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INTRODUCTION 

Hysterectomy is one of the most common surgical 

procedures performed by the gynaecologist. It can be 

performed by abdominal and vaginal route. Vaginal 

hysterectomy (VH) has several advantages over 

abdominal hysterectomy (TAH), and may be appropriate 

for up to 80% of benign uterine conditions.
1,2  

Evidence 

supports TAH only when documented pathologic 

conditions preclude the vaginal route.
3,4 

 Even recent 

study in United States shows 82% were TAH, only 13% 

were VH and 5% were laparoscopic assisted in teaching 

hospitals.
5
 Aim of our study is to compare between 

vaginal route versus abdominal route of hysterectomy in 

terms of intra operative and post operative complications. 

METHODS 

A retrospective study was done in department of 

Obstetrics and Gynaecology of Sri Manakula Vinayagar 

Medical College and Hospital in Puducherry, India from 

January 2010 to July 2012. Study was done in women 

who had undergone vaginal or abdominal hysterectomy 

in that period. Women in any age group who underwent 

vaginal or abdominal hysterectomy for benign conditions 

were included in the study. Women who underwent 

hysterectomy for uterine prolapse, indications that would 

generally require an abdominal approach such as 

endometriosis, pelvic inflammatory disease were 

excluded from the study. Vaginal hysterectomy was done 

in those with uterine size ≤ 14 weeks, unrestricted uterine 

mobility, and absence of adnexal pathology. 

Information such as clinical history, physical examination 

findings, haemoglobin level preoperatively, indication for 
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surgery, operation details, duration of surgery, estimated 

blood loss at the time of surgery, whether blood 

transfusion was done in intra operative & post operative 

period, intra operative complications like bladder, ureter, 

bowel injury were collected.  Postoperative details like 

paralytic ileus, burst abdomen, wound infection, length of 

analgesic usage and hospital stay after surgery were 

extracted from case sheet. With all these details 

comparison was made between vaginal and abdominal 

routes of hysterectomies. 

Results are reported as the mean and standard deviation. 

Comparisons of means were carried out using the 

Student's t-test. Categorical variables were compared 

using the χ
2
-test. A two tailed p-value below 0.05 was 

considered significant. 

RESULTS 

One hundred and seventy six cases of TAH were 

performed during study period. 53 cases of VH 

performed during study period. Age distribution of cases 

studied were 25.3% in between 30 - 39 years, 65.5% in 

between 40 - 49 years and 9.2% in between 50 - 59 years 

(Table 1). In study group 2.2% were nulliparous women, 

91.7% were multiparous women (Table 2). Indications 

for hysterectomies were shown in Table 3. 

Table 1: Age distribution. 

Age 

distribution 

(years) 

VH 

(n = 53) 

TAH 

(n = 176) 

Total 

(n = 229) 

30 - 39 18 40 58 (25.3%) 

40 - 49 31 119 150 (65.5%) 

50 - 59 4 17 21 (9.2 %) 

   

Table 2: Parity wise distribution. 

 

The mean duration of surgery in VH group was 79.6 min 

and that of TAH group was 99.2 min (Table 4). The 

difference between two groups was statistically 

significant (p < 0.0001). Five cases in TAH group 

required conversion from spinal anaesthesia to general 

anaesthesia. None of the cases required conversion of 

anaesthesia in VH group. Conversion was required due to 

loss of relaxation due to prolonged surgery, improper 

visualisation of pelvis leading to difficulty in identifying 

bleeders. The mean blood loss was also more in TAH 

group than that of VH group (215 ml vs. 167 ml) 

difference is statistically significant p < 0.0001 (Table 4). 

Blood loss was heavy in 3 cases of TAH group requiring 

blood transfusion intraoperatively. None of the cases in 

VH group had heavy bleeding requiring intra operative 

blood transfusion. Mean drop in haemoglobin with 

surgery in VH group was 0.63%, whereas drop was 

0.92% with TAH group (Table 4). The difference 

between two groups was statistically significant (p < 

0.0001). 

          Table 3: Indications for hysterectomy. 

 

 

 

 

Among intra operative complications, bladder injury 

occurred in 1 case in VH group (1.9%) which was 

diagnosed intra operatively and repaired (Table 5). 

Bladder injury occurred in 4 cases in TAH group (2.3%). 

Out of it 2 cases were diagnosed intraoperatively and 

repaired, other 2 case developed vesico vaginal fistula. 

None of the cases in vaginal group had ureter injury 

whereas injury occurred in 1 (0.6%) case in TAH group, 

which was diagnosed in 2
nd

 week of surgery. Intra 

peritoneal bleeding was diagnosed in 3 (1.7%) cases in 

TAH in the postoperative period for which relaparotomy 

was done (Table 5). None of VH group had such intra 

peritoneal bleeding. 

Postoperatively, 3 cases developed paralytic ileus in TAH 

group. Similarly in abdominal group 1 case developed 

burst abdomen & 2 cases developed rectus sheath 

hematoma. Wound infection developed in 10 cases of 

TAH group whereas only one case in VH group 

developed vault infection. On an average TAH group 

required analgesics for 9 days. VH group required 

analgesics for 5 days. Difference is statistically 

significant. Duration of hospital stay was also 

significantly longer in TAH group than VH group (Table 

6). 

DISCUSSION 

It is well known fact in spite of several recommendations, 

70-80% of hysterectomies done for benign conditions are 

through abdominal route. The reason behind this is 

inadequate technical skills, presence of uterine 

enlargement makes vaginal route difficult. But with 

newer techniques like bisection, morcellation and 

Parity 
VH 

(n = 53) 

TAH 

(n = 176) 

Total 

(n = 229) 

Nulliparous 1 4 5 (2.1%) 

Para 1 2 12 14 (6.1%) 

Para 2 22 71 93 (40.6%) 

Para 3 23 60 83 (36.24%) 

Para 4 5 26 31 (13.5%) 

Para 5 0 3 3 (1.3%) 

Indications for 

hysterectomy 
VH TAH 

Adenomyosis 7 33 

DUB 27 38 

Fibroid uterus 18 97 

Post menopausal 

bleeding 
1 8 
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myomectomy it is easy to perform vaginal hysterectomy even in enlarged uterus in benign cases. 

 

Table 4: Duration of surgery and blood loss during surgery. 

 VH (n = 53) TAH (n = 176) 
t value p Value 

Mean SD Mean SD 

Duration of surgery 

(minutes) 
79.6 13.86 99.2 11.69 10.235 < 0.0001

*
 

Blood loss (ml) 167.2 57.08 215.1 77.84 4.15 < 0.0001
*
 

Difference in pre and 

post operative Hb 

(gm %) 

0.63 0.43 0.92 0.46 4.083 < 0.0001
*
 

*
 indicates that the difference is significant, SD: Standard deviation 

 

Table 5: Complications of hysterectomy. 

 VH (n = 53) TAH (n = 176) χ
2
 value p Value 

Bladder injury 1 4 0.028 0.866 

Ureter injury 0 1 0.302 0.582 

Relaparotomy 0 3 0.915 0.339 

Paralytic ileus 0 3 (1.7%) 0.915 0.339 

Burst abdomen 0 1 (0.57%) 0.302 0.582 

Rectus sheath hematoma 0 2 (1.1%) 0.608 0.436 

Wound infection 0 10 (5.7%) 3.148 0.076 

Vault infection 1 (1.9%) 0 3.34 0.068 

χ
2
- chi square 

 

Table 6: Recovery following hysterectomy. 

 
VH (n = 53) TAH (n = 176) 

t value p value 
Mean SD Mean SD 

Length of analgesic usage 5.5 1.05 9.2 1.86 13.82 < 0.0001
*
 

Hospital stay 8.1 1.54 10.9 2.62 7.39 < 0.0001
*
 

*
 indicates that the difference is significant, SD: Standard deviation 

 

Review of recent studies conclude that surgeons should 

perform vaginal rather than abdominal hysterectomies 

whenever possible in order to cut down duration of 

surgery,  complications and the length of hospital stay. 

Similar to our study results, Dorsey et al  in his study 

showed that duration of surgery was 30 minutes longer 

for TAH  than for VH.
6
  Similarly eVAL trial showed 

that average duration of hysterectomy in abdominal 

group was 50 minutes, vaginal group was 39 minutes, 

laparoscopic hysterectomy was 84 minutes.
7
 

A study by Aniuliene et al showed that significantly 

higher blood loss was observed during abdominal 

hysterectomy (308.5 ml) as compared to vaginal (195.3 

ml), which is comparable to our results.
8 

Similarly 

Spilsbury et al showed that vaginal hysterectomy was 

associated with reduced odds of infection and 

haemorrhage compared with abdominal procedures 

during the hysterectomy admission.
9
 

The hospital stay was longer in TAH group in our study. 

This finding is consistent with the study done by 

Consultant et al.
10 

Lambaudie et al compared in an 

observational study the rate of complications and the 

duration of the hospital stay between abdominal, vaginal 

and laparoscopic assisted vaginal hysterectomy in 128 
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nulliparous women. The complication rates were no 

different but the hospital stay was significantly longer for 

patients who had undergone abdominal hysterctomy.
11

 

Benassi et al showed that in the postoperative period, 

there was a higher demand for analgesics (86% vs 66%, p 

< .05) in the abdominal group as compared with the 

vaginal group.
12

 

Study by Bharatnur et al shows that overall post-

operative complications are more in abdominal 

hysterectomy group than in vaginal hysterectomy, which 

is similar to our results.
13 

In contrast to our study, bladder 

injury was higher in vaginal hysterectomy group than 

abdominal hysterectomy group in study done by Dicker 

et al.
14 

 Whereas studies by Harris et al and Taylor et al 

showed bowel injury, bladder injury and ureter injury 

higher in abdominal hysterectomy group than vaginal 

hysterectomy group.
15,16

 

Contraindications for vaginal hysterectomy were usually 

considered as: nulliparity, history of pelvic surgery and 

excessive uterine size. However, practices are changing. 

Vaginal hysterectomy has been reported by several 

authors as an effective and safe procedure regardless of 

this contraindications.
17-19

 

ACOG and other investigators assert that vaginal 

hysterectomy is indicated in women with mobile uteri no 

larger than 12 weeks’ gestational size (~280 g), 

suggesting that uteri greater than 280 g are appropriately 

performed by the abdominal route.
20

 

Preoperative documentation of uterine size in vivo can 

help to prevent abdominal hysterectomy being selected 

unnecessarily. Kung et al proved that by multiplying the 

three dimensions of the uterus in centimetres (length × 

width × antero posterior diameter at the fundus) by 0.52, 

physicians can estimate the mass of the uterus in grams in 

order to obtain a more accurate preoperative estimate of 

uterine size.
21 

But studies done later proved that even 

larger uterus can be removed vaginally with least 

complications rate. 

Soriano et al performed vaginal/laparoscopic 

hysterectomy in uterine size >280 g and concluded that 

there was no difference in short-term recovery between 

patients undergoing vaginal or laparoscopic 

hysterectomy. No advantage was found performing 

laparoscopic assisted vaginal hysterectomy in comparison 

with the standard vaginal hysterectomy.
22

 

Consultant et al showed that uterus up to 600 g can be 

removed vaginally.
10 

Mean duration (range) of surgery 

was significantly longer for laparoscopic assisted vaginal 

hysterectomy compared with vaginal hysterectomy and 

total abdominal hysterectomy, 102 min (50-175), 81 min 

(35-135) and 68 min (28-125) respectively. Thus they 

proved that traditional vaginal hysterectomy to be 

feasible and the faster operative technique compared with 

vaginal hysterectomy with laparoscopic assistance. 

The vaginal technique is regarded by many 

gynaecologists as the most cost-effective.
23

 Vaginal 

hysterectomy performed as a 24-hour day case procedure 

appears to be as safe as traditional inpatient 

management.
24 

Hysterectomy by abdominal route is 

correlated with much higher incidence of intestinal 

adhesions than other techniques.
25

 

CONCLUSION 

Vaginal hysterectomy is associated with quicker 

recovery, early mobilization, and shorter hospitalization, 

less operative and post operative morbidity when 

compared to abdominal hysterectomy. 
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