
INTRODUCTION
The uterus is a hormone responsive reproductive organ that 
supports the Bladder and the Bowel. It has essential functions 
throughout a woman's life. Hysterectomy being the surgical 
removal of all or a part of the uterus is the most common 
surgery performed by the gynecologists, next only to 
caesarean section. Although enormous advances have 
occurred in the medical management of a number of 
conditions, hysterectomy continues to have a place in its 
denitiveness [1,2].

The past few years have seen growing indications for vaginal 
hysterectomy which is now preferred over abdominal 
hysterectomy. “REDISCOVERY” of the vaginal route, the term 
rediscovery is justied by the fact that vaginal hysterectomy is 
a technique that had already been introduced and performed 
centuries age, but with little success among gynecologist. 
Probably because of inexperience or lack of enthusiasm 
among gynecologists, who preferred the abdominal route, 
believing it to be a safer and easier procedure? In the recent 
decade increased expertise has been achieved by the 
gynecologists and better compliance has been reported by 
patients [3].

Vaginal hysterectomy is minimal bowel hysterectomy. The 
morbidity associated with abdominal incisions viz, infection, 
dehiscence, evisceration, discomfort or hernia and above all a 
scar are avoided. In vaginal hysterectomy, there is decreased 
post op morbidity and early ambulation. Prolonged necessary 
care is reducing. Bowel functions return earlier and hence 
parenteral uid therapy can be minimized. Fewer post op 
adhesions are likely to develop after vaginal hysterectomy. In 
case of extreme obesity, vaginal hysterectomy has a distinct 
advantage over the abdominal method. Vaginal hysterectomy 
is better tolerated by elderly patients and those with 
complicated medical disease [3]. 

It is said that the two are not competitive procedures but each 
has recommended that the choice of approach should be 
based on the surgical indication, patient's anatomic 
condition, data supporting the approach, informed patient 
preference, and the surgeon's expertise and training.

As seen in most hospitals, here also, TAH was more popular 
than NDVH. But with the introduction of LAVH where majority 
of the procedure is accomplished vaginally, there developed a 

growing in NDVH also. Hence, the present study is to show that 
NDVH involves less morbidity, is less invasive, requires less 
hospitalization, has a faster recovery time and has many more 
advantages when compared to TAH. Hence it should be the 
gynecological surgeons' rst choice wherever feasible.

METHODOLOGY
A prospective comparative study conducted among women 
hysterectomy for benign uterine condition. Those undergoing 
non descent vaginal hysterectomy were compared with those 
undergoing total abdominal hysterectomy from June 2019 to 
November 2020  (18 months).The women in OPD were 
screened and those requiring hysterectomy for various 
indications were taken for the study. Permission from the 
Institutional Ethics Committee was obtained before starting 
data collection.

INCLUSION CRITERIA
1. Uterine size up to 12 weeks gestation
2. Non prolapsed uterus

EXCLUSION CRITERIA
1. Uterine size more than 12 weeks.
2. Complex ovarian cyst (or>8cm).
3. Any degree of uterine descent.
4. Restricted mobility of uterus.
5. Suspicion of genital malignancy.
6. Any existing signicant bleeding diathesis.

Sample Size
A total of 100 patients.
Group A: 50 patients undergoing vaginal hysterectomy
Group B: 50 patients undergoing abdominal hysterectomy

Approved proforma were used for collecting demographic 
data, clinical data, preoperative evaluation, intra-operative 
observations and post-op ndings and complications. Written 
informed consent was taken from patient relatives for surgical 
procedure and regarding the potential risks of anesthesia and 
surgery and also post operative evaluation. All cases were 
given Inj. Voveron (diclofenac sodium 75 mg) I.M. just before 
leaving the theatre and the same was repeated 8 hourly for the 
next 48 hrs.

The main parameters used for comparison were-
1. Intra-operative blood loss-blood loss was calculated by 
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noting the weight of mops and blood collected in suction 
apparatus

2. Time taken for surgery
3. Intraoperative injury- Any injury to Bowel, Bladder or 

Ureter was noted.
4. Pain scoring according to visual analog scale was done 

[4]
5. Length of hospital stay

STATISTICAL ANALYSIS
Statistical analysis was done by using SPSS software version 
16. The data collected in the present study were presented in 
the form of tables and graphs. The data were analyzed 
statistically by calculating the descriptive statistics viz, Mean 
SD, percentage and 95% condence interval for all 
continuous variables. The difference in mean is tested using 
independent sample student's 't' test and the measures of 
association between the qualitative variables are assessed 
using chi square tests. The inference is considered statistically 
signicant if p<0.05.

RESULTS
Most of the women in the group A were of 46-50 years (45.3%) 
while majority of the women in the group B were of 41-55 years 
(42.66%). The association between age and time noted for the 
procedure against the route of surgery was not signicant.

The blood loss between the two groups were compared and 
the P value obtained was statistically signicant. It implies 
more blood loss was observed in TAH group. This is because 
TAH requires entry via skin, abdominal fat, rectus and muscle, 
hence blood loss was more.

Pain scoring was done on postoperative day-3 in the VAS. 
Mean pain score in NDVH and TAH was 4.3 and 5.04 cm, 
respectively. The difference in the pain rating score between 
the two groups was found to be statistically signicant. It 
implies that the Post op pain was much less in NDVH cases 
hence Post operative mobilization and ambulation was earlier 
in NDVH patients. 

Mean duration of hospital stay in NDVH 5.44 days while it was 
6.27 days in cases of TAH. The difference in the duration of 
hospital stays when the two groups were compared was found 
to be statistically signicant. The cause of prolonged hospital 
stay was mostly due to prolonged catheterization or due to 
post op complications requiring observation and monitoring. 
(Table 1)

Table 1: Table showing various parameters with respect to 
NDVH and TAH (N = 50)

DISCUSSION
Hysterectomy is a major gynaecological surgery and is often 
easiest when least necessary. The uterus is a priced 
possession of every female. Hence the indication for 
hysterectomy in any cases must therefore be clearly dened, 
and should be one for which more conservative treatment is 
not likely to be efcacious. Nowadays a spectrum of 
approaches is available for performing hysterectomy. 
Traditional vaginal and abdominal hysterectomies represent 
the least and most invasive techniques respectively, whereas 

the laproscopic procedures remain in the middle of the 
spectrum. Too often, a route is chosen merely because it has 
become a routine procedure in that particular institution or 
clinic. The ease and convenience offered by a large 
abdominal incision have led to the preponderance of 
abdominal hysterectomy over the other types of hysterectomy, 
and a rational evidence-based approach should be followed 
for the selection of a right type and route of hysterectomy. 

In our study most of patients were in the age group of 40-49 
years, which was well compared with the study carried out by 
Dewan Rupali et al [5] and also in other studies as shown 
below.

With respect to size of the uterus and delivery of the uterus, we 
had difculty in delivery of uterus in few patients which was 
accomplished by morcellation and or enucleation of 
leiomyoma. Kumar et al [6] successfully carried out vaginal 
hysterectomies in 95% (76/80) and 60 of their patients needed 
morcellation or hemisection or myomectomy and they 
considered vaginal hysterectomy safe up to 12 week size. 
According to Sheth SS [7] the preoperative sonographic 
estimation of uterine volume and the ndings at examination 
under anesthesia help in choosing the vaginal route. They 
needed debulking for uteri with a volume of more than 300 
cm3. Regarding dubulking measures, various techniques 
were used for easy removal of uterus in NDVH group. In our 
study, in NDVH group, Bisection was carried out in 12 (16%) 
cases, morcellation in 2 cases (2.67%). No specic technique 
was employed in 59 cases (78.67%). 

Entire removal of uterus was done in all cases of TAH without 
using any specic debulking method. The safety of the 
technique has already been tested by various surgeons. 
Magoe et al [8], in his series removed large uteri weighing 
more than 1000 gms vaginally. Aparna Hegde et al [9], could 
successfully remove uteri size up to 16 weeks using these 
techniques. D Kammerer Doak and J Mao[10]¸concluded 
through their study that uterine morcellation at the time of 
vaginal hysterectomy is safe and facilitates the vaginal 
removal of moderately enlarged and well supported uteri 
without increasing peri operative morbidity. S.Taylor et al [11], 
compared TAH with vaginal hysterectomy with morcellation. 
Uterine weights up to 982 gm were included in the study. They 
found that uterine morcellation at the time of VH is safe 
facilitating the removal of moderately enlarged uteri and is 
associated with decreased hospital stay and post operative 
morbidity compared to the abdominal route. Mazdisnian F et 
al [12] could remove uteri up to 1000 gm1s vaginally using 
these techniques. Similarly Unger JB [13] could remove uteri 
weighing up to 700 gms using these techniques.

Regarding Time taken for surgery, In NDVH group duration 
was between 66 mins to 120 mins. The increase in time taken 
for surgery was mainly due to the de-bulking procedures. 
Mean duration of surgery in NDVH group was 86.3 minutes 
and mean duration of surgery in TAH group was 106.4 
minutes. Similar results were seen in other studies [9,15,17]. 
Duration of surgery was more in cases which required either 
debulking or in cases who had a history of previous on LSCS.

Mean blood loss in NDVH group was 171.32 ml and mean 
blood loss in the TAH group was 210.45 ml. the blood losses 
between the two groups were compared and the p value 
obtained was 0.0001, which was statistically signicant. In the 
clinical analysis done by Pradeep Kumar Garg et al [15] mean 
blood loss in the NDVH group was 286 ml whereas that in the 
TAH group was 310 ml. Here also the difference in the blood 
loss between the two groups was not statistically signicant. 
Dewan Rupali et al [5], in their study found that mean blood 
loss for NDVH group was 290 ml. Singh Abha et al [16], in their 
study showed that the blood loss was statistically signicant 
with p value 0.001.

VOLUME - 10, ISSUE - 09, SEPTEMBER - 2021 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra

Factor Type of surgery Students 
t test

P 
valueNDVH TAH

Time (in 
minutes)

86.32 ± 9.74 106.41 ± 15.72 15.39 0.001

Blood loss 
(in ml)

171.32 ±36.58 210 ± 70.56 7.16 0.001

Pain score 4.32 ± 1.03 5.04 ± 1.12 6.27 0.001

Hospital stay 
(in days)

5.44 ± 1.43 6.27 ± 2.36 4.28 0.001



Regarding the pain scoring on postoperative day-3 in the VAS, 
mean pain score in NDVH group was 1.32. Mean pain score in 
TAH group was 5.04. The difference in the pain rating scoring 
between the two groups was found to be statistically with a 
value <0.0001. Postoperative mobilization was earlier in 
group A patients. This Study proved that post operative 
patient comfort was very much increased with NDVH. This is 
the one of the most important advantage of NDVH over TAH. 
This was proved by studies conducted by Pradeep Kumar 
Garg et al [15], S. Taylor et al [12] as well as Dewan Rupali et 
al [5].

The difference in the duration of hospital stay when the two 
group were compared was found to be statistically signicant 
with a p value of 0.0001. Length of hospital stay was 
signicantly decreased with NDVH group (p<0.001) 
compared to TAH group in the study conducted by various 
authors [5,9,10,12,15,16].Then the two groups were compared 
regarding intraoperative injury, postoperative bleeding 
needing laparotomy and post operative blood transfusion. 
Chi Square test was applied for statistical analysis. There was 
however no statistically signicant difference between the two 
group regarding post operative blood transfusion with p value 
of 0.47.Similar conclusion was derived by Pradeep Kumar 
Garg et al [15] as well as Mazdisnian F et al[13] and S. Taylor 
et al [12] through their studies.New developments such as 
bre optic light source, longer instruments for obese patients 
etc combined with existing methods of uterine morecellation 
may now allow many larger uteri to be removed vaginally. A 
critical evaluation of the methods is required to identify an 
optimum place for every type of hysterectomy and to enable 
the gynecologist select the right method for a particular 
patient to bring about the best possible outcome.

CONCLUSION
From our study we conclude that a scar less surgery in the form 
of NDVH should be preferred by all surgeons as the primary 
route of perform hysterectomy. Previously considered 
contraindications for NDVH have now been ruled out. Less 
intra-operative blood loss, less febrile morbidity, low 
postoperative complications, faster recovery, less hospital 
stay demonstrate that the vaginal route should be the choice 
of operation for non-descent cases. Vaginal hysterectomy is 
least invasive route, safe and effective procedure for benign 
non-prolapsed cases. Besides the faster recovery and lower 
incidence of bleeding and other complications, vaginal route 
lowers cost for health systems.
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