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Non-Descent Vaginal Hysterectomy — An Experience

Dewan Rupali, Agarwal Shivani, Manisha, Minocha Bharti, Sen Souniendra K
Diepuartinent of Obsteties and Gunecology, Vardhman Mahaoir Medical College and Safdar juny Hospital. New Delhe 11020

OBJECTIVES - Lo ~tudy the teasibility of performing vaginal hysterectomy in uteri without any descent,
METHODS - All patients requiring hvsterectomy with benign gynecological disorders of the uterus without

descent were taken up tor the study, provided the uterus was mobile, its size did not exceed 16 weeks

gestational size and there was adequate vaginal access. Morcellation techniques like bisection, myvomectomy,
wedge debulking or combinations of these were emploved in bigger size uteri. OBSERVATIONS - In
total ot 158 hysterectomies, 50 of the 102 vaginal hysterectomies were performed on a non descent utere,

a 10-told increase over previous vear. Majority (54%)  of patients were in the age group of 4 to 45 vears

Fibroid was the commonest of indication (68%). Morecellation techniques were emploved 1 32 cases (64%)
surgery was successful inall but one. Operating time was 545 minutes, blood loss 290 mi (200-700 mly anc

5

hospital stav 3 davs, Complications were minimal. CONCLUSION - Vaginal hysterectomy tor non-descen
large uterus is safe and practical provided one is familiar with the morcellation technigques.
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Introduction

Hysterectomy is a very frequent pregnancy unrelated
surgical procedure pertormed in women, which may be
accomplished cither by abdominal or vaginal route.
Laparoscopy assisted vaginal h_\'stercctom_v (LAVH),
although constantly gaining ground is associated with
higher costs’ and longer duration of operation, and
involves alarge number of specially trained personnel®.
With increasing concern over the containment of health
care costs, there is a need for expanding the indications
for performing hysterectomies via the vaginal non-
laparoscopic method?, instead of confining it to the
conventional uterine descent. Usual limitation of vaginal
hysterectomy in non-descent uterus is its size but now
with larger sizes, hysterectomy can be facilitated by
bisection, mvomectomy, wedge debulking and
intramyometrial coring (imorcellation)*.

Keeping in view that this approach could substantially
decrease cost, duration of hospital stay and morbidity
we decided to study vaginal hysterectomies in women
with benign gvnecological disorders, other than
profapse. Our aim was to find characteristics /
indications other than prolapse, which make women
suitable tor vaginal hy sterectomy and to eaplore different
surgical techniques that make vaginal hysterectomy
simpler and easier to perform.
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Material and Methods

All patients requiring hvsterectomy for benign
gynecological disorders without prolapse were studied
from January to December 2002.

Prerequisites for vaginal route werer uterine size ne

exceeding 16 weeks of gravid uterus, adequate vagina
access and uterine mobility. Benign ovarian cysts less
than 8 eny in size were mcluded. Patients with severe'
restricted mobility, compley adenexal mass and
suspicion of malignancy were excluded. Intormed
consents were taken.

All cases were done under regional anesthesia, cither
spinal or epidural. After cleaning and draping, cervin
was held with volsellum. Saline intiltration was done.
Circumferential inctsion was taken around the cerviy,
pubo-vesico-cervical ligament was cut and bladder
pushed up. Both anterior and posterior pouches were
opened. Uterosacral and cardinal ligaments were
situated in close proximity to vaginal vault and were
clamped, cut and ligated.

Clamping the uterine vessels was casy vaginally as its
relationship to isthmus remained unchanged. The nest
step depended upon the size of the uterus. Uterie bisection,
debulking, myomectomy or combinations ot these are
effective morcellation techniques, which were pertormed
as and when required. After delivery ot the uterus in the
vagina, hvsterectomy was completed in usual fashion Data
regarding age, parity, uterine size, uterine weight,
estimated blood loss, length of operation, complications
and hospital stav were analyzed and evaluated. Vaging
hysterectomy was considered successtul 1f it was nol
abandoned or converted to abdominal route.



Results

Total number of hysterectomies carried out during the vear
of studv was 1380 Abdominal route was emploved in 56
nd vaginal in 102, Among vaginal hvsterectomies, 50
vere undertaken on non-descent uteri. In comparison, 138
hvsterectomics were carried outin the previous vear (2001),
when only 4 out of 72 vaginal hvsterectomies were done
on non-descent utert (Table 1)

Most of these women were in the age group of 40 to 50
vears (7470) with a median age of 44 vears. Seventy
rercent of themhad parity of three or more, a favorable
actor forvaginal route ot surgery (Table IT).

Acomparative study ot indications and route ot surgery
during the study period and during the previous vear
showed that vaginal hysterectomy was performed
during the study period for indications for which

Table I. Route of hysterectomy

Non-Descent Vaginal Hysterectony

abdominal route was preterred in the previous vear. The
commonest indication for surgery was uterine fibroids
(34/50; 68%) followed by dystunctional uterine bleeding
{20%), adenomvosis (6%) and chronic pelvic pam (67 )
(Table ). Minimal rectocele was presentin five pationts.

Fibroids in the vaginal hvsterectomy group had sizes
varving between 2 to 10 ems and were multiple with
numbers varving from 2 to 8.

In 18 (36"%) patients out of the 50 with non-descent
uterus weight of the uterus was 200 gmes or less. In the
remaining 32 or 64%, uterus was butkyv, weighing up to
400 gms in 29 (58%) and between 400-600 gms in 3
patients (6%).

Morcellation techniques ot bisection alone (17 patients)
or with either mvomectomy (12 patients) or debulking

Surgical Indication

Hysterectomies in 2001

Hysterectomies in 2002

N=135 n=158
Abdominal Vaginal Abdominal Vaginal
LUterine descent - 71 - 52
lon-descent uterus - 5 - 50)
ibroid uterus 35 2 38 34

Ivstunctional uterine bleeding 15 2 7 10
Adenomy osis 3 1 2 3
Caronic pelvic pain 3 0 4 3
Pelvic intlammating discase O 0 5 0
Adencxal mass
Total 62 (45%) 76 (55%) 56 (35.4%) 102 (64.6"0)
Table II. Age and parity
Age (Years) No. of Patients Parity No. of Patients
35 - 140 6 (129%) ] 2 (4%
i -45 27 (5400 2 12 (24%)
16 - 50 10 (20%) 3 23 (46%)
Above 50 7o(14%) 4 and above 12 (24°0)
Tabtle I11. Surgical results

Parameters
AMean operating time 4.5 minutes (range 45-150 minutes)
Mean blood loss 290 ml (range 200-700 mi)
Average hospital stav 3 days(range 3-5 davs)
Complications

Backache I

LTI 2

Leg pain 1

Secondary hcmurrhdgc ]

Wound Sepsis |

Numbness in leg ]
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