study conducted by 
Rathindra nath Ray [11] which showed mean blood loss 
of 127.64ml. Average operating time was 79.6 minutes 
in our series which is comparable to Adam Magos et 
al[9] and Kovac et al[12] studies which showed 84.3 
and 94 minutes respectively. Operating time and blood 
loss can be reduced by increasing experience and 
improving skill. In our series average duration of stay 
was 6 days which is slightly more than the findings of 
other studies like Tariq Miskry and A. Magos [3] there 
it was 3.6 days. As most of the patients in our series 
were from rural area, they stayed longer without any 
surgical need. Overall postoperative complications were 
less and of minor grade. Postoperative pain was less and 
day of pain disappearance was 3rd day as evidenced by 
decreased requirement of analgesic, this is due to less 
peritoneal handling, and absence of abdominal scar. 
 
Advantage of NDVH are scarless surgery, decreased 
blood loss, minimal peritoneal handling resulting in less 
incidence of adhesion formation and paralytic ileus, 
decreased duration of surgery resulting in less 
anaesthetic exposure with decreased morbidity, fast 
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recovery and less duration of hospital stay. Since it is a 
scarless surgery there is no chance of wound dehiscence 
and development of hernia in later years of life. In high 
risk patients NDVH is procedure of choice. 

Conclusion 

Vaginal route for nondescent uterus upto 18 weeks size 
is feasible, safe and associated with low cost. It gives 
natural route, smoother and safer operative corridor to 
surgeon and scar less surgery to the patients. So it is 
time for gynaecologist to paradigm shift in technique 
for vaginal route to remove non descended uterus and 
this scar less approach should be chosen as a preferred 
method of hysterectomy. 
 
Funding: Nil, Conflict of interest: None.  
Permission of IRB: Yes 

References 

1. Langenbeck JCM, Geschichte einer von mir 
glucklich verrichteten extirpation derganzen 
gebarmutter. N. Bibloith Chir Opthalm 1819; 20:551-2. 

2. Sheth SS. Progress in Obstetrics and Gynaecology 

Churchill Living stone Edinburgh London. Vaginal 
hysterectomy. In: John Studd (Ed). 1993. pp. 317–
340. 

3.Tariq Miskry, Adam Magos. Randomized prospective 
double-blind comparison of abdominal versus vaginal 
hysterectomy in women without utero-vaginal prolapse. 
Acta Obstet Gynecol. 2003;82:351-8.  

4. Mazdisnian F, Kurzel RB, Coe S, Bosuk M, Montz F. 
Vaginal hysterectomy by uterine morcellation: an 
efficient, non-morbid procedure. Obstet Gynecol. 1995 
Jul;86(1):60-4. 

5. Sheth SS. Guidelines on Hysterectomy. J Obstet 
Gynaecol lnd 1998;48:195-9. 

6. Poindexter YM, Sangi-Haghpeykar H, Poindexter 
AN 3rd, Thomakos N, Young RL, Fine PM, Miller HJ. 
Previous cesarean section. A contraindication to vaginal 
hysterectomy? J Reprod Med. 2001 Sep;46(9):840-4. 

7. Unger JB. Vaginal hysterectomy for the woman with 
a moderately enlarged uterus weighing 200 to 700 gram
s. Am J Obstet Gynecol. 1999 Jun;180(6 Pt 1):1337-44. 

8. Das S., Sheth S. Uterine Volume: An Aid to 
Determine the Route and Technique of Hysterectomy. J 
Obstet Gynaecol India. 2004;54:68–72. 

9. Magos A, Bournas N, Sinha R, Richardson 
RE, O'Connor H. Vaginal hysterectomy for the large 
uterus. Br J Obstet Gynaecol. 1996 Mar;103(3):246-51. 

10. Davies A, Vizza E, Bournas N, O'Connor H, Magos 
A. How to increase the proportion of hysterectomies 
performed vaginally. Am J Obstet Gynecol. 1998 
Oct;179(4):1008-12. 

11. Rathindra Nath Ray, S Roy , P. Das et al. A 
Comparative study of nondescent Vaginal hysterectomy 
with Abdominal  hysterectomy in relation with 
morbidity and outcome in DUB patients. Int. J. Curr. 
Microbiol. App. Sci (2015) 4(3): 327-333. 

12. S.Robert Kovac, Sheela Barhan, Margit Lister, Lori 
Tucker, Mardi Bishop, Adrija Das. Guidelines for the 
selection of the route of hysterectomy: Application in a 
resident clinic population. American Journal of 
Obstetrics and Gynecology. Dec 2002, Vol. 187: 1521-
1527. 

........................................ 
How to cite this article? 

 
Kumari S, Mitra N, Shrivastava S. Nondescent vaginal hysterectomy, a changing practice in Indian scenario for scar less 
surgery. Int J Med Res Rev 2016;4(1):47-51. doi: 10.17511/ijmrr.2016.i01.007. 

.……………………………………………………………………………………………………………………………… 

 

 

 

 


