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LIST OF ABBREVIATIONS USED 

AUB    - Abnormal uterine bleeding

LSCS    - Lower segment cesarean section

NDVH     - Non descent vaginal hysterectomy

TAH   - Total abdominal hysterectomy

TAS   - Transabdominal sonography

TVS   - Transvaginal sonography

VH    - Vaginal hysterectomy
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ABSTRACT 

INTRODUCTION: Hysterectomy is the surgical removal of uterus, being the commonest major 

gynecological surgeries done worldwide. Subsequently hysterectomy through vaginal route for 

non-prolapsed uterus popularly known as NDVH, has provided to be feasible, safe, cost effective 

and justifiable option compared to abdominal route. 

This study is undertaken to study safety and feasibility of NDVH in case of previous scarred 

uterus. 

OBEJECTIVES: 

1. Duration of surgery.

2. Operative blood loss requiring blood transfusion.

3. Intra-op and post op complications of the surgery

METHODS: It is a prospective observational study in a SDM hospital from December 2019-

november 2020 which will fulfill the inclusion and exclusion criteria. 

RESULTS: In this study all the 30 cases selected for NDVH successfully underwent NDVH. 

Most common indication was abnormal uterine bleeding mean duration of surgery was 

90±20min, mean blood loss was less than 100ml, None had bladder injury in our study, post-

operative complications are minimal, patient recovery, resumption of day to day activities were 

quick, with minimal need for pain relief. 

CONCLUSION: NDVH is feasible, safe, cost effective with fewer complications, 

in a women with previous scarred uterus. 
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INTRODUCTION 

The word HYSTERECTOMY is derived from the Greek word hystero- meaning UTERUS and 

ectomy is removal from the body1.  

Hysterectomy is the most common gynecological surgery performed after cesarean section. 

Hysterectomy can be done by vaginally, abdominally, laparoscopically or with robotic 

assistance.5 

NDVH is the removal of uterus from the natural orifice without the descent for benign 

gynecological conditions. 

INCIDENCE 

The chance of women having hysterectomy by the age of 55yrs is one in five in United Kingdom 

and one in four in Australia and chance of hysterectomy by the age of 60 years is 37% in united 

states6 

The ratio of vaginal hysterectomy to abdominal hysterectomy varies from 1:3 to 1:4 or less 

depending on the country, though the ratio is reversed in the hands of experienced vaginal 

surgeons to 60-90%6. 

Decrease in abdominal hysterectomy and laparoscopically assisted vaginal hysterectomy has 

favorably increased the incidence of VH6 

Vaginal route is preferred for removing uterus as it gives natural route, scarless, safer results than 

abdominal hysterectomy2

INDICATIONS 

Menorrhagia 

Abnormal uterine bleeding (AUB) 
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AUB is the most common indication for hysterectomy. Of  hysterectomies, 43% are for AUB in 

UK. Just as in AUB, a suspected adenomyotic uterus less than 12 weeks in size on examination-

or volume <300 cm3 on ultrasound can be removed by the vaginal route8.  

Uterine fibroids 

Fibroids are the indication for almost one-third of all hysterectomies8. Asymptomatic fibroids do 

not require hysterectomy until the uterine size reaches more than 12 weeks; those which are 

symptomatic and of lesser size should be dealt with via the vaginal route8.  

There are wide variations, from 3.9 to 98.4%, in the use of the vaginal approach for 

hysterectomy for uterine fibroids by different authors8. ‘In general, it can be said that uteri 

enlarged to the size of a pregnancy of approximately 3–4 months do not represent a 

contraindication’8.  

Uterine prolapse 

For uterine prolapse, hysterectomy is the preferred treatment once childbearing is completed8. If 

hysterectomy is the desired treatment, the vaginal route is universally accepted8. The vaginal 

route is suitable even if the uterus has a moderately sized fibroid, and has the advantage that 

concomitant surgery such as pelvic floor repair-with or without use of synthetic mesh including 

prophylactic sacrospinous colpopexy-can be performed at the same time8.  

CONTRAINDICATIONS  

The absolute contraindications are: 

Common  

1. Uterus more than 12 weeks’ size or uterine volume more than 300 cm38.

2. Restriction of uterine mobility.

3. Adnexal pathology.
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Uncommon 

1. Cervix flush with the vagina, or past Fothergill’s operation makes the cervix look most

unlike a cervix8.

2. Inaccessible cervix: uncommonly, after repeated uterine surgery, particularly past

caesarean section, there are dense adhesions between the uterocervical surface, the

bladder and the lower abdominal wall which makes the cervix inaccessible to an

approach by the vaginal route. These adhesions can be anticipated by simple speculum

examination by the presence of Sheth’s cervico-fundal sign. With a rise in the caesarean

section rate, gynaecologists should be aware of such adhesions.

3. Vesicovaginal and/or rectovaginal fistula repair.

4. Invasive cancer of the cervix.

Because of increased cesarean sections,women undergoing hysterectomies are increasing2. 

Earlier previous cesarean section is a relative contraindication to vaginal hysterectomy due to 

uterovesical adhesion and risk of bladder injuries2. 

In the era of minimally invasive surgery, NDVH is evolved over years and opted over abdominal 

route because of its lesser morbidity, less post-operative pain, rapid return to normal activities, 

lesser hospital stays. 
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AIMS AND OBJECTIVES 

• To see the Safety of NDVH in a scarred uterus with benign gynecological conditions.

• Duration of the surgery

• Operative blood loss requiring blood transfusion

• Intra op and post op complications of the surgery and conversion rates associated with 

NDVH and thereby predict the feasibility to perform a successful NDVH.
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REVIEW OF LITERATURE 

HISTORY OF VAGINAL HYSTERECTOMY 

The origins of vaginal hysterectomy are lost in the mists of time3. 

The first was reputedly performed in AD 120 by soranus in the city of Ephesus, which is now 

situated on the Turkish coast3. 

According to medical historian Leonardo, the procedure performed by the soranus was removal 

of inverted uterus that had become gangrenous and had turned black n color, which involved 

ureter and bladder invariably during early surgical incisions, and patients always died3. 

The first authenticated case was reported by berengarius da carpi, 1507 was reputed to have 

performed a partial vaginal hysterectomy3. 

The first elective vaginal hysterectomy was by osiander of Gottingen in 18013. 

First planned vaginal hysterectomy for carcinoma endometrium in 1813 by Conrad langenbeck 

was surgeon general to Hanoverian army3. 

In 1829, Recamier pointed out the necessity of isolating and controlling the uterine vessels, 

which was the great step in standardizing the procedure3. 

In 1894, richelot, reported on an operative manual of vaginal hysterectomy techniques in which 

he described vertical and oblique morcellation of the wall of uterus, and this was further refined 

by doyen, who described hemi section and other techniques for reducing the size of uterus3. 

The last years of 19thcentuary witnessed further development and techniques following 

langenbeck’s original description for vaginal hysterectomy3. 

The end of 19thcentuaryandearly 20thcentuary witnessed the introduction of modified 

instrumentation, anesthesia, antisepsis3. 
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The mortality rate of vaginal hysterectomy dropped by-in1886 it was approximately 15%, by 

1890 it was 10%, by 1910 it was as low as 2.5%3 

From the study of dicker et al., vaginal hysterectomy is associated with least number of 

complications and therefore the safest and certainly cheapest and can be comfortably performed 

by siting3. 

The masterly vaginal hysterectomist, Shirish Sheth from India reported a huge series of 5985 

hysterectomies in which he managed to remove 80% by vaginal route3. 

He also described the usage of the uterocervical broad ligament space, which was named Sheth’s 

space by john monaghan, oncosurgeon from England3. 

To open up this non adherent space, under the lateral one fifth of the bladder, is of immense help 

to allow access to the vesicouterine peritoneum to separate adherent bladder after cesarean 

sections, which has been contraindication to vaginal hysterectomy3. 

This was the important technical advance to prevent the bladder injury who had previous 

cesarean sections, with the incidence of this mode of delivery raising throughout the world3. 

NDVH is safe, cost effective, less invasive, and cosmetic surgery. 

Among women undergoing hysterectomy for benign disease, NDVH appears to be superior to 

laparoscopic hysterectomy and abdominal hysterectomy as it is associated with faster return 

to normal activities4. 

Although laparoscopic assisted vaginal hysterectomy and total laparoscopic hysterectomy 

are gaining popularity they are associated with the need for specialized instruments, 

specialized training, increased operative time, increased cost and more complications4. 

NDVH is preferred in obese patients, in whom risk of general anesthesia are higher4 

The challenges to vaginal surgeon in cases of large uteri are, access to anterior and posterior 

pouches, securing the pedicles and decreasing the size of uterus by various debulking techniques4 
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All hysterectomies should be planned primarily by vaginal route unless contraindicated. 

Preoperative assessment 

• Detailed clinical history

• Physical examination

• Pelvic examination

o Uterine size

o Mobility in all directions

o Absence of adnexal pathology

• Investigations-Complete blood count, blood grouping and Rh typing, blood sugar levels,

serum creatine, blood urea, endometrial biopsy, pap smear, trans vaginal sonography.

• A proper written and informed consent is taken from all the patients after explaining the

procedure.

• Consent for conversion to laparotomy is taken and explained about the bladder injuries.

• Preoperative pictures of NDVH in previous scarred uterus.

Previous 2 LSCS with 14 weeks fibroid 

Prev 2 lscs with 14 wks fibroid 
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PROCEDURE 

• All cases have been done under spinal anesthesia.

• In all cases per vaginal examination was done under anesthesia before starting the 

surgery to have an idea about size, mobility of uterus and any adnexal mass.

• Under aseptic precautions parts painted and draped.

• Labial stitches taken.

• Anterior vaginal wall and posterior vaginal wall retracted by Sims’s speculum.

• Cervix held with allis forceps

STEP -1 

• Injection of diluted saline adrenaline infiltration given, in 1:200000, into lower part of

uterus and cervix.

• This provides good surgical plane for dissection of bladder with minimal blood loss.

• Infiltration is given circumferentially 1cm away from the external OS.
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STEP-2 

Circumferential incision taken around the cervix at cervicovaginal junction, and posteriorly 

pouch of douglas opened, by sharp dissection and anteriorly pubo vesico cervical ligament was 

cut and bladder pushed upwards, at the site of the previous scar bladder dissection was done by 

lateral window approach and hydro dissection methods as shown below. 

The bladder is carefully mobilized upwards till anterior peritoneum is visible as glistening white 

structure and anterior peritoneum is carefully opened by artery forceps to lift peritoneum and cut. 
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Anteriorly lateral window approach taken 

Anteriorly 
lateral 

window 
approach

Hydrodissection 
method
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STEP-3     

First clamp applied to left uterosacral and mackendrodts ligaments clamped, cut, and 

transfixed and repeated the same procedure on right side. 
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STEP-4 

Second clamp has been applied to bilateral uterines clamped, cut and ligated. 

Debulking technique coring, and myomectomy is done 
to reduce the size of the uterus after taking care of 
bilateral uterine. 



19 | P a g e

STEP-5 

Third clamp applied to left cornual structures,clamped, cut transfixed and repeated same 

procedure on right side as shown in the picture.. 
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STEP-6 

• Bilateral salphingectomy was done in all cases. Ovarian removal was done in required

cases by clamping infundibulopelvic ligament.

 All pedicles are rechecked for hemostasis.
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STEP-7 

Vaginal vault closure done by continous interlocking sutures as shown below.. 

Vault suspension 
and closure
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 Betadine wash given.

 Betadine socked ribbon gauze packing done.

 Foley’s catheter was kept  in situ for 24hours for all patients

 All patients were given prophylactic antibiotics.
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DEBULKNG PROCEDURES 

 Uterine bisection

 Intra myometrial coring

 Wedge resection

 Myomectomy

UTERINE BISECTION 

• It is done after uterine artery ligation.

• Cervix is divided anteriorly and posteriorly and incision is extended up to fundus under

vision by passing through the cavity.

• Fibroids encountered in the line of incision are enucleated

• After the incision is completed one half of uterus is pushed inside and other half of the

uterus is clamped and divided by better exposure of adnexal pedicle

INTRAMYOMETRIAL CORING 

• This method is done when uterus is enlarged and globular and when sub pubic arch is

narrow

• It is done at isthmic area where body of uterus widens.

• By giving traction to cervix, myometrium below the serosa is circumferentially incised

with the knife.

WEDGE RESECTION 

• It is done for enlarged uterus with adenomyosis.

• Wedge morcellation is done in the middle of the uterus where bisection is done.

• Debulking is done more in the central than lateral deviation.
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MYOMECTOMY 

• Myomas are seen during debulking.

• For moderate sized myomas enucleation is done, but for larger fibroids morcellation is

done before enucleation.

• Submucous and midline myomas are removed first followed by lateral myomas and

finally fundal myomas

Technique of debulking is individualized depending on the size, number of myomas and 

location7. 
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HYDRODISSECTION 

• This is the technique that simplifies the surgery and makes it bloodless

• Normal saline with adrenaline in a dose of 0.5ml in a ratio of 1;200,000 is injected

below vaginal mucosa

• Tissue beneath the mucosa is flooded with fluid which compresses the vascular plane

and creates a fluid plane in injected area.

• Small vessels are compressed and oozing, or bleeding is reduced at the time of surgery

INDICATIONS 

• Larger uterus size of 14-16wks.

• Previous surgery on uterus like cesarean section, myomectomy.

• Cervix flushed with vagina.

• Inaccessible cervix.

TECHNIQUE 

• Injection of normal saline with or without adrenaline into lower part of uterus and cervix-

beneath the vaginal mucosa

-all around the cervix.

-One centimeter away from external os.

-Injected in 2cm area circumferentially till blanching occurs7

• Infiltration is done half centimeter deep to mucosa and care to be taken to withdraw

before infiltrating7.

• The art of NDVH is converted to simple fast and bloodless surgery by hydrodissection7.

• Hence aqua dissection is preferred procedure in NDVH.
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Hydrodissection
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METHODOLOGY 

 Our study is a prospective observational study conducted at department of Obstetrics and

Gynecology at SDM college of medical sciences and hospital Dharwad from December

2019 to November 2020.

 Effort was made to perform hysterectomies vaginally in women with benign conditions in

absence of prolapsed uterus with history of one two or three cesarean section, information

regarding

• age

• parity

• uterine size

• blood loss

• duration of operation

• difficulties in separating bladder

• intra operative and postoperative complications are considered in
the study

Study design: Prospective Observational Study. 
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RESULTS 

Table 1: Age Wise Distribution of Patients 

Age Groups No of Patients Percentage 

35-40yrs 06 20.00% 

41-45yrs 10 33.33% 

46-50yrs 07 23.33% 

51-55yrs 07 23.33% 

Total 30 100% 

Fig 1: Age Wise Distribution of Patients 

Table 1 –  Age wise distribution of the patients. 

In this study majority of the patients are in the age group of 41-45yrs (33.33%), followed by 46-

50yrs (23.33%), and 51-55yrs (23.33%), and 35-40yrs (20.00%) respectively. 
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Table 2: Parity Wise Distribution of Patients 

Parity No of Patients Percentage 

Para-1 03 10.00% 

Para-2 19 63.33% 

Para-3 08 26.67% 

Total 30 100% 

Fig 2: Parity Wise Distribution of Patients 

Table 2- Depicts parity wise distribution of the patients. 

In this study majority of patients are para -2 (63.33%), followed by para-3 (26.67%), and para -

1(10.00%). 
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Table 3: No of Cesarean Scars 

No of LSCS No of Patients Percentage 

Previous -1 12 40.00% 

Previous-2 15 50.00% 

Previous -3 03 10.00% 

Total 30 100% 

Fig 3: No of Cesarean Scars 

Table -3 Depicts number of caesarean scars wise distribution of the patients. Majority of women 

in this study had previous 2 LSCS (50.00%) and followed by previous 1 LSCS (40.00%), 

previous 3 LSCS (10.00%). Twelve patients had previous one LSCS and fifteen patients had 

previous two LSCS, and three patients had previous three LSCS in this study 



32 | P a g e

Table 4: Clinical Presentation 

Clinical Presentation No of Patients Percentage 

Menorrhagia 10 33.33% 

Dysmenorrhea 1 3.33% 

Menorrhagia+Dysmenorrhea 17 56.67% 

Mass 0 0.00% 

PMB 02 6.67% 

Total 30 100% 

Fig 4: Clinical Presentation 

Table-4 Depicts the clinical presentation- In our study majority of patients presented with 

complain of menorrhagia and dysmenorrhea (56.67%), followed by menorrhagia only 

(33.333%), postmenopausal bleeding (6.67%) and dysmenorrhea (3.33%) 
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Table 5: Indication 

Indication No of Patients Percentage 

AUB 16 53.33% 

FIBROID 8 26.67% 

ADENOMYOSIS 04 13.33% 

PMB 02 6.67% 

Total 30 100% 

Fig 5: Indication 

Table-4 Depicts indication for hysterectomy - The most common indication for hysterectomy in 

this study is abnormal uterine bleeding (AUB)  16/30  (53.33%), followed by fibroid uterus in 

8/30 (26.67) and adenomyosis in 4/30 (13.33%),and postmenopausal bleeding in 2/30 (6.67%). 
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Table 6: Uterine size 

Uterine Size No of Patients Percentage 

<8weeks 06 20.00% 

8-10 weeks 08 26.67% 

10-12 weeks 04 13.33% 

12-14 weeks 12 40.00% 

Total 30 100% 

Fig 6: Uterine size 

Table 6-Depicts distribution according to uterine sizes 

Majority were more than 12 weeks size 12/30 (40.00%), followed by 8-10weeks of size 8/30 

(26.67%) and less than 8 weeks size were seen in 6/30 (20.00%). 
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Table 7: DebulkingTechniques 

Techniques No of Patients Percentage 

Coring 03 10.00% 

Bisection 01 3.33% 

Total Patients = 30 

Table 8: Co-Morbid Conditions 

Comorbidity No of Patients Percentage 

Hypertension 06 20.00% 

Diabetes mellitus 02 6.67% 

Hypothyroid 08 26.67% 

Anemia 05 16.67% 

Combined 01 3.33% 

Others 03 10.00% 

Total Patients = 30 
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Table 9: Duration of Procedure 

Duration No of Patients Percentage 

<60min 01 3.33% 

60-90 min 12 40.00% 

90-120min 14 46.67% 

>120 min 03 10.00% 

Total 30 100% 

Fig 9: Duration of Procedure 

Table- 9 Depicts the duration of the surgery. In our study  mean duration of the procedure was 

90-120minutes (14/30)(46.6%), followed by 60-90 minutes (12/30)(40%), and only 3 patients

had duration of procedure  more than 120minutes(10.0%)
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Table 10: Intra-Operative Blood Loss 

Blood loss No of Patients Percentage 

<100 ml 15 50.00% 

100-150 ml 10 33.33% 

150-200 ml 03 10.00% 

>200ml 02 6.67% 

Total 30 100% 

Fig 10: Intra-Operative Blood Loss 

Table-10 Depicts intra-operative blood loss during the procedure. 

In this study majority of patients had blood loss of less than 100ml (15/30)(50.00%), followed by 

100-150ml in (10/30)(33.33%), and blood loss of 150-200ml in three patients(10.00%) and more

than 200ml of blood loss in 2 patients(6.67%).
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DISCUSSION 

Results were analyzed for 

1. Duration of the surgery.

2. Operative blood loss requiring blood transfusion.

3. Intra-operative and post-operative complications of the surgery.

Hysterectomy is the most common gynecological surgery performed and done by various routes 

like vaginal hysterectomy, abdominal hysterectomy and laparoscopic hysterectomy. 

Vaginal route is usually performed for prolapsed uterus. 

Vaginal hysterectomy is associated with lower complications rate and rapid recovery, shorter 

duration of the procedure, early mobilization compared to abdominal hysterectomy and hence 

the preferred route for hysterectomy. 

The common limitations for vaginal hysterectomy in non-prolapsed uterus include 

o Size of the uterus

o Nulliparity

o Previous pelvic surgery or LSCS

o Pelvic adhesions

o Endometriosis.

The factors that influence the route of the hysterectomy are uterine size, mobility, pathology 

confined to uterus, accessibility. 

In the present study 30 cases are selected for NDVH and all 30 cases successfully underwent 

NDVH with seven patients with post-operative complications like anemia and overactive 

bladder. 

According to the age wise distribution of the patients, majority of the patients are in the age 

group of 41-45yrs (33.33%), and similar age prevalence was noted in other studies done by 
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Dewan et al, and M Sarada Murali et al, and 46% in the age group of 41-45yrs in a study by 

Zahan et al. 

Parity wise para two (63.33%) are more in our study than para three (26.6%) are seen in our 

study and it is similar compared to other studies done by Saha et al. 

Most important aspect of our study which is scarred uterus, majority of the patients had previous 

2 LSCS (50.00%) scars followed by previous 1 LSCS (40.00%) scar in our study, another study 

by Rameshkumar R et, al reported previous 2LSCS 53% of cases, and similarly in a study by 

Jacob et al 15 women has previous 3 LSCS. 

In our study none of the cases have intra-operative complications like bladder injury, ureteric 

injury, need for conversion to laparotomy, major post-operative complications, except for anemia 

and overactive bladder. 

Majority of the patients presented with the clinical symptoms of menorrhagia and dysmenorrhea 

combined in this study. 

Most common indication for hysterectomy in this study is abnormal uterine bleeding (53.33%), 

and second common indication is fibroid uterus (26.6%). Rameshkumar R et al. also indicated 

abnormal uterine bleeding as common indication.  

Maiti GD et al, Shital Mehta et al, Bhadra B et al also reported abnormal uterine bleeding as 

common indication. 

In this study majority of patients had uterine size of 12 weeks (40.00%) followed by more than 8 

weeks (26.6%). 

In the study of Jacob KJ et al 62.5% were having 12 weeks sized uterus, Mehla et al ,71.4% were 

having uterine size less than 8 weeks, in the study of matiti et al 58.3% had uterine size less than 

8 weeks and in the study of Rameshkumar et al had 63.3% uteri were bulky. 

 Bladder dissection was done by lateral window approach and hydro-dissection methods, in this 

study. 
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Bladder injury during vaginal hysterectomy is variously reported between 0.5% to 1.6%. Other 

study reported very low incidence of 0.1% in vaginal hysterectomy was reported by Sheth SS 

et.al. 

In this study most common de-bulking techniques used are coring and bisection are done during 

the surgery to remove bigger size uterus. 

In this study co-morbid conditions like hypertension, diabetes mellitus, hypothyroid, anemia and 

others were noted. 

In this study mean duration of the surgery was 90±20 minutes with mean blood loss of less than 

100ml. Amount of blood loss depends on size of the uterus and duration of the procedure. The 

operative time was more in dense bladder adhesions and also depends on the size of the uterus 

and experience of operating surgeon. 

 Postoperatively four patients required blood transfusion and two patients required iv parenteral 

iron and one patient had overactive bladder. 

Patients who received blood transfusion of which two patients had intra-operative blood loss of 

more than 200ml.

In a study by zahan et al, four women required blood transfusion and in a study of Rupali et al 

two women required transfusion. 

Postoperative complications like fever, anemia, urinary tract infection were minimal. 

Mean hospital stay was 4 days and patient were discharged on day 4.  
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CONCLUSION 

Non Descent Vaginal Hysterectomy is a less invasive technique associated with rapid recovery 

with fewer complications, shorter duration of the procedure with minimal blood loss, hence this 

present study concludes that Non descent vaginal hysterectomy is safe, feasible, and cost 

effective in a moderately enlarged uterus up to 14weeks size in a women with previous 2 or 3 

cesarean sections. 

A scarred uterus should not be deterrent to NDVH 

The route for the hysterectomy is decided on the basis of indication of the surgery, patient 

characteristics, patient preference and experience of the surgeon. 

Patients requiring hysterectomy should be given the option of vaginal approach when technically 

feasible and medically fit for the procedure. 

With experience, operative time, blood loss and complications can be reduced considerably. 

To conclude our experience with this study, the most common indication for hysterectomy was 

abnormal uterine bleeding with the uterine size of 12weeks. Bladder is separated by lateral 

window technique and hydro-dissection methods and no bladder injuries were noted in our study 

with minimal post-operative complications. 

 Use of hydrodissection technique does influence the blood loss and creates a clear plane of 

dissection which makes our surgery easy, fast and bloodless in our study. 

The mean duration of the surgery was 90±20 minutes with mean blood loss of less than 100ml 

and mean hospital duration stay was 04 days. 

Hence NDVH is safe, feasible, with rapid recovery, with minimal complications in a scarred 

uterus with benign conditions and hence should be practiced by more gynecologists and should 

include in training programs for residents and postgraduate students. 
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As minimally advancing technology continues to be developed and refined, surgeons must 

choose the safest and best cost-effective surgical approach for the patient and this necessitates 

the need for resurgence of NDVH. 
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SUMMARY 

This is a prospective observational study done on a women undergoing Non descent vaginal 

hysterectomy with previous scarred uterus at Sri Dharmasthala Manjunatheshwara College of 

Medical Sciences and Hospital, Dharwad in Department of Obstetrics and Gynecology between 

December 2019 to November 2020. 

The study was done to know the Safety and feasibility of Non-Descent Vaginal Hysterectomy in 

women with lower segment cesarean section. 

Vaginal hysterectomy is most common gynecological surgery performed. 

Vaginal hysterectomy is associated with  

• Less morbidity

• Shorter duration of hospital stays

• Better patient satisfaction

Hence vaginal hysterectomy not restricted to prolapsed uterus but can be done for non-prolapsed 

uterus for other indications like 

• Large uterine size

• Previous 1,2 or 3 LSCS

• Nulliparity

• Previous pelvic surgeries.

In this study all 30 patients underwent NDVH successfully with minimal postoperative 

complications. 

The most common indication for NDVH in this study is abnormal uterine bleeding and mean 

duration of the procedure was 90±20 minutes with mean blood loss of less than 100ml. 
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None of the patients had bladder injury during the procedure and post operatively four patients 

had blood transfusion and two patients had IV parentaral iron in view of anemia and one patient 

had overactive bladder. 

Mean duration of hospital stay was 4 days. 

Hence NDVH is safe, feasible, and cost effective with rapid recovery, with minimal 

complications in a scarred uterus with benign conditions and hence should be practiced by 

more gynecologists. 
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CONSENT FORM 

ANNEXURE I 

1. I have read and understood this consent form and the information provided to me.
2. I have been explained the consent document and nature of study.
3. My rights and responsibilities have been explained to me by the investigator.
4. I have been advised about the risks associated with my participation in the study.
5. I have informed the investigator of all treatments I am taking or have taken in the past.
6. I am aware of the fact that I can opt out of the study at any time without having to give any reason

and this will not affect my future treatment in the hospital.
7. I am also aware that the investigators may terminate my participation in the study at any time, for

any reason, without my consent.
8. I hereby give permission to the investigators to release the information obtained from me as result

of participation in this study to the sponsors, regulatory authorities, Government agencies and
other ethics committee. I understand that they may inspect my original records.

9. My identity will be kept confidential if my data are publicly presented.
10. I have been explained about it in my own vernacular language about the study in detail.
11. I have been told about the procedure, study, methodology, need for it and the risk associated with it.
12. I have had the opportunity to ask questions about it and all my questions have been answered to

my satisfaction
13. I understood that my participation in this study is voluntary and that I have the right to withdraw

from the study at any time without giving any reasons.

I hereby give consent to participate in the study.

Name and Signature of the Subject:   Date: 

Name and Signature of the Investigator: Date: 

Investigator: Guide: 
Dr. B. ASHA GOWD Dr. RAMESH KUMAR. R 
Post Graduate Student, Professor 
Department of Obstetrics and Gynecology Department of OBG 
S.D.M College of Medical Sciences S.D.M College of Medical Sciences and Hospital,
Sattur, Dharwad - 580009 Sattur, Dharwad - 580009

TITLE OF THE STUDY: SAFETY AND FEASIBILITY OF NON-DESCENT VAGINAL 
HYSTERECTOMY IN A WOMEN EITH PREVIOUS LOWER SEGMENT CAESAREAN SECTION” 
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ANNEXURE -I 

��ೕ.ಧ.ಮಂ.�ೈದ��ೕಯಮ�ಾ��ಾ�ಲಯಮತು�ಆಸ��ೆ�

ಮಂಜು��ೕನಗರ, ಸುತೂ�ರು,�ಾರ�ಾಡ,ಕ�ಾ�ಟಕ-580009

ಒ���ೆಪತ�

�ಾಗವ�ಸುವವರ�ೆಸರು:-

ಪ��ಾನತ��ಾ��ಾ�ಯ�ೆಸರು:-- �ಾ. B. ASHA GOWD

ಸಂ�ೆ�ಯ�ೆಸರು-��ೕ.ಧ.ಮಂ.�ೈದ��ೕಯಮ�ಾ��ಾ�ಲಯಮತು�ಆಸ��ೆ�.

ಈಅಧ�ಯನದಗು�,ಇದ�ಂ�ಾಗುವಉಪ�ೕಗಗಳ�,�ೊಂದ�ೆಗಳ� ಬ�ೆ� ಕೂಲಂಕುಶ�ಾ� ನನ�ೆ ಅಥ��ಾಗುವ �ೕ�ಯ��

ನನ� ಆಡು�ಾ�ೆಯ�� ���ರು�ಾ��ೆ. ಇದನು� ಸ��ಾ� ಅ�ೈ���ೊಂಡು �ಾನು ಸ�ತಂತ��ಾ�, �ಾರಒತ�ಡವ�

ಇಲ��ೇ ಒ��ರು�ೆ�ೕ�ೆ.

ನನ�ೆ �ೕ�ರುವ �ಾ��ಯನು� ಓ� ಅಥ��ಾ��ೊಂ��ೆ�ೕ�ೆ.

ನನ�ೆ ಈ ಅಧ�ಯನದ ಬ�ೆ� ಮತು� ಒ���ೆ ಪತ�ದ ಬ�ೆ� �ವ�ಸ�ಾ��ೆ.

ನನ� ಹಕು�ಗಳ� ಮತು� ಜ�ಾ�ಾ��ಗಳ ಬ�ೆ� ನನ�ೆ �ವ�ಸ�ಾ��ೆ.

�ಾನು �ೆ�ೆದು�ೊಳ��ವ ಅಥ�ಾ �ಂ�ೆ�ೆ�ೆದು�ೊಂಡ ಎಲ����ೆ�ಗಳ� ಸಂ�ೆ�ೕಧಕ��ೆ ��ಸ�ಾ��ೆ.

�ಾನು �ಾವ��ೇ ಸಮಯದ�� ಅಧ�ಯನ�ಂದ �ೊರಬರುವ ಅ��ಾರವನು� �ೊಂ�ರು�ೆ�ೕ�ೆ.

ತ��ಾ��ಾ��ಂ��ೆ ಸಹಕ�ಸಲು �ಾನು ಒಪ���ೆ�ೕ�ೆ ಮತು� �ಾನು ಅ�ಾ�ಾನ��ೋಗಲಕಷ್ಣಗ�ಂದ ಬಳಲು��ದ��ೆ

ತಕಷ್ಣಅವ��ೆ ��ಸು�ೆ�ೕ�ೆ.

ನನ� ಒ���ೆ ಇಲ��ೇ, ತ��ೆ�ಾರರು �ಾವ��ೇ �ಾರಣ�ೆ� �ಾವ��ೇ ಸಮಯದ�� ಅಧ�ಯನ�ಂದ ನನ� �ಾಗವ�ಸು��ೆ

ಅಂತ��ೊ�ಸಬಹುದು ಎಂದು �ಾನು ����ೆ�ೕ�ೆ.
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�ಾ��ೕಜಕರು, �ಯಂತ�ಕ�ಾ���ಾ�ಗಳ� ಸ�ಾ�ರದಏ�ೆ��ಗಳ� ಮತು� �ೈ�ಕಸ�ೕ�ಯ �ಾಗವ�ಸುವವ��ೆ

ಅಧ�ಯನದ ಪ��ಾಮಗಳನು� �ಡುಗ�ೆ�ಾಡಬಹುದು ಎಂಬ ಅನುಮ� �ೕ�ರು�ೆ�ೕ�ೆ.

ಈ ಅಧ�ಯನವನು� �ಾವ��ೇ �ೕ�ಯ�� ಪ��ಾಶನ�ಾಡಲು ನನ� ಅಭ�ಂತರ�ರುವ��ಲ�.

ನನ� �ಷಯವನು� �ಾವ�ಜ�ಕ�ಾ� �ೕಡ�ಾದ�� ನನ� ಗುರುತನು� �ೌಪ��ಾ� ಇಡ�ಾಗುವ�ದು.

ನನ� ಪ��ೆ�ಗ��ೆ ಸ�ಾ�ಾನಕರ�ಾ� ಉತ��ಸ�ಾ��ೆ.

�ಾನು �ಾವ��ೇ ಪ��ೆ�ಗಳನು� �ೇಳಲು ಮುಕ��ಾ��ೆ�ೕ�ೆ ಮತು� ಪ��ೆ�ಗ��ೆ ನನ�ೆ ಸ�ಾ�ಾನಕರ�ಾ� ಉತ��ಸ�ಾ��ೆ.

��ಾಂಕ:

ಸಮಯ:. �ೋ�ಯ �ೆಸರು ಮತು� ಸ�:

�ೆಸರು ಮತು� ಸಹ:

�ೋ��ೆಸಂಬಂಧ:

�ೈದ�ರು ಸ�:



51 | P a g e

PROFORMA FOR STUDY 

ANEXXURE -II 

SAFETY AND FEASIBILITY OF NON-DESCENT VAGINAL HYSTERECTOMY IN WOMEN 
WITH PREVIOUS LOWER SEGMENT CESAREAN SECTION. 

Name : 

Address : 

O.P.No : 

I.P.No : 

Maternal Age  : 

Weight : 

Height : 

BMI  : 

CHIEF COMPLAINTS: 

HISTORY OF PRESENT ILLNESS: 
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PAST HISTORY 

PERSONAL HISTORY 

DIET APPETITE 

SLEEP  BOWEL AND BLADDER 

MENSTRUAL HISTORY 

OBSTETRIC HISTORY 

GENERAL PHYSICAL EXAMINATION 

BLOOD PRESSURE: 

TEMPERATURE:  

RESOIRATORY RATE: 

PALLOR:  

ICTERUS:  

CLUBBING  

CYANOSIS: 

LYMPHADENOPATHY:  
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EDEMA: 

BILATERAL BREASTS: 

SPINE: 

THYROID: 

CVS: 

RS: 

CNS: 

PER ABDOMEN: 

PER SPECULUM: 

PER VAGINA 
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IMPRESSION: 

INVESTIGATIONS: 

TECHNIQUES: 

BLOOD LOSS: 

DURATION OF SURGERY: 

INTRAOPERATIVE FINDINGS AND COMPLICATIONS: 

POST OPERATIVE CONDITIONS: 

PULSE RATE: 

BLOOD PRESSURE: 

TEMPERATURE: 

URINE OUTPUT: 

LOCAL EXAMINATIONS: 

NUMBER OF DAYS OF HOSPITAL STAY: 

CONDITION AT TIME OF DISCHARGE: 
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