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Abstract
Hysterectomy is one of the most frequently performed surgical procedures in 
the United States. Selection of the route of hysterectomy for benign causes can 
be influenced by the size and shape of the vagina and uterus; accessibility to 
the uterus; extent of extrauterine disease; the need for concurrent procedures; 
surgeon training and experience; average case volume; available hospital 
technology, devices, and support; whether the case is emergent or scheduled; 
and preference of the informed patient. Vaginal and laparoscopic procedures are 
considered “minimally invasive” surgical approaches because they do not require 
a large abdominal incision and, thus, typically are associated with shortened 
hospitalization and postoperative recovery times compared with open abdominal 
hysterectomy. Minimally invasive approaches to hysterectomy should be 
performed, whenever feasible, based on their well-documented advantages over 
abdominal hysterectomy. The vaginal approach is preferred among the minimally 
invasive approaches. Laparoscopic hysterectomy is a preferable alternative to 
open abdominal hysterectomy for those patients in whom a vaginal hysterectomy 
is not indicated or feasible. Hysterectomy is the surgical removal of the uterus. It 
may also involve removal of the cervix, ovaries (oophorectomy), Fallopian tubes 
(salpingectomy), and other surrounding structures.

Usually performed by a gynecologist, a hysterectomy may be total (removing the 
body, fundus, and cervix of the uterus; often called "complete") or partial (removal 
of the uterine body while leaving the cervix intact; also called "supracervical"). 
Removal of the uterus renders the patient unable to bear children (as does removal 
of ovaries and fallopian tubes) and has surgical risks as well as long-term effects, 
so the surgery is normally recommended only when other treatment options are 
not available or have failed.
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Editorial

Introduction
A hysterectomy is the surgical removal of the uterus, and most 
likely, the cervix. Depending on the reason for the surgery, a 
hysterectomy may involve removing surrounding organs and 
tissues, such as the fallopian tubes and ovaries [1]. The uterus 
is where a baby grows during pregnancy. Its lining is the blood 
you shed during your menstrual period. You lose the ability to get 
pregnant and you will not get your period after a hysterectomy.

Three main types of hysterectomy are now used abdominal, 
vaginal, and laparoscopic. Traditionally, abdominal hysterectomy 

has been used for gynaecological malignancy when other pelvic 
disease is present, such as endometriosis or adhesions or if the 
uterus is enlarged [2]. It remains the “fallback option” if the uterus 
cannot be removed by another approach. Vaginal hysterectomy 
was originally used only for prolapse, but it is now also used for 
menstrual abnormalities when the uterus is of fairly normal size. 
Vaginal hysterectomy is regarded as less invasive than abdominal 
hysterectomy [3].

Surgeons can perform hysterectomy through more than a few 
different methods. Some of the generally performed routes of 
hysterectomy are vaginal, abdominal, laparoscopic, and robotic-
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assisted. Vaginal hysterectomy ranks as one of the least and 
minimally invasive types of hysterectomies and it have better 
outcomes and fewer complications compared to other types. 
It should be regarded as the preferred route of hysterectomy, 
whenever possible. The advantages of vaginal hysterectomy 
include less pain, rapid recovery, faster return to work, lower 
costs, and lower morbidity. It is usually performed for benign 
hysterectomies [4].

Hysterectomy can be performed in more than a few different 
ways. Some of the generally performed routes of hysterectomy 
are vaginal, abdominal, laparoscopic, and robotic-assisted. 
Vaginal hysterectomy is considered one of the least and a 
minimally invasive type of hysterectomies and it has better 
outcomes and fewer complications compared to other types. 
It should be regarded as the preferred route of hysterectomy, 
whenever possible.

Risks of Hysterectomy
In 1995, the short-term mortality (within 40 days of surgery) 
was reported at 0.38 cases per 1000 when performed for benign 
causes. Risks for surgical complications were presence of fibroids, 
younger age (vascular pelvis with higher bleeding risk and larger 
uterus), dysfunctional uterine bleeding and parity [5].

The mortality rate is several times higher when performed in 
patients who are pregnant, have cancer or other complications. 
Long-term effect on all case mortality is relatively small. People 
under the age of 45 years have a significantly increased long-term 
mortality that is believed to be caused by the hormonal side effects 
of hysterectomy and prophylactic oophorectomy [6]. This effect 
is not limited to pre-menopausal people; even people who have 
already entered menopause were shown to have experienced a 
decrease in long-term survivability post-oophorectomy.

1.	 Pain, Scarring

2.	 Vaginal bleeding or spotting, Constipation

3.	 Difficulty urinating, Digestive issues

4.	 Damage to blood vessels, nerves, or surrounding organs

5.	 Delayed healing, Infections, Hot flashes

6.	 Vaginal dryness, Changes in libido, Difficulty sleeping, Mood 
changes, Symptoms of depression or anxiety

Types of Hysterectomy
There are different kinds of hysterectomy

Total hysterectomy: Removing the uterus and cervix, but leaving 
the ovaries.

Supracervical hysterectomy: Removing just the upper part of the 
uterus while leaving the cervix.

Total hysterectomy with bilateral salpingo-oophorectomy: 
Removing the uterus, cervix, fallopian tubes (salpingectomy) and 
ovaries (oophorectomy). If you haven't experienced menopause, 
removing the ovaries will start menopausal symptoms [7].

Radical hysterectomy with bilateral salpingo-oophorectomy: 

The removal of the uterus, cervix, fallopian tubes, ovaries, the 
upper portion of the vagina and some surrounding tissue and 
lymph nodes. This type of hysterectomy is performed when 
cancer is involved.

Results
An abdominal hysterectomy usually requires a hospital stay 
of one to two days, but it could be longer. You'll need to use 
sanitary pads for vaginal bleeding and discharge. It's normal to 
have bloody vaginal drainage for several days to weeks after a 
hysterectomy [8]. However, let your surgeon know if you have 
bleeding that's as heavy as a menstrual period or bleeding that's 
persistent.

1.	 Get plenty of rest.

2.	 Don’t lift anything heavy for a full six weeks after the 
operation.

3.	 Stay active after your surgery, but avoid strenuous physical 
activity for the first six weeks.

4.	 Wait six weeks to resume sexual activity. 

Discussion
The strength of the present study lies in its prospective approach 
and on the large number of unselected cases. It is not biased by 
such problems as the use of hospital records only, the influence of 
special units or experienced surgeons or the analysis of a specific 
approach for hysterectomy or selected patient population. In 
this study, the operation-related details in three approaches for 
hysterectomy currently used for benign diseases are reported. The 
previous reference study [9], concentrated only on the vaginal and 
abdominal approaches. The present survey describes the surgical 
details and the complications that an average gynaecologist can 
face in all three hysterectomy techniques performed today. It 
also serves as a nationwide quality assessment. In the same year 
(1996) a total of 10 972 hysterectomies was performed in Finland 
[10]. This value also includes malignant cases which usually 
comprise some 10% of all and this is why it is believed that data 
have been collected on all the hysterectomies performed for 
benign indications in that year. Our data suggest that vaginal 
hysterectomy is preferable to abdominal hysterectomy, provided 
that it can be done safely. Claims that laparoscopic hysterectomy 
can allow identification of pelvic disease that might otherwise 
lead to complications during vaginal hysterectomy and that 
the meticulous haemostasis achievable during laparoscopic 
hysterectomy might reduce pelvic haematomas or vaginal cuff 
infections have not been borne out in this review. However, a 
laparoscopic approach may be appropriate if an oophorectomy is 
needed. Whether the increased detection of unexpected disease 
at laparoscopic hysterectomy subsequent clinical outcomes 
remains uncertain.

Conclusion
Significantly speedier return to normal activities and other 
improved secondary outcomes (shorter duration of hospital 
stay and fewer unspecified infections or febrile episodes) 
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suggest that vaginal hysterectomy is preferable to abdominal 
hysterectomy where possible. Where vaginal hysterectomy is not 
possible, laparoscopic hysterectomy is preferable to abdominal 
hysterectomy, although it brings a higher chance of bladder or 
ureter injury.

Our conclusions are limited by the strength of the evidence: for 
many outcomes, including many important long term outcomes, 
data were notably absent. Our review found no important 
disadvantages of vaginal hysterectomy compared with any other 
surgical approach, thus it remains an excellent option. Avoiding 
abdominal hysterectomy accelerates recovery, diminishes 
postoperative pain, and avoids abdominal wall infections and 

general postoperative febrile illness. Laparoscopic hysterectomy 
may help to avoid a laparotomy, but urinary tract injury is a 
genuine concern. Research is needed to ascertain longer term 
outcomes and to evaluate the newer approaches to hysterectomy, 
such as total laparoscopic hysterectomy.
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