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Abstract

Objectives: To determine superiority, safety and effectivenafsgaginal over abdominal route of hysterectomy &nd
show that vaginal hysterectomy requires shorteatitur of surgery, less blood loss, early post dparaecovery with
early ambulation of the patient, less operative glozation & less duration of hospital stay compatedotal abdominal
hysterectomyMethodology: A prospective comparative study conducted amor@yvidmen undergoing hysterectomy
for benign uterine condition. Those undergoing descent vaginal hysterectomy were compared witbethimdergoing
total abdominal hysterectomyresults: When we compared NDVH with TAH it was found thattatkes less time
[86.32+9.74] min ,with lesser blood loss [171.3258) ml as compared to [106.41+15.72] min and [25870.45] ml

in abdominal hysterectomy. The pain scores anditadsay is also favorable in vaginal rou@onclusion: From our
study we conclude that a scar less surgery indfra 6f NDVH should be preferred by all surgeonsh&sprimary route
of perform hysterectomy. Previously considered i@ntlications for NDVH have now been ruled out.
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Introduction

The uterus is a hormone responsive reproductivarorg
that supports the Bladder and the Bowel. It hasreid
functions throughout a woman’s life. Hysterectomy
being the surgical removal of all or a part of tlierus

is the most common surgery performed by the
gynecologists, next only to caesarean section.otigh
enormous advances have occurred in the medical
management of a number of conditions, hysterectomy
continues to have a place in its definitivenes2][1,

The past few years have seen growing indications fo
vaginal hysterectomy which is now preferred over
abdominal hysterectomy. “REDISCOVERY” of the
vaginal route, the term rediscovery is justified te

fact that vaginal hysterectomy is a technique ted
already been introduced and performed centuries age
but with little success among gynecologist. Propabl

because of inexperience or lack of enthusiasm among
Manuscript received #80ctober 2016
Reviewed: 18 November 2016

Author Corrected: 24November 2016
Accepted for Publication"6December 2016

International Journal of Medical Research and Review

gynecologists, who preferred the abdominal route,
believing it to be a safer and easier procedurethén
recent decade increased expertise has been acligved
the gynecologists and better compliance has been
reported by patients [3].

Vaginal hysterectomy is minimal bowel hysterectomy.
The morbidity associated with abdominal incisioiis v
infection, dehiscence, evisceration, discomforh@mia
and above all a scar are avoided. In vaginal
hysterectomy, there is decreased post op morbédtity
early ambulation.

Prolonged necessary care is reduces. Bowel fursction
return earlier and hence parenteral fluid theragqy loe
minimized. Fewer post op adhesions are likely to
develop after vaginal hysterectomy. In case ofesrer
obesity, vaginal hysterectomy has a distinct achgat
over the abdominal method. Vaginal hysterectomy is
better tolerated by elderly patients and those with
complicated medical disease [3].
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It is said that the two are not competitive progedibut
each has recommends that the choice of approach
should be based on the surgical indication, pasent
anatomic condition, data supporting the approach,
informed patient preference, and the surgeon’srtispe
and training.

As seen in most hospitals, here also in J K Hokpita
TAH was more popular than NDVH. But with the
introduction of LAVH where majority of the procedur

is accomplished vaginally, there developed a grgvrin
NDVH also. Hence, the present study is to show that
NDVH involves less morbidity, is less invasive,
requires less hospitalization, has a faster regotiare

and has many more advantages when compared to
TAH. Hence it should be the gynecological surgesns’
first 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 fromJanuary 2015 to June 2016 (18
months). The study was conducted in J K Hospital &
Research Centre, Bhopal which is a 750 bedded
multidisciplinary tertiary and referral hospital in
Bhopal.

The women in OPD were screened and those requiring
hysterectomy for various indications were takentfa
study. Annually, around 300-350 hysterectomies are
performed in our hospital. Of these around2&re
being performed via abdominal route and only“i§
vaginal route.

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 significant bleeding diathesis.

Observations

Original Research Article

Sample SizeTotal of 150 patients.
Group A: 75 patients undergoing vaginal hysteregtom

Group B: 75 patients undergoing abdominal
hysterectomy

Approved proforma were wused for collecting
demographic data, clinical data, preoperative

evaluation, intra-operative observations and pest-o
findings and complications.

Written informed consent was taken from patient
relatives for surgical procedure and regarding the
potential risks of anesthesia and surgery and pdsb
operative evaluation.

All cases were given Inj. Voveron (diclofenac sadiu
75 mg) .M. just before leaving the theatre andshme
was repeated 8 hourly for the next 48 hrs.

The main parameters used for comparison were

1) Intra-operative blood loss-blood loss was caltad
by noting the weight of mops and blood collected in
suction apparatus

2) Time taken for surgery

3) Intraoperative injury- Any injury to Bowel, Bldér
or Ureter was noted.

4) Pain scoring according to visual analog scedes
done [4]

5) Length of hospital stay

Statistical Analysis- Statistical analysis was done by
using SPSS software version 16. The data colleicted
the present study were presented in the form désab
and graphs.

The data were analyzed statistically by calculatimg
descriptive statistics viz,. Mean SD, percentagd an
95% confidence interval for all continuous variable

The difference in mean is tested using independent
sample students ‘t’ test and the measures of adsmti
between the qualitative variables are assessed ahin
square tests. The inference is considered statistic
significant if p<0.05.

Most of the women in the group A were of 46-50 ge@0%) Most of the women in the group B were of5&lyears
(42.66%) The association between age and routergésy was not significant.
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Table-1: Mean time taken during surgery.

Factors Type of surgery Mean + SD ‘t" Unpaired DF ‘P’ Value
Value
Time NDVH 86.32+974 15.39 148 0.0001 HS
TAH 106.41+15.72

The difference in time noted was highly significatatistically

Table 2: Mean blood loss during surgery.

Factors Type of surgery Mean + SD ‘t" Unpaired DF ‘P’ Value
Value
Blood loos NDVH 171.32+36.58 7.16 148 0.0001 HS
TAH 210+70.56

The blood loss between the two groups were comparet the P value obtained was 0.0001 which waslyigh
significant. More blood loss was observed in TAHgy. As TAH requires entry via skin, abdominal fegctus and
muscle, hence blood loss was more.

Table-3: Mean pain scoring.

Factors Type of surgery Mean + SD ‘t" Unpaired Vale DF ‘P’ Value
Pain score TAH 5.04 £1.12 6.27 148 0.0001 HS
NDVH 4.32+1.03

«+Pain scoring on postoperative day-3 in the VAS Mgaim score in NDVH was 4.3 and Mean pain scoreAnl was
5.04 cm

++The difference in the pain rating score betweenltegroups was found to be statistically highlgnificant with a P
value 0.0001.

«+Post op pain was much less in NDVH cases hencedpasative mobilization and ambulation was eailieNDVH

patients.

Table 4: Mean hospital stay.

Factors Type of surgery Mean + SD ‘t" Unpaired Valie DF ‘P’ Value
Hospital stay TAH 6.27 +2.36 4.28 148 0.0001 HS
NDVH 5.44 +1.43

«+*Mean duration of hospital stay in NDVH 5.44 days

«*Mean duration of hospital stay in TAH 6.27 days

+The difference in the duration of hospital stay whhe two groups were compared was found to bésttally
significant with a P value 0.00001.

“The cause of prolonged hospital stay was mostly tdugrolonged catheterization or due to post op gmations
requiring observation and monitoring.

Discussion

Hysterectomy is a major gynaecological surgery anaften easiest when least necessary. The uteras priced
possession of every female. Hence the indicatiorhjsterectomy in any cases must therefore belgldafined, and
should be one for which more conservative treatrizentt likely to be efficacious.

Nowadays a spectrum of approaches is availablepé&sforming hysterectomy. Traditional vaginal andi@iminal
hysterectomies represent the least and most irvasohniques respectively, whereas the laprosqopizedures remain
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in the middle of the spectrum. Too often, a rogtehiosen merely because it has become a routimeduce in that
particular institution or clinic. The ease and cemence offered by a large abdominal incision héac to the

preponderance of abdominal hysterectomy over therdypes of hysterectomy, and a rational eviddrased approach
should be followed for the selection of a rightdygnd route of hysterectomy.

In our study most of patients were in the age grof0-49 years, which was well compared with thalg carried out
by Dewan Rupali et §b] and also in other studies as shown below.

With respect to size of the uterus and delivershefuterus, we had difficulty in delivery of uteriasfew patients which
was accomplished by morcellation and or enucleadibleiomyoma. Kumar et al [6] successfully carriedt vaginal
hysterectomies in 95% (76/80) and 60 of their padieneeded morcellation or hemisection or myomegtand they
considered vaginal hysterectomy safe up to 12 wsed. According to Sheth SS [7] the preoperativeogoaphic
estimation of uterine volume and the findings areination under anesthesia help in choosing thinshgoute. They
needed debulking for uteri with a volume of morartt800 cmi Regarding dubulking measures, various techniguezs
used for easy removal of uterus in NDVH group. Um study, in NDVH group, Bisection was carried gutl2 (16%)
cases, morcellation in 2 cases (2.67%). No speeifionique was employed in 59 cases (78.67%).

Entire removal of uterus was done in all cases Al Wwithout using any specific debulking method. Tdadety of the
technique has already been tested by various susg&tagoe et al [8], in his series removed largei wreighing more
than 1000 gms vaginally.Aparna Hegde et al [9],Id®uccessfully remove uteri size up to 16 weekagushese
techniques. D Kammerer Doak and J Mao[10],concluttiedugh their study that uterine morcellation fzg¢ time of

vaginal hysterectomy is safe and facilitates thginal removal of moderately enlarged and well suggbuteri without

increasing peri operative morbidity. S.Taylor effHl], compared TAH with vaginal hysterectomy wittorcellation.

Uterine weights up to 982 gm were included in th@lg. They found that uterine morcellation at timeet of VH is safe
facilitating the removal of moderately enlargedrusnd is associated with decreased hospital stayp@st operative
morbidity compared to the abdominal route. Mazdiari et al [12] could remove uteri up to 1000 gwvdginally using

these techniques. Similarly Unger JB [13] could ageuteri weighing up to 700 gms using these tepies.

Time Taken Regarding Time taken for surgery, In NDVH group ation was between 66 mins to 120 mins. The
increase in time taken for surgery was mainly aduthé de-bulking procedures.

Study by NDVH Time in Min. TAH Time in Min.
Garg et al [15] 41.2 92
Tariq Misky and A Magos [16] 68.80 68.2
S Bharatnur et al[17] 65 101.0
Shailesh Kore et al[9] 42.5 -
Abhinandan Sawakar [18] 84.3 82.3
Present study 86.3 106.4

Mean duration of surgery in NDVH group was 86.3 m#@s and mean duration of surgery in TAH group Wa6.4
minutes. Similar results were seen in other stu@gs,17]. Duration of surgery was more in casegtvrequired either
debulking or in cases who had a history of previoud SCS.

Mean blood loss in NDVH group was 171.32 ml and migl@od loss in the TAH group was 210.45 ml. theobl losses
between the two groups were compared and the @ \@tained was 0.0001, which was statistically ifigant. In the
clinical analysis done by Pradeep Kumar Garg %l mean blood loss in the NDVH group was 286 rheveas that in
the TAH group was 310 ml.

Here also the difference in the blood loss betwbertwo groups was not statistically significanevian Rupali et al [5],

in their study found that mean blood loss for NDgkbup was 290 ml. Singh Abha ef86], in their study showed that
the blood loss was statistically significant witlvgdue 0.001.
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Pain Scoring on VAS (visual analogue scaleRegarding the pain scoring on postoperative day-$é VAS, mean
pain score in NDVH group was 1.32. Mean pain stfBAH group was 5.04. The difference in the paitirg scoring
between the two groups was found to be statisfiosith a value <0.0001. Postoperative mobilizatigas earlier in
group A patients. This Study proved that post dpargpatient comfort was very much increased witbWH. This is
the one of the most important advantage of NDVHrawkH. This was proved by studies conducted by BepdKumar
Garg et aJ15], S. Taylor et dl12] as well as Dewan Rupali et[§].

Hospital Stay.

Study by NDVH TAH
Abhinandan Sawakar [18] 7.9 9.92
S. Taylor et gJ12] 2.6 3.9
Tariq Misky and A Magos [17] 3.6 5
Pradeep Kumar Garg et[ab] 1.2 4.3
Singh Abha et dl16] 3.54 8.18
Present study 5.44 6.27

The difference in the duration of hospital stayewhthe two group were compared was found to bestitally
significant with a p value of 0.0001. Length of pital stay was significantly decreased with NDVHbgp (p<0.001)
compared to TAH group in the study conducted byowsrauthors [5,9,10,12,15,16].

Then the two groups were compared regarding ingadjye injury, postoperative bleeding needing tafzany and post
operative blood transfusion. Chi Square test wadiexb for statistical analysis. There was however statistically
significant difference between the two group regaycost operative blood transfusion with p valdedat7. Similar
conclusion was derived by Pradeep Kumar Garg §t5las well as Mazdisnian F et al[13] and S. Taygbal [12]
through their studies.

New developments such as fibre optic light souleeger instruments for obese patients etc combimigd existing
methods of uterine morecellation may now allow méamger uteri to be removed vaginally. A criticaladuation of the
methods is required to identify an optimum plaaedfeery type of hysterectomy and to enable the gylogist select the
right method for a particular patient to bring abtine best possible outcome.
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