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INTRODUCTION 

Hysterectomy is the most frequently performed major 

gynecological surgical procedure. Non descent vaginal 

hysterectomy is considered safe for benign uterine 

conditions. Among women undergoing hysterectomy for 

benign disease, non-descent vaginal hysterectomy 

appears to be superior to laparoscopic hysterectomy and 

abdominal hysterectomy, as it is associated with faster 

return to normal activities. Although laparoscopic 

assisted vaginal hysterectomy and total laparoscopic 

hysterectomy are gaining popularity they are associated 

with the need for specialized instruments, specialized 

training for the same, increased operative time, increased 

cost and more complications. On the other hand, vaginal 

hysterectomy can be performed under regional 

anesthesia, with lower healthcare costs, with lesser 

complications and faster recovery. It is preferred in obese 

patients and in patients in whom the risks of general 

anesthesia are higher. It is also more cosmetic as there is 

no scar. When technically feasible, vaginal hysterectomy 

should be performed in preference to abdominal 

hysterectomy because of more rapid recovery and fewer 

febrile episodes postoperatively.1 Vaginal hysterectomy 

is not frequently performed in patients with large uterine 

size.2 This could be because the vaginal route offers 
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relatively limited space for surgical access to vascular 

pedicles and thus surgeons should have greater 

confidence in operating this vaginal route vs the 

abdominal route.3 The challenges to vaginal surgeon in 

cases of large uteri are, access to anterior and posterior 

pouches, securing the pedicles and decreasing the size of 

the uterus by various debulking techniques. These 

challenges are further enhanced by presence of 

adenomyosis, cervical or isthmic fibroid, psuedo broad 

ligament fibroid, adnexal pathology and previous 

cesarean section. Even in large uterus vaginal 

hysterectomy with debulking procedures is safe and 

feasible with less postoperative hospital stay and short 

catheter retention time.4  

METHODS 

Between May 2014 and May 2017, 65 patients underwent 

nondescent vaginal hysterectomy.  

All the patients were examined in outpatient and under 

anesthesia for the size of the uterus (Figure 1 and 2), 

location of fibroids, mobility of uterus, uterus free pelvic 

space, descent of the uterus, presence of cervicofundal 

sign in cases of previous cesarean section as described by 

Sheth S.5 

 

Figure 1: Uterus 16-18 week’s size. 

Informed consent was taken for vaginal hysterectomy and 

all the possible complications were explained including 

need for laparotomy in case of difficulty.  

All patients were operated under spinal anesthesia in 

modified lithotomy position. Vaginal hysterectomy was 

begun by standard technique, diluted saline adrenaline or 

vasopressin infiltration was done, posterior pouch 

opened, anterior pouch was opened, and bladder 

dissected by standard method or using lateral window 

technique in cases of previous cesarean section. 

Bilaterally uterosacrals and mackenrodts ligaments were 

clamped cut and transfixed using no 1 polyglactin 910 

suture.  

 

Figure 2: Uterus 20-22 week’s size. 

Uterine vessels clamped cut and ligated bilaterally using 

no 1 polyglactin 910 suture. After this step size of the 

uterus was reduced using various debulking techniques 

like coring (Figure 3), myomectomy (Figure 4), wedge 

resection, bisection or combination of these techniques.  

 

  Figure 3: Coring. 

 

Figure 4: Myomectomy. 

The basic principles to be followed during debulking 

techniques are to protect the bladder anteriorly and 

rectum posteriorly by using retractors, keep the 

orientation of the uterus correct, remain in the centre and 

avoid undue lateral extensions and to cut only as much as 

you can see. These principles are very important in 

avoiding injuries to bladder, bowel and ureter. After 
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debulking the uterus cornual structures were clamped cut 

and transfixed using no 1 polyglactin 910 suture.  

Bilateral salpingectomy was done in all cases and 

adnexectomy in any adnexal pathology like ovarian cyst 

(Figure 5) or in pseudobroad ligament fibroid (Figure 6) 

were removed.  

Hemostasis was confirmed, mop, instrument and needle 

count done prior to vaginal vault closure, which was done 

using no 1 polyglactin 910 suture. The vault was 

suspended to uterosacral ligament. Urinary bladder was 

drained with foley’s catheter.  

 

Figure 5: Adnexal pathology- ovarian cyst. 

Deviation from standard technique was done in cases of 

isthmic (Figure 7) and cervical fibroids (Figure 8) where 

myoma was excised before clamping the uterine vessels. 

Bleeding in such cases was decreased by the infiltration 

of diluted vasopressin (20 units in 200cc normal saline) 

in the myoma.  

Operative time was calculated from the time of incision 

on cervio-vaginal incision to vaginal packing. The 

amount of blood loss was calculated by the total of blood 

in the suction bottle and counting the mops and the need 

for blood transfusion in the post-operative period.   

 

Figure 6: Pseudo broad ligament fibroid. 

 

Figure 7: Isthmic fibroid. 

 

Figure 8: Cervical fibroid. 

RESULTS 

There were 65 patients in total who underwent NDVH for 

large uterus.  

Table 1: Age distribution. 

Age (years) Number of cases 

30- 34 3 (4.62%) 

35-39 12 (18.46%) 

40-44 19 (29.23%) 

45-49 24 (36.92%) 

>50 7 (10.77%) 

The most common age group undergoing surgery was 45-

49 years accounting to 36.9% of the cases (Table 1). 

Majority of them were para 2(57%) and above, 12 cases 

(18.5%) were nulliparous (Table 2).  

Table 2: Parity wise distribution. 

Parity  Number of cases 

Nulliparous 12 

1 16 

2 23 

3 10 

4 4 
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Table 3: Distribution of uterine size. 

Uterine size (in weeks) Number of cases 

10-12 25 (38.46%) 

12-14 17 (26.15%) 

14-16 8 (12.31%) 

16-18 8 (12.31%) 

18-20 5 (7.70%) 

>20 2 (3.08%) 

In half of the cases the uterine size was up to 14 weeks, in 

5 cases the size was 18-20 weeks of gravid uterus and in 

2 cases the uterine size was more than 20 weeks.  

Fifty percent of the cases had single fibroid and 10% of 

the cases had more than 4 no of fibroids (Table 3 and 4). 

Table 4: Number of fibroids. 

Number of fibroids  Number of cases 

1 32 (49.23%) 

2 12 (18.46%) 

3 10 (15.38%) 

4 4 (6.15%) 

>4 7 (10.77%) 

Table 5: Duration of surgery. 

Time (in minutes) Number of cases 

<45  1 (1.54%) 

45-90 33 (50.77%) 

90-135 28 (43.08%) 

>135 3 (4.62%) 

In fifty percent of the cases the surgery time was less than 

90mins as in Table 5 and only in 3 cases it was greater 

than 135mins.  

The blood loss was less than 300ml in 80% of the cases 

and in only 3.08% of the cases the blood loss was more 

than 500ml (Table 6).  

Combination of the debulking techniques was used in 

90% of the cases with myomectomy being the most 

common single debulking technique used in 61.5% of the 

cases followed by coring in 36.9% of the cases as in 

Table 7.  

Table 6: Blood loss. 

Blood loss (ml) Number of cases 

<100  10 (15.38%) 

100-200 22 (33.85%) 

200-300 20 (30.77%) 

300-400 9 (13.85%) 

400-500 2 (3.08%) 

>500 2 (3.08%) 

 

Table 7: Debulking techniques utilized. 

Debulking techniques No. of cases Percentage 

Bisection  1 1.54 

Coring  24 36.92 

Myomectomy 40 61.54 

Wedge resection 8 12.31 

Combination of 

techniques  
60 92.31 

Table 8: Complications. 

Complication Number  Percentage  

Bladder injury  0  - 

Bowel injury  0  - 

Ureteric injury 0  - 

Conversion to 

abdominal route 
-  - 

Blood transfusion 2 3.08 

Post-operative 

fever  
3 4.62 

Only 5 cases had post-operative complications (Table 8). 

Blood transfusion was required in 2 cases and 3 cases had 

post-operative fever. Surgical challenges were faced in 

two thirds of the cases (64.6%) as shown in Table 9. 

There were 15 cases with previous lower segment 

cesarean section and 12 cases of nulliparity. Adenexal 

pathology was seen in 10 cases and 5 cases had cervical 

or isthmic fibroid.  

Table 9: Associated surgical challenges. 

Associated surgical 

challenge 

No. of 

cases 
Percentage 

Previous cesarean section  15 23.08 

Nulliparity 12 18.46 

Cervical /isthmic fibroid 5 7.69 

Adnexal pathology  10 15.38 

DISCUSSION 

The most frequently performed gynecological procedure 

is hysterectomy. Hysterectomy can be accomplished by 

various routes and the approach to it via the natural 

vaginal route has been the hallmark of gynecological 

surgeon and usually performed for uterine prolapse.6 The 

common limitations for vaginal hysterectomy being, non-

descent of the uterus, previous pelvic scar, uterine size 

and adnexal pathology. In present study 65 patients 

underwent NDVH for large uterine size and all of them 

completed successfully with no conversion to abdominal 

route. Present study was done to demonstrate the 

feasibility and safety of NDVH for large uterus. 

Majority of the patient were in the age group of 45-49 

years, which was higher than the majority of the studies 

were the most common age group was 41-45years of age. 

Two thirds of the patients (66.1%) of the patients were in 
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the age group of 41-49 yrs of age which was similar to 

other studies.6,7 Parity of 2 or more than 2 was seen in 

only 57% of the cases which was similar to the other 

studies. Parity was single in 24.6%and 18.5% of the cases 

were nulliparous. Present study was similar to other 

studies with half of them being multiparous, but we did 

have significant number of nulliparous patients which 

was higher than the rest of the studies.8,9 In present study 

we had 50 cases with uterine size less than 16weeks of 

gravid uterus and 15 cases with a uterine size more than 

16weeks, which was similar Bhadra et al.10 Fibroid uterus 

was the most common indication for surgery which was 

similar to other studies.6,8,10 More than fifty percent of the 

cases had 2 or more than 2 fibroids and the size varied 

from 2cms to 15cms in size. Average time duration for 

the surgery in our study was 90 mins which was similar 

to Gayathri et al but more than other studies.8-10 This 

increase in the duration of the surgery was due to the 

increase in the uterine size, the experience of the 

operating surgeon and the associated surgical challenges 

authors had in present study. There were 15 cases of 

previous cesarean section, 12 cases of nulliparity, 10 

cases with adnexal pathology (ovarian cyst, broad 

ligament fibroid) and 5 cases of cervical/ isthmic fibroid. 

Blood loss was less than 300ml in 80% of the cases in our 

study which was slightly higher than the rest of the 

studies due to increase in the volume of the uterus. Only 

2 cases needed post-operative blood transfusion. 

Debulking was required in 92% of the cases which was 

comparable to Bhadra et al and slightly higher than the 

other studies.8,9,11 Myomectomy was the single most 

common debulking technique used in 40 cases, followed 

by coring in 24 cases. Combination of the prior with /or 

wedge resection and bisection was used in 92.3% of the 

cases. There was no bowel, bladder or ureteric injuries in 

our study. Three patients developed post-operative fever 

and only two cases required blood transfusion. 

CONCLUSION 

Present study has demonstrated that non descent vaginal 

hysterectomy is safe and effective method of 

hysterectomy even in cases of large uterus. The factors 

that predict the successful outcome of non-descent 

vaginal hysterectomy for large uterus are the preoperative 

assessment of the size of uterus, the number and location 

of fibroid, uterus free pelvic space and use of debulking 

methods to reduce the size of uterus. Patience and 

perseverance are two essential factors in making non 

descent vaginal hysterectomy safe and effective method 

in cases of large uterus. 
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