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ABS TRACT  
 

 

BACKGROUND 

We wanted to assess the feasibility of natural orifice non-descent hysterectomy 

(NONH) for various benign gynaecological indications. 

 

METHODS 

This retrospective study was conducted at a tertiary care centre including patients 

requiring hysterectomy for various gynaecological indications over 12 months. 

Outcomes including time of surgery, blood loss, intraoperative surgical technique, 

complications, and conversion to the abdominal route were noted. 

 

RESULTS 

A total of 68 cases of natural orifice non-descent hysterectomy were performed. The 

uterine fibroid was the most common (50 %) indication for surgery followed by 

adenomyosis. Uteri with previous multiple surgeries were also successfully 

operated vaginally. The average surgical time was 60 min, with minimal blood loss. 

Post-operative recovery was good and patients were discharged after 48 hours. 

 

CONCLUSIONS 

This article concludes that natural orifice is a safe route of non-descent 

hysterectomy even for larger and scarred uteri using various debulking and surgical 

techniques but requiring good anatomical knowledge, surgical expertise and 

teamwork. 
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BACK GRO UND  
 

 

 

In this modern era of medical science, surgical skills and 

techniques are fast evolving. With the advent of endoscopic 

approaches, surgeons can achieve results similar to open 

approaches giving minimal scar to the patient. This less 

amount of scarring brings better patient satisfaction and 

compliance to surgery. Taking it forward, the approach of 

surgery is moving from “keyhole” to “no hole” technique, thus 

making it more patient compliant but at the same time 

challenging for the surgeons. Gynaecologists had been 

practising this art of no hole technique for a hysterectomy for 

very long with promising results but the commencement of 

endoscopic approaches has led them to forget this art. 

Hysterectomy is the most common gynaecological surgery 

and second after caesarean section.1,2 It can be performed 

through abdominal, natural orifice (vaginal) or endoscopic 

(laparoscopic & robotic) routes. Previously, abdominal route 

was used to remove the uterus which gave an additional 

advantage to inspect ovaries. The vaginal route was used for 

pelvic organ prolapse. In absence of prolapse, the abdominal 

route was preferred over the vaginal route for hysterectomy. 

As now the emphasis is on minimally invasive surgery, there 

is a slow rise in vaginal hysterectomy for non-prolapse 

indications that is non-descent vaginal hysterectomy. Natural 

orifice hysterectomy (NONH) is considered better than 

abdominal, laparoscopic or robotic hysterectomy as it is 

associated with faster patient recovery and early return to 

the normal daily routine. An additional benefit of non-descent 

vaginal hysterectomy is that there is less chance of 

postoperative paralytic ileus as it is an extraperitoneal 

surgery with minimal bowel handling. As non-descent vaginal 

hysterectomy is a scarless surgery with decreased risk of 

paralytic ileus it should be preferred by all surgeons as 

primary surgery for benign cases. Non-descent vaginal 

hysterectomy is a safe, effective and economical surgery. 

Complications like infection, dehiscence, evisceration, hernia 

and scar discomfort are less in NDVH and morbidity is also 

reduced. As compared to open surgery there is an early 

return of bowel functions, early ambulation, reduced need for 

medication, hence NDVH is a better option for the elderly, 

obese and patients with other comorbidities. Also, it can be 

performed with lower health care costs compared to 

endoscopic surgery.3 Cosmetically, a scarless surgery is 

always better. NOH is more challenging for the surgeon as 

s/he has limited space to operate, requiring good anatomical 

knowledge and surgical expertise, but abdominal 

hysterectomy requires less training and there is a lack of 

awareness among the public about different routes and lack 

of enthusiasm among gynaecologists and hence abdominal 

route is preferred. Every patient should be informed and 

counselled about every possible option regarding the routes 

of hysterectomy by a gynaecologist that will help them to 

make a better decision, as most of the patients are not even 

aware of the possible routes of hysterectomy. 

This study intended to report the personal experience of 

performing challenging cases of non-descent uteri using 

various debulking techniques like uterine bisection, wedge 

resection, myomectomy or a combination of any of these. And 

also emphasising that a natural orifice hysterectomy is a safe 

option for large and scarred uteri. 

 

 

ME TH OD S  
 

 

This is a retrospective study conducted in a tertiary care 

centre. Demographic and clinical data of patients that 

underwent natural orifice non-descent vaginal hysterectomy 

(NONH) from January 2019 to December 2019 were 

extracted from clinical case sheets. Data were plotted on an 

excel sheet. The study was performed after receiving ethical 

approval from the Department of Obstetrics and 

Gynaecology, AIIMS Rishikesh, Dehradun, Uttarakhand, 

Patients who underwent NONH for benign indications of 

uterus up to a 24-week period of gestation size were included 

in the study. Surgeries performed for prolapse, malignancy, 

complex adnexal masses and uterine size >24 weeks were 

excluded from the study. Demographic, clinical and surgical 

details were recorded and evaluated. 

 

 

Oper a ti ve  Te ch ni que  

The preferred mode of anaesthesia for surgery was regional 

(spinal or epidural). General anaesthesia was given to 

selected patients requiring it for medical reasons. Patients 

were placed in the lithotomy positions. After cleaning and 

draping, patients were re-examined under the effect of 

anaesthesia to assess the uterine size, mobility and location of 

the fibroid. After applying labial sutures, bladder was 

catheterized, Sim’s speculum was inserted to retract the 

posterior vaginal wall.  

  

 Cervix was held with vullsellum. Various surgical 

techniques used are described below: 

1. In non-scarred uteri, a circumferential incision on the 

cervix was given. Pubovesicocervical ligament was cut 

and the bladder was dissected. The anterior pouch was 

opened first followed by the posterior pouch. 

2. In previously scarred uteri, the posterior pouch was 

opened first, followed by pushing up the bladder 

separating it carefully from the anterior uterine wall. 

Clamps were applied up to the uterine artery, thereby 

the uterus was delivered posteriorly and corneal 

structures were clamped. An anterior pouch was opened 

in the end. 

3. For larger uteri, owing secondarily to fibroids, the 

anterior pouch was opened first, the bladder was pushed 

up followed by the posterior. After ligating both uterine 

arteries, myomectomy was performed to reduce the size 

of the uterus. 

4. Also, in other cases, uterine bisection and wedge 

resection was done after opening both pouches. In 

wedge resection, with simultaneous clamping of 

ligaments, uterine chunks were removed to reduce the 

size and to bring the larger uterus down. 

 

To remove the ovaries, infundibulopelvic ligament was 

clamped, cut and ligated after delivering the uterus. 

Intraoperative blood loss, surgery time and intra-operative 

and post-operative complications were recorded. All patients 

received a single dose of ceftriaxone preoperatively followed 

by oral antibiotics for a total of five days after surgery. In 

uncomplicated cases, urinary catheter was removed after 24 

hours and patients were discharged under satisfactory 

conditions after 48 hours. 
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S ta ti s ti cal  An aly si s  

Simple mathematics for the calculation of percentage was 

used and no specific statistical analysis was used. 

 

 
 

 

RES ULT S  
 

 

 

A total of 68 patients were operated and Table 1 is showing 

the distribution of cases according to their age, body mass 

index and parity. The majority (41.1 %) of cases were among 

the age group of 45-50 years. In these patients, major 

pathology was uterine fibroid followed by adenomyosis. Out 

of 68 cases, 16.1 % of women were grand multipara, 36.7 % 

with parity of 2, 25 % were para3. 2 nulligravida patients 

were also operated on for fibroid uterus. Tight introitus 

giving limited surgical space with multiple fibroids makes it 

more challenging for the surgeon. 

 

Parameters 
Years/ KG/M2 / 

Parity 
Number of 

Patients 
Percentage 

Age (in years) 

35- 40 4 5.8% 
40-45 20 29.4% 
45-50 28 41.1 
50-55 12 17.6 

>55 4 5.8% 

BMI (kg/m2) 

<20 3 4.4% 
20-25 17 25% 
25-30 22 32.3% 
30-35 21 30.8% 

>35 5 7.3% 

Parity 

Nulliparous 2 2.9% 
1 13 19.11% 
2 25 36.7% 
3 17 25% 

>3 11 16.1% 

Table 1. Demographic Profile 

 

  
No. of 

Patients 
Percentage 

Indication 

Fibroid 34 50% 
Adenomyosis 18 26.4% 

CIN 6 8.8% 
Endometrial hyperplasia 6 8.8% 

Chronic PID 4 5.8% 

Size of uterus (period 
of gestation size) 

<8 16 23.5% 
8-12 18 26.4% 

12-16 22 32.3% 
16-20 11 16.1% 

>20 3 4.4% 

Previous surgery 

None 40 58.8% 
1 20 29.4% 
2 6 5.8% 
3 2 4.4% 

Debulking  
Technique 

Uterine bisection 34 50% 
Myomectomy 24 35.2% 

Wedge resection 4 5.8% 
Combination of the above 

techniques 
48 70.5% 

Average surgical time 60 min   
Average Blood loss 160 ml   

Hospital stays 48 hours   

Complications 

Bladder injury 1 1.4% 
Vault hematoma 1 1.4% 

Secondary haemorrhage 1 1.4% 
Conversion to abdominal 

hysterectomy 
2 2.9% 

Table 2. Clinical Details of the Patients Who Underwent NONH 

 

Table 2 describes the various indications, size of the 

uterus, intra and postoperative outcomes. Out of 68 cases, 50 

% of cases were done for uterine fibroids (submucosal, 

intramural & subserosal fibroids), 18 (26.4 %) cases were 

operated for adenomyotic uterus followed by 6 cases each 

(8.8 %) for endometrial hyperplasia & CIN (Cervical 

intraepithelial neoplasia) and 4 were operated for chronic 

pelvic inflammatory disease. 22 patients (32.3 %) had a 

uterine size of 12-16 weeks & 11 cases were of 16-20 week 

size, which is secondary to the fact that the fibroid was the 

major indication for surgery followed by adenomyosis. 3 (4.4 

%) patients had uterine size more than 20 weeks. 

Also, NONH was performed in patients with a history of 

various uterine surgeries including caesarean section, 

myomectomy, and uterine horn resection. 20 patients had a 

history of previous uterine surgery (caesarean, myomectomy 

etc). In patients with 2 or more surgeries, the bladder was 

found densely adhered to the anterior uterine surface. Out of 

various debulking techniques, uterine bisection was the most 

commonly used technique followed by myomectomy. A 

combination of the above techniques was also frequently 

used for larger uteri. Wedge resection was helpful in cases 

with restricted mobility. 

The average surgical time was 60 min. Blood loss during 

surgery was minimal (160 ml) and patients were discharged 

from the hospital under satisfactory condition after 48 hours 

of surgery. One case of NONH was converted to laparotomy 

intraoperatively for bladder repair and in another patient, the 

abdomen was opened on POD 2 owing to a secondary 

haemorrhage. 1 patient presented with a complaint of 

bleeding per vaginum on POD10 & was readmitted with the 

diagnosis of vault hematoma. The patient was conservatively 

managed with antibiotics and haemostatic agents. 

 

 
 

 

DI SCU S SI ON  
 

 

Out of the 68 NONH performed, only 2 cases (2.9 %) were 

converted to abdominal hysterectomy which is comparable to 

the study conducted by Kumar et al.4 with a success rate of 95 

%. Among the various indications of hysterectomy, the 

uterine fibroid was a major indication. This is an eye-opener 

to the surgeon that the vaginal route can be a safe and 

feasible route for hysterectomy even in larger uteri. Unger et 

al. have also reported successful removal of uterus of up to 20 

weeks3 Various debulking techniques like bisection, 

myomectomy and wedge resection were used. Davies et al.5 

and Mazdisnian et al.6 have also described similar reduction 

techniques. Also, a history of multiple previous uterine 

surgeries should not be considered as rejection for vaginal 

access. In our experience, in these cases of bladder densely 

adhering to the anterior uterine wall, the posterior pouch was 

opened first, followed by careful separation of the bladder. 

During bladder dissection and opening the anterior pouch, 

remaining close to the uterine surface is the key. Blood loss 

during the surgery is very minimal. A Cochrane systemic 

review conducted by Nieboer et al. which included 9 

randomised control trials by Ottosen, Benassi, Hwang, 

Miskry, Garry, Ribeiro, Silva Filho, Nasira, and Gayak et al. 

concluded that vaginal hysterectomy was better than 

abdominal and laparoscopic hysterectomy in intraoperative 

and postoperative outcomes.7-15 ACOG also recommends that 

patients with uteri size less than 12 weeks should be offered 

vaginal route surgery, owing to lesser intraoperative 

complications than laparoscopic.16 The common belief that 

endoscopic approach for a larger uterus, chronic PID, history 

of previous multiple uterine surgeries is a better option 

should be re-evaluated. Endoscopic routes have a higher 

incidence of anaesthetic & intraoperative complications, 

require more surgical time, expensive equipment and 
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training.17 Limited surgical space in natural orifice 

hysterectomy can be challenging to the surgeon but with 

good anatomical knowledge, surgical skill and a good team, 

NONH experience can be ice breaking. Also being scarless and 

associated with faster postoperative recovery brings 

immense patient satisfaction which is quite rewarding to the 

surgeon. 

 

 
 

 

CONC LU S ION S  
 

 

 

The natural orifice is safe and a feasible option for women 

requiring hysterectomy of non-descent uteri for benign 

indications. Even large size and multiple scarred uteri can 

also be safely hysterectomized through this route. It is 

associated with minimal blood loss during surgery, a low rate 

of anaesthetic & intraoperative complications, less post-

operative pain and early return to daily routine activities of 

the patient. Being scarless brings better patient satisfaction 

and more surgical compliance. A good pre-operative 

assessment, firm determination and skilled surgical team can 

change the scenario of modern-day methods of hysterectomy. 

 
Data sharing statement provided by the authors is available with the 

full text of this article at jemds.com. 
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