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Non Descent Vaginal Hysterectomy- safe, cost effective, scarless procedure in bulky uterus
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Abstract

Introduction:Removal of the uterus through the vagina when performed in a case without uterine descent or prolapse is known as “non-descent
vaginal hysterectomy” (NDVH). If hysterectomy is indicated for benign disease then indications are for NDVH unless contraindicated. With
advent of morcellation and debulking techniques, the ease and success of performing NDVH has increased. Aims and objectives-1.To study age
distribution, parity, menstrual status and marital status of patients undergoing NDVH.2.To study chief complaints and indications of NDVH.3.To
study size of uteri in patients selected and the different techniques of debulking used during NDVH.4.To assess the safety of NDVH in patients
with previous pelvic surgery.Material and methods: Total 50 patients were included in the study. Detailed history was taken including obstetric
history, menstrual history and clinical examination was performed. Then basic blood tests, ultrasonography, Pap smear, Dilatation and curettage
was done for all the patients. After taking consent and doing proper preoperative preparation, patient was posted for NDVH. Post operative
complications were noted. Patients were told to come for follow up after 15 days.Results: Out of 50 patients, 52% belonged to 41-50years age
group and 40% were from 31-40 years of age group. 98% were married, 88% were menstruating and 12% were menopausal. Multiparity was
favoured factor for NDVH. Menorrhagia, dysmenorrhoea, chronic abdominal pain were found in 72%, 18% and 16% respectively. 78% had
previously performed tubectomy. In ultrasonography, normal sized uterus was found in 34%, anterior wall fibroid was next common finding
found in 32%. Uterine fibroid was commonest indication for surgery.Conclusion: NDVH was found to be safe, scarless procedure which was
also cost effective. NDVH is possible in bigger size uteri with use of different methods of debulking which is safe and it accomplishes the surgery
by vaginal route in most of the cases.

Keywords:Bigger size uterus, multiparity, NDVH, scarless,

This is an Open Access article that uses a fund-ing model which does not charge readers or their institutions for access and distributed under the t
erms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0) and the Budapest Open Access Initiative (http:/
www.budapestopenaccessinitiative.org/read), which permit unrestricted use, distribution, and reproduction in any medium, provided original wor
k is properly credited.

Introduction

Hysterectomy is one of the most commonly performed stay. Schneider et al reported that the incidence of abdominal

gynecologic surgeries, second only to cesarean delivery[1].The
majority of hysterectomies are performed for benign indications of
the uterus such as fibroid uterus, which is the commonest
indication.? The preferred route of hysterectomy is vaginal
whenever feasible[3,4]. But vaginal hysterectomies are not usually
performed due to, lack of training or experience leading to
reluctance to perform the procedure by vaginal route in cases of
enlarged uterus, previous pelvic surgeries or when hysterectomy is
combined with oophorectomy. The proponents of laparoscopic
assisted vaginal hysterectomy (LAVH) claim to overcome the
limitations of vaginal hysterectomy. The emphasis on minimally
invasive surgery has led to the resurgence of interest and
importance of vaginal hysterectomy for non-prolapse indications
i.e. Non-descent vaginal hysterectomy (NDVH) as the scar less
hysterectomy. Now-a-days, various techniques have been
developed to perform NDVH successfully in patients with previous
pelvic surgery with dense adhesions like posterior-anterior
approach or entry through the lateral approach. Also various studies
like the CREST (the Collaborative Review of Sterilization)
study,[3] Ottosen et al[6] and Taylor S et al[7] have shown vaginal
hysterectomy to be a valid alternative to the abdominal approach
with fewer complications, shorter recovery period and hospital
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hysterectomy fell to 12% from 66% with use of NDVH and
LAVH. So, as NDVH is the least invasive technique for the
removal of the uterus, it is important for every gynecologist to
master this technique and thus the need for expanding the
indications of NDVHI8].

Aims and objectives

1. To study age distribution, parity, menstrual status and
marital status of patients undergoing NDVH.

2. To study the chief complaints and indications of
NDVH.

3. To study the size of uteri in patients selected and the
different techniques of debulking used during NDVH.

4. To assess the safety of NDVH in patients with previous

pelvic surgery.

Material and methods

1)  Type of study- A prospective observational study.

2) Duration of study- 1% November, 2013 to 31* October,
2015(2 years).

3) Sample size- 50

4) Inclusion criteria- Patients not giving informed consent.

5) Exclusion criteria: Endometriosis, uterine prolapsed,
immobility of uterus, genital Malignancy, size of uterus > 18
weeks, ovarian tumors.

6) Procedure- Patient’s age, parity, socio-economic status,
marital status, past history was taken. Gynecological
examination included per speculum examination, per vaginal
examination for assessing size of the uterus, mobility of the
uterus, assessment of the space available around the uterus,
descent of the uterus and the presence of adnexal pathology
was looked for and special mention was made if the patient
had undergone any previous abdominal surgery or LSCS.
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Pelvic ultrasonography was done to rule out gross adnexal
pathology, for assessment of uterine size and the site of
fibroids in case there were any. Dilatation and curettage was
done in almost all patients before posting the patient for
NDVH to aid the diagnosis and to rule out malignancy.
Cervical biopsy was done in patients based on their
complaints and clinical examination findings as and when
required. After proper preoperative preparation, patient was
posted for NDVH. A good bowel preparation was given 1
day before to help good exposure and avoid bowel injury.
Injectable antibiotic was given prophylactically to all women
1 hour before operation began. A proper written informed
consent was taken from all patients and their relatives after
explaining the procedure. Special consent for conversion to
abdominal hysterectomy if needed and chances of bladder
and bowel injury was taken. The vagina was infiltrated at its
junction with the cervix with 10-30 ml normal saline. A
circumferential incision was made at the junction of cervix
and vagina. Anterior and posterior pouch was opened. After
ligating bilateral uterosacral and Mackenrodt’s ligaments,
bilateral uterine vessels were ligated. The next step of
hysterectomy depended on the size of the uterine mass and
included use of various debulking methods like bisection,

myomectomy or a combination of these if required. The
uterus was removed after clamping the round ligaments and
ovarian ligaments. After the delivery of uterus, the tubes and
adnexa were removed where necessary by ligating the
infundibulopelvic ligament. Hemostasis was achieved and
confirmed. The peritoneal cavity was closed and the vault is
suspended and closed. Intra-operative complications were
noted if any. Operative time was calculated from the
beginning of the incision at the cervico-vaginal junction to
the closure of the vaginal vault. Blood loss was calculated by
noting the number of mops used during the procedure and the
amount of blood sucked in the suction bottle. On an average,
1 fully soaked mop corresponds to 80 ml of blood. Post-
operative catheterization with Foley’s catheter was done in
all patients, which was removed in most of the cases of post-
operative day 1. Specimen removed of uterus with cervix
with/without adnexa was sent for histo-pathological
examination.

Results

Among the 50 patients, 49 patients successfully underwent NDVH.

In 1 patient the surgery was converted to abdominal hysterectomy

due to greater transverse diameter of the uterus and limited

descent.

Table 1: Age Distribution of Patients

Age (Years) No. of Patients Percentage (%)
21-30 01 2%

31-40 20 40%

41-50 26 52%

51-60 02 4%

>60 01 2%

TOTAL 50 100%
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Fig 1: Parity

In our study, 98% patients were married and 2% were unmarried. 88% (i.e. n= 44) were menstruating and 12% (n=6) were menopausal.

Table 2: Chief Complaints of Patients

Symptoms Frequency Percentage (%)
Menorrhagia 36 2%
Polymenorrhagia 06 12%
Dysmenorrhoea 09 18%

Chronic Abdominal Pain 08 16%
Leucorrhoea 04 8%
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Fig 3: Size of uterus
Table 3: Ultrasonography Findings

USG Finding No. of Patients | Percentage (%)
Normal Sized 17 34%
Multiple Fibroids 01 2%
Anterior Wall Fibroid 16 32%
Posterior Wall Fibroid 08 16%
Adenomyosis/Bulky Uterus | 08 16%
Total 50 100%
Table 4 : Indication of Surgery
Indication No. of Patients Percentage (%)
Adenomyosis 02 4%
DUB 16 32%
Cervical Polyp 02 4%
Chronic Cervicitis 04 8%
Mentally Retarded 01 2%
Uterine Fibroid 25 50%
Total 50 100%
Discussion pathology confined to uterus with no adnexal masses[2].The major
The factors that may influence the route of hysterectomy for any factor in determining the route of hysterectomy is transvaginal
surgical indication include uterine size, its mobility and generally the accessibility of the uterus.® Two factors limit accessibility- an
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undescended, immobile uterus and a narrow vagina, < two
fingerbreadths especially at the apex.® The presence of severe
endometriosis, adnexal pathology, adhesions because of previous
pelvic surgeries contraindicate vaginal hysterectomy.® With
adequate vaginal access and good uterine mobility, NDVH can be
easily performed. The uterosacral and cardinal ligaments are
situated in close proximity to the vaginal vault and when they are
clamped and cut, they produce first degree descent. Debulking in
larger size uteri facilitates NDVH easily. This study aims to adopt
NDVH as the primary route for all hysterectomies in benign
conditions in the absence of prolapse. A total of 50 cases operated
for NDVH were studied in our study conducted over a period of 2
years. Majority of the patients in our study were in the age group
of 41-50 years (52%). Similar age distribution was noted in other
case studies by Mehta S et al[10] (52%), Doppa G et al[11](49%),
and Patel A et al[12](62%). In our study, 40% patients belonged to
31-40 years age group. In the study of Mehta et al, Doppa et al and
Patel et al involvement of 31-40 years were seen in 38%, 40% and
24% respectively[10-12].Most of the patients in our study were
parous (92%), majority being para 3 (36%). This was comparable
to other studies by Dewan et al[13](2004), Bhadra et al [14](2011),
Bandyopadhyay S et al[15] (2012), Mehla et al[16](2015), Pradeep
S et al[17](2015) where majority of the patients were
multiparous.Lax tissues following multiple deliveries and
decreased tissue tensile strength provide comfort to the vaginal
surgeon even in presence of uterine enlargement. Thus multiparity
is a favorable factor for NDVH.8% patients in our study were
nulliparous.The lack of uterine descent in nullipara is not a
contraindication to vaginal hysterectomy. Studies done by Magos
A et al[18](1996), Davies A et al (1996) have showed that it is
possible and safe to carry out the procedure in women with no
uterine prolapse as in cases with nullipara[19].There is no evidence
that nulliparity is a risk factor for increased morbidity in
NDVH[20]. The principle of the fear of performing NDVH in
nulliparous women is lack of uterine descent, which is not a
contraindication to NDVH.In our study, 3 out of 4 nulliparous
Indication of NDVH

patients successfully underwent NDVH. In 1 patient, bowel injury
occurred while opening the pouch of Douglas. NDVH was
completed vaginally after which colostomy was done. The total
number of nulliparous women in any study is expected to be less
when compared with parous women.Most of the patients in our
study had more than one complaint. But most common complaint
among them was menstrual irregularities, menorrhagia being the
commonest (72%), not responding to medical treatment. This was
comparable with other case studies done by Mittal P et al? (2014)
and Vaishai Patil et Al[21](2015) in which menstrual irregularities
was the most common complaint.In our study, 16% patients had

uterine size ==12 weeks. Maximum size of the uterus removed

vaginally was 14 weeks. 84% npatients had uterine size = 10

weeks.Similarly majority of the cases had uterus size 10 weeks in
other case series by Saha R et al[22] (2012), Chandana C et al[9]
(2014) and Pradeep S[17] et al (2015).0On the contrary Singh A et

al[23] (2006) reported the incidence of uterine size == 12 weeks as

18 out of 58 (31%) in cases operated for NDVH. Purohit RK[24]
(2002) had reported performance of vaginal hysterectomy in upto
20 weeks uterine size with use of Purohit technique of vaginal
hysterectomy with high success rate. In his study, 10.28% patients
had uterus >12 weeks size.Bhadra et al[14] (2011) in their study
had uterus of 12-20 weeks size in 16 patients out of 158 i.e. in 10%
patients.Mehla et al[16] (2015) in their study had 13 cases out of
105 study cases (12.3%), with uterine size > 12 weeks.Ultrasound
was useful in confirming the clinical diagnosis and the size of
uterus, along with adnexal pathology. The most common finding
on ultrasound examination in our study was uterine fibroid (50%).
Next most common finding was normal sized uterus (34%). In the
study done by Vaishai Patil et al (2015), most common finding on
ultrasound was normal sized uterus (45%) and fibroid was the next
most common finding[21]

Table 5: Indication of NDVH

Indication KumarS | SahaR et Doppa G et Chandana C et al[9] Pradeep S et al[17] Present
et al[23] al[22] al[11](2014) (2014) (2015) Study
(2004) (2012) (2015)
Adenomyosis 5% 24% 5% 9% 15% 4%
DUB 12.5% 26% 39% 32% 22.5% 32%
Uterine Fibroid 76% 46% 41% 43% 57.5% 50%
Cervical Polyp _ 2% _ 3% 3.33% 4%
Chronic Cervicitis 2.5% _ _ _ _ 8%
Mentally Retarded _ _ _ _ _ 2%

The commonest indication for NDVH in our study was fibroid of
uterus (50%).Second most common indication was DUB
(32%).Fibroid uterus was the commonest indication for NDVH in
case series by Kumar et al[25] (2004), Saha R et al[22](2012),
Doppa G et al[11](2014), Chandana C et al[9] (2014) and Pradeep
et al[17] (2015). But DUB was the commonest indication in other
case series done by Bhadra et al[14](2011), Alokananda et al[26]
(2011), Mehta et al[10](2014).

Conclusion

Non-descent vaginal hysterectomy is a scar less surgery. NDVH
is possible in bigger size uteri with use of different methods of
debulking which is safe and it accomplishes the surgery by vaginal
route in most of the cases. NDVH is performed safely in patients
with previous pelvic surgeries and nulliparous women at the hands
of experienced surgeon. NDVH is cost-effective. NDVH is safe in
women with moderately enlarged uteri up to size 14 weeks.
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