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ABSTRACT

Background: Vaginal route of hysterectomy has distinct health and economic benefits in terms of less morbidity,
better postoperative quality of life outcomes, reduced hospital stay and better patient satisfaction. Objectives of
current study were to evaluate the appropriate route of hysterectomy (abdominal or vaginal) in terms of intra and post-
operative complication, morbidity and blood loss.

Methods: This prospective study was done among 100 cases of hysterectomy of which 50 patients underwent NDVH
and 50 underwent abdominal hysterectomy. This study included all emergency and booked patients having Size of
uterus less than 12 weeks size, adequate uterine mobility, adequate access, adenomyosis, dysfunctional uterine
bleeding, chronic PID & fibroid uterus.

Results: Study found statistically significantly higher number of the participants with parity 3 & 4 in both the study
groups. Bulky uterus followed by 12 and 10 weeks uterus in statistically significantly higher number of the
participants of both the study groups. Duration of surgery statistically significantly less in NDVH group compare to
TAH group. Fibroid was the main indication of hysterectomy in both the groups. Hemorrhage was the main intra-
operative complication in both the groups. Fever & respiratory tract infection was the main post-operative
complications in both the groups.

Conclusions: Benefits of NDVH over TAH are Cosmetic advantage as less invasive, No discomfort of abdominal
incision, shorter operative time, lesser blood loss, lesser intraoperative and postoperative complications, postoperative
comfort is more, lesser requirement of postoperative analgesia, early ambulation and shorter hospital stay.
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INTRODUCTION

Hysterectomy is the most common operation performed
by gynaecologist, next to caesarean section. The first
abdominal hysterectomy was performed by Charles clay
in Manchester in 1843. Vaginal hysterectomy dates to
ancient times. Traditionally, the uterus has been removed
by abdominal route which gives the opportunity to
inspect the ovaries and vaginal route was reserved for

pelvic organ prolapse.? Currently, there are three main
types of hysterectomy operations in practice for benign
diseases; abdominal hysterectomy (AH), vaginal
hysterectomy (VH) and laparoscopic hysterectomy (LH).
AH remains the predominant method of uterine removal.
This route is used for malignancies, bulky uteri or when
there are adhesions and removal of uterus is not possible
through vaginal route.® Overall mortality rates for AH or
VH are 0.1-0.2%.* Vaginal route for non-descent uterus is
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an acceptable method of hysterectomy despite previous
belief that it is the contraindication in certain conditions.®

Vaginal route of hysterectomy has distinct health and
economic benefits in terms of less morbidity, better
postoperative quality -of-life outcomes, reduced hospital
stay and better patient satisfaction.® Criteria such as the
uterine size, mobility, accessibility and the pathology
confined to the uterus (no adnexal pathology or known or
suspected adhesions) are mostly the incorporating factors
for vaginal hysterectomy.® Extra uterine diseases such as
adnexal pathology, severe endometriosis or adhesions
may preclude vaginal hysterectomy.” So, the present
study was conducted with the objectives to evaluate the
appropriate route of hysterectomy (abdominal or vaginal)
in terms of intra and post-operative complication,
morbidity and blood loss.

METHODS

This prospective study was done among 100 cases of
hysterectomy of which 50 patients underwent NDVH and
50 underwent abdominal hysterectomy at obstetrics and
gynaecology department at Government medical college
and hospital, Latur, Maharashtra during June 2016 to
November 2018. Data collection was done after ethical
permission from institutional ethical committee and
informed consent of clients. This study included all
emergency and booked patients having Size of uterus less
than 12 weeks size, adequate uterine mobility, adequate
access, adenomyosis, dysfunctional uterine bleeding,
chronic PID & fibroid uterus. This study excluded cases
with size of uterus more than 12 weeks size, restricted
mobility, pelvic organ prolapsed, restricted access and
with adnexal masses. The cases of two groups selected by
random sampling method. Before surgery, every patient
was clinically evaluated and investigated. The
investigations included: Haemoglobin, Blood group and
Rh typing, HIV, HbsAg, chest X-ray, ECG, USG
abdomen and pelvis and Pap smear. Written informed
consents were taken. The data were recorded in an Excel
sheet and descriptive analysis was performed with the use
of Epi info statistical software, CDC, Atlanta and data are
presented in the tables and figures.

RESULTS

Mean age noted was 43 and 45 years in TAH and NVDH
group respectively (Table 1). The difference between
mean age of both the groups were statistically not
significant (p>0.05). Parity 1, 2, 3, 4 and 5 noted in 0, 8,
15, 25, 2 of TAH group and 1, 6, 28, 12, 3 of NVDH
group participants respectively. The difference between
parity of both the groups were statistically significant
(p<0.05). Almost 26, 2, 10, 12 participants of group TAH
and 23, 6, 11, 10 of NVDH group have uterus bulky 8,
10, 12 weeks respectively. The difference between size of
uterus according to weeks of pregnancy of both the
groups were statistically significant (p<0.05). Duration of
surgery was 95 min and 60 min in TAH and NVDH
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group respectively. The difference between duration of
surgery of both the groups were statistically not
significant (p>0.05).

Table 1: Socio-clinical characteristics of participants
(n=100).

Parameter

Age(meantSD)  yoi67 4551 0.721%*
(years)

Parity

1 0 1

2 8 6 *

3 15 28 0.04

4 25 12

5 2 3

Size of uterus (week)

Bulky 26 23

8 2 6 0.0009*
10 10 11

12 12 10

Duration of

surgery (meanzSD) 95+13.8 60+16.4  0.02**
(minutes)

Ambulation

After 24 hours 0 50 0.001*
After 48 hours 50 0

Hospital stay
(mean£SD) (days)
Need of analgesia (days)

12+2.6 7+1.3 0.03**

3 0 33 .
4-8 45 17 0.0001
>9 5 0

*Chi-square test, **Student ‘t’ test

Ambulation noted after 24 hours in NVDH group and
after 48 hours in TAH group. The difference between
requirement of ambulation in both the groups were
statistically significant (p<0.05). The mean duration of
hospital stay was 12 and 7 days in TAH and NVDH
group respectively. The difference between duration of
hospital stay of both the groups were statistically
significant (p<0.05). Analgesia required up to 3, 4-8 and
>9 days in 0, 45, 5 participants of TAH group and 33, 17,
0 of NVDH group respectively. The difference between
need of analgesia in both the groups were statistically
significant (p<0.05).

Indication of surgery like Fibroid, adenomyosis, chronic
cervicitis, adenomyosis+fibroid, DUB and endometrium
polyp with fibroid noted in 23, 10, 7, 3, 6 & 1 of TAH
group cases and 17, 15, 10, 0, 8 and 0 of NVDH group
cases respectively (Table 2). The difference between
indications of surgery in both the groups were statistically
not significant (p>0.05). Intra-operative complication like
hemorrhage, adhesion and bladder injury noted in 10, 3 &
1 of TAH group cases and 3, 0 & 0 of NVDH group cases
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respectively (Table 3). The difference between intra-
operative complications of both the groups were
statistically not significant (p>0.05). Post-operative
complication like fever, wound infection, urinary tract
infection, respiratory tract infection and paralytic ileus
noted in 6,5,4,3 and 3 of TAH group cases and 3, 0, 3, 6
and 0 of NVDH group cases respectively. The difference
between post-operative complications of both the groups
were statistically significant (p<0.05). Mean blood loss
for TAH in this study is 325, maximum being 550 ml and
minimum 100 ml. Mean blood loss for NDVH is 185,
maximum being 270 ml and minimum is 100 ml. Blood
loss is significantly more in TAH than that of NDVH.

Table 2: Distribution of patients according to
indication of surgery (n=100).

TAH; NVDH; P

indication N=50 N=50 value
Fibroid 23 17

Adenomyosis 10 15

Chronic cervicitis 7 10
Adenomyosis+fibroid 3 0 0.243*
DUB 6 8

Endometrium polyp 1 0

with fibroid

*Chi-square test

Table 3: Intra-operative and post-operative
complication (n=100).

Complication

Intra-operative

Haemorrhage 10 0.571*
Adhesion 3 0 ‘
Bladder injury 1 0
Post-operative

Fever 6 3

Wound infection 5 0

_Urina_ry tract 4 3 0.08*
infection

Respiratory tract

. . 3 6

infection

Paralytic ileus 3 0

*Chi-square test
DISCUSSION

It is well known fact that 70-80% of hysterectomies done
for benign condition are through abdominal route.
Vaginal hysterectomies are usually performed for
prolapsed case®. With adequate vaginal access and
technical  skill, good uterine mobility vaginal
hysterectomy can easily be achieved. The main supports
of the uterus, the uterosacral and cardinal ligaments
situated in close proximity to vaginal vault can be easily
divided to produce descent.® Present study found that
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mean age of participants of both the groups was almost
similar but statistically not significant. Present study
found statistically significantly higher number of the
participants with parity 3 and 4 in both the study groups.
This observation is comparable with the study done by
Abrol et al.1°

Present study observed bulky uterus followed by 12 and
10 weeks uterus in statistically significantly higher
number of the participants of both the study groups. This
observation is comparable with the study done by Abrol
et al, Bhadra et al, Saha et al, Joshi et al and Garg et al
observed in their study that most of the patients who
underwent vaginal and abdominal hysterectomy are
multiparous.®® Present study found that mean duration
of surgery statistically significantly less in NVDH group
compare to TAH group. Study done by Murali et al
observed mean duration of surgery in NDVH group
without debulking was 40 min which was compared with
the study done by Gayathri et al which showed the
duration of 36.7 min, 1415

Present study noted that statistically significantly lower
ambulation time was required in NVDH group as
compare to TAH group. These findings are comparable
with the study done by Abrol et al and Joshi et al.1%'?
Present study found that mean duration of hospital stays
was statistically significantly less in NVDH group as
compare to TAH group. Deshpande et al noted TAH
patients stayed for 7.14 days on an average in the hospital
and NDVH patients stayed for just 3.18 days on an
average.® This indeed was highly significant statistically.
Similar finding observed in a study conducted by Chen et
al with hospital stay length in the vaginal hysterectomy
(mean hospital stay 4.5 days) group being significantly
shorter than in the abdominal hysterectomy (mean
hospital stay 6.3 days) group.'’

Present study noted that analgesia was required for
statistically significantly less days for NVDH group as
compare to TAH group. These findings are comparable
with the study done by Deshpande et al, Abrol et al and
Murali et al.2%1416 Present study observed that fibroid was
the main indication of hysterectomy in both the groups
followed by adenomyosis and chronic cervicitis. But it
was statistically not significant. Studies done by Joshi et
al, Abrol et al and Bhandra et al noted commonest
indication in vaginal hysterectomy is DUB and
commonest indication in abdominal hysterectomy is
fibroid uterus.®%!! Similar observation also noted in
study done by Singh et al, Murali et al, Deshpande et al
and Bharatnur et al 1416.18.1

Present study noted that hemorrhage was the main intra-
operative complication in both the groups. Other intra-
operative complications like adhesion and bladder injury
were observed in only TAH group but it was statistically
not significant. Present study noted that fever &
respiratory tract infection was the main post-operative
complications in both the groups. Other post-operative
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complications like wound infection and urinary tract
infection observed in only TAH group but it was
statistically not significant. So the incidence of intra and
post-operative complications were noted in higher
number in participants of TAH group as compare to
NVDH group. These findings correlate with the study
done by Abrol et al, Deshpande et al and Joshi et al.101216

CONCLUSION

NDVH is associated with lesser intraoperative blood loss
and complications and comparatively less post operative
morbidies as compared to TAH. Post operative
complications are less as compared to TAH. NDVH
allows better patient comfort and helps patients to
ambulate faster as compared to TAH. Hospital stay is
lesser in NDVH. Post operative comfort and recovery is
faster in NDVH. Hence wherever possible in all the
indicated cases, vaginal route of hysterectomy is safer,
effective and better than abdominal route. Benefits of
NDVH over TAH; Cosmetic advantage as less invasive,
no discomfort of abdominal incision, shorter operative
time, lesser blood loss, lesser intraoperative and
postoperative complications, postoperative comfort is
more, lesser requirement of postoperative analgesia, early
ambulation and shorter hospital stay.
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