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Abstract:

Introduction: It is believed that the uterus and menstruation are the core of women’s femininity and sexual life.
After hysterectomy women no longer remains fertile and will not have periods. Because of early menopause and
changes in hormone levels, sex drive is badly affected. Depression after hysterectomy can be because of the
changes in hormonal levels and the psychological feeling of loss of feminity which is very debilitating. Thus, it
became important for me to find out the best possible route for hysterectomy and serve the womankind.
Material and Methods: Patients admitted to the Gynecology Unit in GMCH requiring hysterectomy for benign
diseases were selected according to inclusion and exclusion criteria for each group.A written informed consent
was taken from all patients after explaining the procedure and complications, after taking proper history and
thorough clinical examination, all patients with inclusion criteria was subjected to routine investigations, routine
investigations included USG abdomen and pelvis, complete haemogram, urine analysis, blood grouping and Rh
typing, random blood sugar, blood urea, serum creatinine, Serum TSH, Chest X-ray, ECG, VDRL, HIV,
HbSAg, Coagulation profile. Patients admitted to the Gynecology Unit in GMCH requiring hysterectomy for
benign diseases were selected according to inclusion and exclusion criteria for each group.

Result: This study is a prospective interventional study including 60 patients who underwent NDVH and 60
who underwent TAH. In our study, commonest indication in NDVH group was DUB (63.33%), whereas
commonest indication for TAH group was fibroid uterus (51.67%). In our study, mean age of the patients
undergoing NDVH was 41.9 years, in TAH group was 43.5years.

Conclusion: Thus from our study it can be said that for uterus less than equal to 14 weeks size, vaginal
approach of removing the uterus has got better outcomes in terms of fewer febrile morbidity and infections,
faster recovery, shorter operative time, early return to normal activity and shorter hospital stay and better patient
satisfaction in comparison with abdominal approach of hysterectomy.

This is an Open Access article that uses a funding model which does not charge readers or their institutions for access and distributed under
the terms 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 work is properly credited.

Introduction

Women's femininity and sexual life are said to be hand, prolapse is typically caused by inadequate
centered on the uterus and menstruation. Following apical support from the cardinal or uterosacral
a hysterectomy, women lose their ability to ligament, which permits the uterus and cervix to
conceive and experience menstruation. Sex desire protrude downward towards the introitus. The
is severely impacted by early menopause and words "uterine descent" and "uterine prolapse" are
hormonal fluctuations. Depression following a relative; the former refers to abnormal descent.

hysterectomy may result from hormonal
fluctuations and the crippling psychological
experience of losing one's femininity. Therefore, it
became crucial for me to learn the finest
hysterectomy technique and help women.

The hysterectomy, which can be performed
laparoscopically, vaginally, or abdominally, is the
second most common procedure performed by
gynecologists, after Caesarean sections 53.

The only official guideline confirming the vaginal
route's superiority over the abdominal route in
mobile uteri of 12 weeks or less is the ACOG

The flexibility of the structures supporting the
uterus causes some physiological descent in a
normal uterus (one free of disease). On the other

Pereira et al. International Journal of Current Pharmaceutical Review and Research

948


http://www.ijcpr.com/

International Journal of Current Pharmaceutical Review and Research

committee's judgment, despite several research to
the contrary. Currently, the ratio of vaginal to
abdominal hysterectomy for benign illnesses is 3:1.
The ratio need to be reversed as the vaginal method
has less post-operative difficulties, allowing for a
quicker recovery and return to work.

The least and most intrusive procedures are
traditional vaginal and abdominal hysterectomies,
respectively. Due to the simplicity and convenience
of a Dbig abdominal incision, abdominal
hysterectomy is more common than vaginal
hysterectomy. The laparoscopic approach is linked
to longer operating times and a higher incidence of
intraoperative injuries.

Lack of training and experience in vaginal and
laparoscopic techniques, refusal to perform vaginal
surgery when the uterus is significantly enlarged in
nulliparous women, or in the absence of uterine
prolapse are some of the reasons why there are no
formal practice guidelines that clearly identify
appropriate candidates for vaginal hysterectomy,
abdominal hysterectomy, and laparoscopically
assisted vaginal hysterectomy.

At our facility, hysterectomy is done vaginally,
abdominally, and laparoscopically. But since the
latter two techniques are used in the great majority
of instances, this study compares vaginal and
abdominal hysterectomies.

Therefore, when considering uterovaginal prolapse
as the only reason for vaginal hysterectomy,
surgeons must broaden their scope. Strong efforts
are underway to replace abdominal hysterectomy
with vaginal hysterectomy and lower the frequency
of abdominal hysterectomy procedures.
Determining the viability and safety of non-
descending vaginal hysterectomy in our setup is
therefore crucial in order to optimize the percentage
of vaginal hysterectomies performed in cases with
non-descending uterus.

Material and Methods

Sources of Data collection: Patients admitted to
the Gynecology Unit in GMCH requiring
hysterectomy for benign diseases were selected
according to inclusion and exclusion criteria for
each group.

Study Design: Comparative study Period: From
January 2017 to June 2018. A total period of 18
months.

Inclusion Criteria

e Patient willingness.

o Uterine size <14 weeks.

o History of previous 1 caesarean section.

o Good Uterine mobility on per vaginal
examination.
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o Pathology confined to the uterus only &
absence of any adnexal pathology on clinical
and ultrasonic examination.

o Patient with Pelvic inflammatory disease with
good uterine mobility.

e Patient with endometriosis with good Uterine
mobility

o Patient with dysfunctional uterine bleeding
with good uterine mobility.

e Chronic cervicitis.

Exclusion Criteria

o Uterus size more than 14 weeks.

o Uterine prolapse

e Malignancy-suspected or diagnosed

e  Frozen pelvis

o History of more than 1 Caesarean section.

o Patient with Pelvic inflammatory disease with
restricted uterine mobility.

o Patient with endometriosis with restricted
Uterine mobility

o Patient with Dysfunctional uterine bleeding
with restricted uterine mobility

Methodology

A written informed consent was taken from all
patients after explaining the procedure and
complications, after taking proper history and
thorough clinical examination, all patients with
inclusion criteria was subjected to routine
investigations, routine investigations included USG
abdomen and pelvis, complete haemogram, urine
analysis, blood grouping and Rh typing, random
blood sugar, blood urea, serum creatinine, Serum
TSH, Chest X-ray, ECG, VDRL, HIV, HbSAg,
Coagulation profile.

To determine size of uterus, position of fibroid if
any, adnexal pathology, endometriosis or any other
pathology ultrasonography was done
preoperatively, after getting results of the above
investigations patients were subjected to pre-
anesthetic check-up and the type of anesthesia was
decided, Spinal anesthesia was used in most cases.

Operating time for vaginal hysterectomy was
calculated from incision at cervicovaginal junction
to the completion of closure of vault.

Operating time for abdominal hysterectomy was
calculated from incision on the abdomen to closure
of skin incision, Foley’s catheterization of bladder
and placement of vaginal pack was done in all
patients of Non Descent Vaginal Hysterectomy
(NDVH).

Sample size: It has been calculated by using the
following formula:

Where, [1 is standard normal variate taken at 95%
confidence level = 1.96

P found to 66%
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Margin of error considered to be 15% of P n=60.42
: Standard deviation considered with the help of Result
pilot study = 1

_(196) X 66(24)
T T (015 % 66)

Table 1: Age Distribution

Age Groups (years) NDVH TAH

Number Percentage Number Percentage
24-34 3 5% 2 3.33%
35-44 33 55.00% 31 51.67%
45-54 23 38.33% 25 41.67%
>54 1 1.6% 2 3.33%
Total 60 100.00% 60 100.00%
Mean Age 419+ 523 43.5+55

In this study majority of the patients undergoing NDVH (55%) and TAH (51.67%) were in the range of 35-
44 years of age group. Mean age in the NDVH group was 41.9 + 5.8, in TAH group was 43.5 + 5.5.

Table 2: Parity Distribution

Parity NDVH TAH
Number Percentage Number Percentage

1 4 6.67% 1 1.67%

2 21 35.00% 22 36.67%

3 18 30.00% 21 35.00%

4 12 20.00% 9 15.00%

5 3 5.00% 5 8.33%

6 0 0.00% 0 0.00%

7 0 0.00% 0 0.00%

N 2 3.33% 2 3.33%

Total 60 100.00% 60 100.00%

In this study NDVH (40%) and TAH (35%) was more common in para 2.
Table 3: Size of Uterus in Weeks

Size Of Uterus In Weeks

Weeks NDVH TAH
Number Percentage Number Percentage
4 10 16.6% 4 7%
6 16 26.6% 7 28%
8 10 16.6% 16 27%
10 11 18.3% 13 22%
12 9 13.3% 16 12%
14 4 6.6% 4 5%
Mean Size of Uterus 8+3.1 82+24

Here in this study mean size of uterus in weeks in patients undergoing NDVH was 8 + 3.1 and TAH was
8.2+24.
Table 4: Weight of Uterus in Grams

NDVH TAH
Weight(grams) Number Percentage Number e Percentage
<100 3 5.00 4 7%
101-150 21 35.00 10 17%
151-200 13 21.67 20 _ 133%
201-250 12 20% 14 v 123%
251-300 11 18.33% 11 18%
301-350 0 0.00 1 2%
Mean Weight of Uterus 186.2 +68.3 198.7 +56.7

Mean weight of the uterus in grams in NDVH group was 186.2 + 68.3 grams. In TAH group was 198.7 + 56.7
grams.
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Table 5: Time Taken For Surgery

Time Taken In Minutes | NDVH TAH

Number Percentage Number Percentage
<60 25 41.66% 2 3.33%
60-120 35 58.33% 55 91.66%
>120 0 0.00% 3 5.00%

Time taken for NDVH was significantly shorter (p value 0.0001) than TAH. There were 43 cases associated
with cystocele and rectocele in whom anterior colporraphy and posterior colpoperineoraphy was done along

with NDVH.
Table 6: Table Comparing Size of Uterus in Weeks with Time Taken For Surgery in Minutes

NDVH TAH

Size (weeks) <60 60 -120 >120 <60 60 -120 >120
mins mins mins mins mins mins

Atrophic 0 0 0 0 0 0

Menopausal 0 0 0 0 0 0

4 10 0 0 0 4 0

6 11 5 0 0 6 0

8 3 7 0 1 12 3

10 1 10 0 1 12 0

12 0 9 0 0 16 0

14 0 4 0 0 4 0

Total 25 35 0 2 55 3

In NDVH group as size of the uterus in week
increases time taken for surgery also increases. Out
of 11 patients of 10 weeks size of uterus, in 10
cases time taken for surgery was 60-120 mins and
in one case time taken for surgery was less than 60
mins. In all the cases with uterus 12- and 14-weeks
size time taken for surgery was between 60-120
mins. In 58.33% of the patients of NDVH group,
the time taken for surgery was between 60-120
mins. In 91.6% of the patients of TAH group the
time taken for surgery was between 60-120 mins.

Discussion

The current study was conducted to assess the risk
and consequences of TAH with NDVH and
determine its safety. Gynecological surgeons are
known for their vaginal approach to hysterectomy.
Practical experience with patients who were
anxious to avoid an abdominal incision provided
the motivation to expand the benefits and
investigate the boundaries of the vaginal route. By
using an anatomical opening, vaginal surgery
enables the surgeon to perform the least intrusive
procedure possible. A mobile uterus with normal
proportions, a big pelvis that permits
maneuverability, a single, large accessible fibroid,
advice for a preliminary vaginal hysterectomy, and
experience are all favorable variables for a non-
descending vaginal hysterectomy.

In our study, there were 7 cases in NDVH group,
with history of LSCS, out of which 3 cases
(42.85%) had adhesions and difficulty in opening
the anterior pouch. It can be said that it is not
necessary that if the patient has history of previous
LSCS, there will be adhesions intraoperatively.
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Thus, it can be said, that the presence of history of
previous LSCS does not become a contraindication
to vaginal hysterectomy.

There were 13 other cases, in NDVH group, in
which there was difficulty in opening the anterior
pouch and it was opened up after the application
and trans fixation of first clamp (uterosacral and
cardinal). It was not associated with any pathology
like fibroid, PID, or endometriosis or has any
history of previous surgery that would create
difficulty in opening the anterior pouch.

Difficulty in opening the anterior pouch, in NDVH
group may be due to, dissection of the wrong plane.
Thus, in vaginal hysterectomy identification and
dissection of the correct plane of cleavage is
important, for opening of the anterior pouch.

In our study, in NDVH group there were 26.66%
cases having difficulty in opening the anterior
pouch. There was one case of NDVH in our study,
which got converted to TAH having a large fundal
fibroid of 7x7 cms limiting its descent. The weight
of uterus was 250 grams. Thus, considering the
factors influencing the route of hysterectomy, one
must consider the mobility of uterus as an
important point, while selecting a patient for
NDVH. We had one case in NDVH group, with
bladder injury and it was repaired vaginally. It was
not associated with previous history of LSCS or
any other surgery. It could be because of lack of
surgeon’s experience. Hence, in determining the
route of hysterectomy, surgeons training and
expertise of the surgeon also matters.
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Conclusion

Therefore, based on our research, the vaginal
approach to uterine excision has better results than
the abdominal approach to hysterectomy for
uteruses smaller than 14 weeks in size. These
include fewer infections and febrile morbidity,
quicker recovery, a shorter recovery period, an
earlier return to normal activities, a shorter hospital
stay, and higher patient satisfaction.
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