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Vaginal hysterectomy in non-prolapsed uteruses:

6-year experience
Histerectomia vaginal em Utero sem prolapso — experiéncia de 6 anos

Thomaz Rafael Gollop!, Adriana Grandesso dos Santos?, Alexandre Guilherme Zabeu Rossi?,
Rogério Francisco Bianchi?

ABSTRACT

Objective: To evaluate the applicability of the technique of vaginal
hysterectomy in non-prolapsed uterus. Methods: A retrospective
cohort study with 220 patients submitted to vaginal hysterectomy from
January 2004 to July 2010 by the Vaginal Surgery and Pelvic Floor
Team. Patients mean age was 44.4 years and they had on average
three births (0-10 deliveries). The surgery was performed even in cases
of previous abdominal surgery, and cesarean section was prevalent in
54.6% of patients. Results: The mean uterus weight was 278.9g. The
mean operative time was 93 minutes, and length of hospital stay was
24 hours after surgery in 65% of cases. There were no cases of visceral
injury. The mean postoperative complication was cellulitis of the vaginal
vault that occurred in 11 cases (5%) that received antibiotics. Mean
blood loss corresponded to 1.4g/dL hemoglobin. From the analyzed
sample, vaginal hysterectomy by vaginal route was feasible in 96.8%
of patients, and abdominal conversion was necessary in 3.2%.
Conclusion: Vaginal hysterectomy is a minimally invasive surgery,
with fewer complications, and low morbidity. We believe that this
procedure should be indicated to treat gynecological benign diseases.

Keywords: Hysterectomy/methods; Surgical procedures, minimally
invasive; Hysterectomy, vaginal; Uterine prolapse

RESUMO

Objetivo: Avaliar a aplicabilidade da técnica de histerectomia vaginal
em Uteros sem prolapso. Métodos: Estudo de coorte retrospectivo
de 220 pacientes submetidas a histerectomia vaginal no periodo de
janeiro de 2004 a julho de 2010, pela Equipe de Cirurgia Vaginal e do
Assoalho Pélvico. A média de idade dos pacientes foi de 44,4 anos
e tiveram, em média, 3 partos (0-10 partos). A cirurgia foi realizada
mesmo em casos de cirurgias abdominais prévias; a cesarea foi
prevalente em 54,6% da amostra. Resultados: O peso médio do
Gtero foi de 278,9g. O tempo cirdrgico médio foi de 93 minutos, e

o tempo de internagéo foi de 24 horas pds-operatérias em 65% dos
casos. Nao houve nenhum caso de lesao visceral. A complicagao
pds-operatéria mais frequente foi celulite de cuipula, que ocorreu
em 11 casos (5%), sendo tratadas com antibioticoterapia. A perda
sanguinea foi, em média, de 1,4g/dL de hemoglobina. Foi possivel a
realizacéo da histerectomia pela via vaginal em 96,8% das pacientes
da amostra estudada e em 3,2% foi necesséria a conversao para via
abdominal. Conclusao: A histerectomia vaginal é uma cirurgia por
orificio natural, minimamente invasiva, com baixas frequéncia de
complicagdes e morbidade, sendo factivel e segura para o tratamento
de afeccoes uterinas benignas.

Descritores: Histerectomia/métodos; Procedimentos cirlirgicos
minimamente invasivos; Histerectomia vaginal; Prolapso uterino

INTRODUCTION

Hysterectomy is the most common gynecologic surgery
performed worldwide. In the United States a mean of
600 thousand hysterectomies are done yearly?. Routes
of hysterectomy are: abdominal, vaginal, laparoscopic and
robotic. It is possible to use two routes associated with
vaginal hysterectomy (VH) assisted by a laparoscopic
procedure.

The vaginal laparoscopy and the robotic route are
considered minimally invasive techniques particularly
to be associated with lesser pain in the postoperative
period, shorter length of hospital stay and better patient
recovery when compared with the abdominal route®.

VH, which is performed through a natural orifice,
has the advantage of no visible scars and the use of
permanent surgical material that reduces costs when
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compared to laparoscopy and robotic technique®.
Despite the advantages of VH the abdominal
hysterectomy is the most used technique worldwide.
For example, in the United States in 2003 the number
of procedures by the abdominal route reached 66.1%.
Surprisingly, in the same year, VH was used only in
21.8% of patients and the laparoscopic hysterectomy in
11.8%®.

Although prolapsed uterus constitutes the most
common reason for VH, its use should not be limited
to the surgery of pelvic floor reconstruction. VH has
benefits also in the treatment of myomas and abnormal
uterine bleeding, which are usually the indications
to hysterectomy®. The vaginal route is less used in
Brazil for such indications, which justifies the report of
our experience using VH in the absence of prolapsed
uteruses.

OBJECTIVE

To evaluate the applicability of VH in non-prolapsed
uteruses.

METHODS

This was a retrospective cohort study describing the
results of a six years experience (January 2004 to July
2010) in performing VH by the Vaginal Surgery and
Pelvic Floor Team of Hospital Pérola Byington in Sdo
Paulo (SP), Brazil. This study was approved by the
Ethical and Research Committee of the same hospital
(protocol # 049/11).

A total of 220 patients were submitted to VH
performed by the Heaney technique®. Data was collected
regarding pre-operatory diagnoses, age, parity, body
mass index (BMI, data by weight kg/height m?), duration
of surgery, intra and post-operative complications and
length of hospital stay.

Patients were clinically examined to verify those
who were elected for the vaginal route considering
the following criteria: vaginal permeability of at least
4cm, mobile uterus with fundus reaching at most the
umbilical scar, fundus of the vaginal sac large and free
(>3cm), and the absence of a prolapsed uterus. Pre-
operative laboratorial tests, oncotic colpocytology and
one transvaginal pelvic ultrasonography were done.
Patients signed the consent form before being submitted
to the surgery.

The pre-operative data are described on table 1.
Patients median age was 44 years (32 to 75 years).
The median parity was three (zero to ten deliveries).
Distribution of parity is shown on figure 1: 12 were
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nulliparous (5.4%), 88 patients had only vaginal delivery
(40%), 60 had only cesarean section (27.3%) and 60 had
both vaginal and cesarean section delivery. Of the 220
patients, 120 (54.6%) had at least one cesarean section,
and 56 of them (25.4%) had two or more cesarean
sections.

The BMI was 29.2kg/m?*(18.9 a 64.2kg/m?). Eight
patients had BMI>40 (3.6%).

Table 1. Pre-operative data

Pre-operative data n (median)
Age 44 (32-75)
Parity 3(0-10)
BMI 29 (18-64)

BMI: body mass index.

12

60

# Nulliparous women (5.4%),
® Only vaginal delivery (40%),

1 Only cesarean section (27.3%)

® Both vaginal and cesarean section
delivery (27.3%)

Figure 1. Parity distribution

Surgical indications are described in table 2: 217
patients had metrorrhagia and/or uterine miomatosis,
2 had cervical intraepithelial neoplasia grade 2 (NIC 2)
and 1 patient had complex endometrial hyperplasia
without atypias and obesity (BMI=64.2kg/m?). In only
three cases (1.4%) surgery was not indicated due to
metrorrhagia and/or uterine miomatosis

Table 2. Surgical indications

Surgical indications n (%)
Miomatosis/metrorrhagia 217(98.6)
Cervical dysplasia 2(0.9)
Endometrial hyperplasia 1(0.5)
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RESULTS

The intra-operative data are shown on table 3. Surgeries
had a mean duration of 93 minutes (30 to 200 minutes).
The mean uterine weight was 278.9g (72 to 950g). A total
of 96 patients were submitted to bilateral salpingectomy
in order to prevent ovarian cancer and hydrosalpinx, and
21 patients underwent a transobturator sling procedure
to correct urinary incontinence.

Table 3. Intra-operative data

Intra-operative data Results
Duration of surgery (min.) 93 (30-200)
AHb* (g/dL) in 12 hours 14(05.1)
AHb (g/dL)>4 3(1.4%)
Transfusion 8(3.6%)
Uterine weight (g) 278.9(72-950)
Urinary/intestinal lesion 0

HTA Converter 7(3.2%)

min: minutes; AHb: hemoglobin variation.

Blood loss was estimated using the hemoglobin
variation rate on anesthesia time, and then repeated
12 hours after the surgery. The mean blood loss
corresponded to 1.4g/dL (0 to -5.1g/dL). In three
cases a variation of more than 4g/dL. was noted,
accounting for 1.4% of cases. Eight patients received
blood transfusion intraoperatively (3.6%), among these
patients four had anemia before surgery, and four
had bleeding during the procedure. The mean uterine
weight of these eight patients was 508.6g and, two had
abdominal conversion because the surgery did not
progress by the vaginal route.

In the end, seven patients were submitted to
abdominal hysterectomy. Among these patients the
mean uterine weight was 618.2g (450 to 683g). This
mean was above the total mean in this study that was
278.9g (72 to 950g).

The post-operative data can be seen on table 4. No
vesical or intestinal lesion was seen. In the first day after
surgery 65% of patients were discharged, in the second
day 30%, and in the third day or later 5%.

In two cases pelvic abscesses were seen (0.9%) and
patients were reoperated, 11 cases had vaginal vault
cellulitis (5%) being treated with antibiotics. Four
patients were rehospitalized for clinical treatment
(1.8%). A total of 20 cases (9.1%) had little
complications like vaginal vault granulomata, which
were cauterized.
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Table 4. Post-operative data

Post-operative data n (%)
PO1 discharge 143 (65)
PO2 discharge 66 (30)
Dicharge after >48 hours 11(5)
Pelvic abscess 2(0.9)
Vaginal vault cellulitis 11(5)
Clinical rehospitalization 4(1.8)

Vaginal vault granulomata 20(9.1)

PO: post-operative

DISCUSSION

VH is a minimally invasive surgery performed through
a natural orifice that presents fewer complications, low
morbidity and no visible scar. Some reasons or criteria
used to contraindicate the VH such as “no prolapse”,
“the uterus is too large”, “history of previous abdominal
surgery”, “patients did not have vaginal delivery” and
“oophorectomy is required” were not effective in the
patients of this study™.

One limitation of this study is that the results refer
to data obtained in a six years experience including
the learning curve process. Over the years, data as
duration of surgery, intraoperative bleeding and need
of abdominal conversion are decreasing. Besides,
because this surgery is acknowledged for a long time in
gynecology, few recent studies comparing different the
techniques’ efficiency are found in the literature.

In 2004 a study was published by Paparella et
al. involving 204 patients submitted to VH, with of
two year follow-up. They evaluated applicability and
complication index when the surgery was performed
in cases of slightly enlarged uterus, nulliparous women
and/or patients who had previous cesarean sections.
Patients with prolapsed uterus were excluded and the
surgical indications were to benign uterine diseases.
The results obtained by those authors were similar to
the present study. Patients mean age was 49.96+4.8
years (38 to 68 years), the mean of uterus weight was
427.74x254.75g (150 to 2,000g), the duration of surgery
varied from 30 to 140 minutes (mean 61.59+21.8) and
the complication index was 9.8%. No cases of blood
transfusion and reoperation were seen. Abdominal
hysterectomy was done in 1.9% of cases due to non-
progression of surgery. VH was possible in 97% of cases
in which the procedure was firstly contraindicated®.

According to a Cochrane review 2011 and Doganay
et al. in 2011, VH has clearly advantageous related to
the abdominal and laparoscopic techniques regarding
recovery from the surgery, bleeding, urinary route
lesions, infections and duration of surgery. So, they



concluded that this route should be considered the
preferable one™.

A retrospective American study by Tu et al., reported
that among 94,599 patients submitted to hysterectomy
from 2000 to 2005, 78% of cases were done using the
abdominal route. These authors’ study compared the
abdominal route in a teaching hospital (82%) and in
a regional hospital (78%), showing that vaginal and
laparoscopic routes are less taught for students at
institutions despite the benefits of these procedure
reported in the literature(®.

The number of surgeons able to use the vaginal
route has been dropping in the last decades. It is time
to return to the use of the vaginal route particularly to
distinguish a gynecologist from a general surgeon19,
VH is a safe and simple route. Gynecologist should
stimulate the development and the use of the vaginal
route in clinical practice: “hysterectomy through a
natural orifice” or “hysterectomy without a visible scar”.
VH success depends on the indication and appropriate
application of the technique®V.

CONCLUSION

VH was easily done in most of cases in this study. This
technique also had fewer complications intra- and post-
operatively, shorter hospital stay and low morbidity.
VH achieved success in almost all cases and no severe
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complications were observed. We believe that this
technique should be more indicated by gynecologists.
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