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Hysterectomy is the most commonly performed major abdominal surgery among gynecologic surgeons and the 
decision is generally based on indications for surgery, surgeon's training and preference, uterine size, presence and 
absence of any associated pelvic pathologies and patient's choice. Laparoscopic procedures are associated with less 
post-operative pain, shorter hospitalization, and with lower infectious morbidity rate than laparotomy.  Materials and 
Methods: Patients undergoing both the types of hysterectomy i.e. LH (Laparoscopic hysterectomy) and NDVH (Non 
descent vaginal hysterectomy) were included in the study. Those patients having malignancy as diagnosed by Pap 
smear or by Dilatation &Curettage were excluded from the study. All the patients were investigated thoroughly for their 
cardio respiratory status, fitness for surgery and other medical conditions.  In this study majority of patients  Results:
belongs to age group 40-49 years in both the groups. Fibroid and adenomyosis were the most common indications of 
hysterectomy in both LH group & NDVH group. Average amount of blood loss in NDVH was 163±149 ml and it was 
123.3±132 ml in LH group. Blood loss in LH group was less. The duration in the hospital stay of LH was less than that of 
NDVH.  LH can be considered an alternative to NDVH for those in whom NDVH is not feasible or patient Conclusion:
wants to be at work early. 
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INTRODUCTION
Hysterectomy is the most commonly performed major 
abdominal surgery among gynecologic surgeons and the 
type of surgery is generally based on indications for surgery, 
surgeon's training & preference, uterine size, presence and 
absence of any associated pelvic pathologies and patient's 
choice.[1] Laparoscopic procedures are associated with less 
post-operative pain, shorter hospitalization, and with lower 
infectious morbidity rate than laparotomy. Present study was 
done at our institute to compare vaginal hysterectomy with 
laparoscopic hysterectomy. People undergoing laparoscopic 
hysterectomy experience shorter hospitalization, a smaller 
wound, more rapid recovery, and shorter absence from work 
compared to patients undergoing NDVH. The disadvantages 
of LH are longer operating time, higher costs and experience 
required for laparoscopy including a learning curve. [2-6] 
Most of the surgeons do not feel comfortable enough with the 
vaginal approach, especially in the presence of dense 
adhesions, need for oophorectomy, narrow vaginal access, 
and lack of pelvic relaxation. [4-6] 

The vaginal approach (NDVH; non descent vaginal 
hysterectomy) was chosen predominantly in the past, while 
some gynecologists preferred abdominal Hysterectomy 
(TAH) in selected cases. Recently, an increasing number of 
minimally invasive approaches, such as laparoscopic and 
robotic hysterectomy, have been applied. Only recently have 
several reports been published in which NDVH and TLH have 
been compared directly [7]. In our facility, NDVH had also 
been performed for benign lesions routinely. However, with 
the growing prevalence of laparoscopic surgery, we have 
started doing LH also. The aim of our study was to examine 
whether introduction of LH in a centre where NDVH has been 
performed predominantly has any risks in respect to 
complication rates and hospital stay.

MATERIALS AND METHODS 
This is a prospective study aimed to compare non descent 
vaginal  hys terectomy (NDVH)  and laparoscopic 
hysterectomy (LH) from all angles. For that cases of both types 
of hysterectomies were scrutinized thoroughly. Selection 
Criteria for non-descent vaginal hysterectomy are adequate 
lateral space in fornices, size of uterus ≤ 12 wks; Cases with 
previous surgery were included after proper clinical 
evaluation. Criteria for laparoscopic hysterectomy were same 
as that of NDVH plus: (i) No umbilical hernia; (ii) No local 
abdominal skin infection. All cases were investigated 
thoroughly for their cardio respiratory status and fitness for 

surgery. All patients were operated under spinal and epidural 
or general anesthesia as decided by anesthetist whichever 
was best for individual case. Total follow up was 6 months 
period.

The aims and objectives were as follows: (1) To compare 
duration of surgery, blood loss and complications during 
surgery and post-operative pain in each type of hysterectomy. 
(2) To evaluate the safety, simplicity and acceptability of each 
type of hysterectomy both to the patient as well as the 
surgeon. 

All these patients were admitted after proper examination, 
investigations and fulfilling selection criteria and Pap smear 
examination to rule out malignancy. The age of the patient, 
reproductive history, medical history, BMI, patient 
background, operative time, estimated blood loss during 
operation and duration of hospital stay were compared 
between the two groups. Calculation of blood loss was done 
by subtracting supplied saline from total aspirated fluid. 
Calculation of blood loss and operation time were routinely 
performed by the operative nurse and checked by the 
anesthesiologist. The study was approved by the ethical 
committee, and performed with an informed consent to the 
patients.

Factors examined include demographic details, indication for 
operation, intra-operative details & post-operative review 
findings. Number of patients included in this study was 130, of 
which 43 patients underwent NDVH and 87 underwent LH. 
Patients with malignancies and planned vaginal or abdominal 
hysterectomies were excluded. In present study, the 
distribution of patient characteristics and indications of 
hysterectomy is listed in Table 1. Intra and post-operative 
results were listed in Table 2. 

OBSERVATIONS AND RESULT
Table 1: distribution of patient characteristics and 
indications of hysterectomy

NDVH (n=43) LH (n=87)

Age (years) 47±7.2 46.9±6.9 

BMI 27.7±5.5 26±4.7 

Parity 1.95±0.7 1.56±0.7 

Caesarean delivery 0.2±0.6 0.55±0.8 

Sterilization 32 12 

Myomectomy 0 2 

Adnexectomy 1 0 
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Table 2: Intra and post-operative results

DISCUSSION:
The results of our study indicate that although the length of 
operation was significantly higher in the LH group, reduced 
complications make LH a safer and more comfortable 
approach for both patients and health care providers. Other 
studies showed that although the operation time is longer, 
hospital stay and analgesic use are lower in LH than NDVH but 
blood loss was higher in NDVH surgery [8-11]. While 
hemoglobin drop was higher in NDVH, blood transfusions 
were not common in either of the group in the present study. 
However, one study by Lowell and Kessler showed the 
operation time, the mean blood loss and need for transfusion 
was higher in the NDVH group [12]. In Carter's study, there 
were no significant differences between estimated blood loss 
and change in hemoglobin from preoperative to 
postoperative day 1 levels between NDVH and TLH groups 
[13]. Another study showed blood transfusion was similar in 
NDVH (three cases from 47) and TLH (three cases from 45) 
groups [14]. Intra-operative and postoperative complications 
were lower in the NDVH group and NDVH patients returned 
better to normal activity after two weeks. This result supports 
the findings of a new study [15]. However, a review article 
demonstrated although LH involves a shorter hospital stay, 
speedier postoperative recovery, and less analgesia use, 
there is also a higher rate of bladder injury (1.8% for TLH 
versus 0.4% for NDVH) and longer operation time [16]. Lowell 
et al also showed the NDVH increased the risk of 
intraoperative complications [12]. Given the benefits of LH in 
this study, we believe it should be offered as a first-line 
procedure to women undergoing hysterectomy for benign 
diseases and for whom abdominal hysterectomy is 
contraindicated. However, based on disadvantages that 
manifested in other studies we plan to explore the relative 
merits and demerits of these procedures in a larger-scale 
study incorporating a larger number of samples.

CONCLUSION 
NDVH is associated with less handling of intestines, less 
exposure to general anesthesia, no need of any specialized 
instruments, as compared to LH. On the other hand LH is 
associated with small scar of surgery, less morbidity and less 
post-operative pain. LH can be a better route of surgery in 
obese patients in whom NDVH may be difficult. LH can be 
considered an alternative to AH (abdominal hysterectomy) 
for those in whom VH (vaginal hysterectomy) is not feasible. 
LH may be comparable to NDVH in terms of post-operative 
parameters and satisfaction, but it has significantly longer 
operated time and requires laparoscopic surgical skills. 
Recent advances in equipment, surgical techniques and 
training have made LH a well-tolerated and efficient 
technique. The future place of LH will be determined by the 

increased familiarity and skill of surgeons with vaginal 
procedure, stimulated by doing the difficult part of NDVH. 
Hence in normal uncomplicated uterus NDVH or even AH has 
no disadvantages and remain an excellent option. There are 
many good indications of LH in patients with previous 
abdominal surgery, multiple fibroids, limited vaginal access, 
nulliparity or broad ligament myoma. In other words, LH 
should be considered a better option because of less hospital 
stay and reduced post op pain after surgery. 
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Total 33 (33.5) 14 (25.4)

Indication of surgery 

Fibroid 52 (56) 37 (67) 

Adenomyosis 22 (23) 12 (21) 

Endometriosis 2 (0.2) 3 (5.5) 

Ovarian cyst 7 (0.8) 1 (1.8) 

DUB 19 (20) 2 (3.7) 

NDVH (n=43)  LH (n=87)

Duration of surgery, min 76.9±25 124±39.7 

Blood losses, ml 163±149 123.3±132 

Hospital stays (days ) 2.63±1.2 3.21±0.69 

Uterine size, cm 11.45±8.2 11.16±2.9 

Hemoglobin change, gm% 1.12±0.7 0.70±0.73 

Vault hematoma 4 (4.3) 1 (1.8) 

Fever 4 (4.3) 2 (3.6) 

Bowel injury 0 1 (1.8) 

Bladder injury 0 1 (1.8) 

Ureteric injury 0 1 (1.8) 

Wound infection 1 (1.1) 0 


