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Background

Hysterectomy is usually performed for the management
of a number of benign disorders of the female pelvis when
less radical interventions are unsuccessful, not tolerated, or
unacceptable to the patient or felt by the physician to be
inappropriate for the treatment of the patient’s clinical
condition. At least through 2005, approximately 600 000
such procedures were performed in the United States annu-
ally [1], with more than two-thirds performed through an ab-
dominal incision despite the existence of the less invasive
vaginal and laparoscopic approaches, which are associated
with reduced morbidity and faster return to normal activities.

Routes of Hysterectomy

Vaginal hysterectomy (VH) and laparoscopic hysterec-
tomy (LH), where feasible, are associated with low surgical
risks and can be performed with a short hospital stay [2,3].
In many instances, both VH and LH can be safely
accomplished as an outpatient procedure [4,5]. Because
abdominal hysterectomy (AH) requires a relatively large
abdominal incision, it is associated with a number of
disadvantages compared with either VH or LH that are
largely related to abdominal wound infections, relatively
prolonged institutional stay, and delayed return to normal
activities [6–9].

A number of clinical situations considered as contraindi-
cations to LH seem not to have merit when subjected to crit-
ical analysis. These include obesity, in which at least some
evidence suggests that, aside from longer operative times,
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safety and efficacy are similar for obese and nonobese
patients [10], and previous cesarean section, which is associ-
ated with an increased risk of bladder injury with hysterec-
tomy in general [11,12]. While LH may be associated with
an increased risk of cystotomy compared with other
techniques [12], available evidence suggests that the overall
risk is low and that previous cesarean section should not be
seen as a contraindication to either a vaginal or laparoscopic
approach [13,14]. For a number of surgeons, VH is both
feasible and safe even in the presence of a large uterus
[15]. However, when VH is not feasible because of the
uterine size or other coexisting disease or surgical
considerations, LH seems to be a safe alternative that pre-
serves most of the advantages of VH over AH [9,16,17].

Evidence exists that direct costs associated with both VH
and LH are less than those for AH, although depending on
the instrumentation used, institutional costs of LH may be
greater than for VH [18,19]. There is also high-quality evi-
dence from a number of randomized trials demonstrating
that the indirect costs of hysterectomy are reduced by 50%
when LH is compared with AH [20]. The value of laparo-
scopic hysterectomy has also been demonstrated in a number
of oncologic studies that similarly demonstrate reduced
morbidity compared with the abdominal approach without
compromise of clinical outcomes for both cervical [21]
and endometrial carcinoma [22].

It has been demonstrated in some countries that as few as
24% of hysterectomies are performed abdominally [23,24].
Given the advantages that VH and LH offer to women, their
families, their employers, and the health care system in
general, it seems desirable to optimize their application in
women requiring hysterectomy because of benign uterine
conditions. Abdominal hysterectomy should be reserved
for the minority of women for whom a laparoscopic or
vaginal approach is not appropriate. These circumstances
are not common, and may include the following situations.

For LH:

1. Patients with medical conditions, such as cardiopulmo-
nary disease, where the risks of either general anesthesia
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or the increased intraperitoneal pressure associated with
laparoscopy are deemed unacceptable.

2. Where morcellation is known or likely to be required and
uterine malignancy is either known or suspected.

For both LH and VH:

1. Hysterectomy is indicated but there is no access to the
surgeons or facilities required for VH or LH and referral
is not feasible.

2. Circumstances where anatomy is so distorted by uterine
disease or adhesions that a vaginal or laparoscopic ap-
proach is not deemed safe or reasonable by individuals
with recognized expertise in either VH or LH techniques.

When procedures are required to treat gynecologic disor-
ders, the AAGL is committed to the principles of informed
patient choice and provision of minimally invasive options.
When hysterectomy is necessary, the demonstrated safety,
efficacy, and cost-effectiveness of VH and LH mandate
that they be the procedures of choice. When hysterectomy
is performed without laparotomy, early institutional dis-
charge is feasible and safe, in many cases within the first
24 hours [4,25–28].
Conclusion

It is the position of the AAGL that most hysterectomies
for benign disease should be performed either vaginally or
laparoscopically and that continued efforts should be taken
to facilitate these approaches. Surgeons without the requisite
training and skills required for the safe performance of VH
or LH should enlist the aid of colleagues who do or should
refer patients requiring hysterectomy to such individuals
for their surgical care.
References

1. Merrill RM. Hysterectomy surveillance in the United States, 1997

through 2005. Med Sci Monit. 2008;14:CR24–31 (Class II-3).

2. Miskry T, Magos A. Randomized, prospective, double-blind compari-

son of abdominal and vaginal hysterectomy in women without uterova-

ginal prolapse. Acta Obstet Gynecol Scand. 2003;82:351–358 (Class I).

3. Sesti F, Ruggeri V, Pietropolli A, Piccione E. Laparoscopically assisted

vaginal hysterectomy versus vaginal hysterectomy for enlarged uterus.

JSLS. 2008;12:246–251 (Class I).

4. Stovall TG, Summitt Jr RL, Bran DF, Ling FW. Outpatient vaginal hys-

terectomy: a pilot study. Obstet Gynecol. 1992;80:145–149 (Class I).

5. Levy BS, Luciano DE, Emery LL. Outpatient vaginal hysterectomy is

safe for patients and reduces institutional cost. J Minim Invasive

Gynecol. 2005;12:494–501 (Class II-2).

6. Nieboer TE, Johnson N, Lethaby A, et al. Surgical approach to hyster-

ectomy for benign gynaecological disease. Cochrane Database Syst

Rev. 2009. CD003677. (Class I).

7. Walsh CA, Walsh SR, Tang TY, Slack M. Total abdominal hysterec-

tomy versus total laparoscopic hysterectomy for benign disease:

a meta-analysis. Eur J Obstet Gynecol Reprod Biol. 2009;144:3–7

(Class I).

8. Muzii L, Basile S, Zupi E, et al. Laparoscopic-assisted vaginal

hysterectomy versus minilaparotomy hysterectomy: a prospective,
randomized, multicenter study. J Minim Invasive Gynecol. 2007;14:

610–615 (Class I).

9. Garry R, Fountain J, Mason S, et al. The eVALuate study: two parallel

randomised trials, one comparing laparoscopic with abdominal hyster-

ectomy, the other comparing laparoscopic with vaginal hysterectomy.

BMJ. 2004;328:129 (Class I).

10. Chopin N,Malaret JM, Lafay-PilletMC, FotsoA, Foulot H, Chapron C.

Total laparoscopic hysterectomy for benign uterine pathologies: obesity

does not increase the risk of complications. Hum Reprod. 2009;24:

3057–3062 (Class II-2).

11. BoukerrouM, Lambaudie E, Collinet P, Crepin G, CossonM. A history

of cesareans is a risk factor in vaginal hysterectomies. Acta Obstet

Gynecol Scand. 2003;82:1135–1139 (Class II-2).

12. Rooney CM, Crawford AT, Vassallo BJ, Kleeman SD, Karram MM. Is

previous cesarean section a risk for incidental cystotomy at the time of

hysterectomy? a case-controlled study. Am JObstet Gynecol. 2005;193:

2041–2044 (Class II-2).

13. Sinha R, Sundaram M, Lakhotia S, Hedge A, Kadam P. Total laparo-

scopic hysterectomy in women with previous cesarean sections.

J Minim Invasive Gynecol. 2010;17:513–517 (Class II-3).

14. Wang L, Merkur H, Hardas G, Soo S, Lujic S. Laparoscopic hysterec-

tomy in the presence of previous caesarean section: a review of one hun-

dred forty-one cases in the SydneyWest Advanced Pelvic Surgery Unit.

J Minim Invasive Gynecol. 2010;17:186–191 (Class II-2).

15. Benassi L, Rossi T, Kaihura CT, et al. Abdominal or vaginal hysterec-

tomy for enlarged uteri: a randomized clinical trial. Am J Obstet

Gynecol. 2002;187:1561–1565 (Class I).

16. Seracchioli R, Venturoli S, Vianello F, et al. Total laparoscopic hyster-

ectomy compared with abdominal hysterectomy in the presence of

a large uterus. J Am Assoc Gynecol Laparosc. 2002;9:333–338

(Class I).

17. Marana R, Busacca M, Zupi E, Garcea N, Paparella P, Catalano GF.

Laparoscopically assisted vaginal hysterectomy versus total abdominal

hysterectomy: a prospective, randomized, multicenter study. Am

J Obstet Gynecol. 1999;180:270–275 (Class I).

18. Warren L, Ladapo JA, Borah BJ, Gunnarsson CL. Open abdominal ver-

sus laparoscopic and vaginal hysterectomy: analysis of a large United

States payer measuring quality and cost of care. J Minim Invasive

Gynecol. 2009;16:581–588 (Class II-2).

19. Sculpher M, Manca A, Abbott J, Fountain J, Mason S, Garry R. Cost

effectiveness analysis of laparoscopic hysterectomy compared with

standard hysterectomy: results from a randomised trial. BMJ. 2004;

328:134 (Class I).

20. Bijen CB, Vermeulen KM, Mourits MJ, de Bock GH. Costs and effects

of abdominal versus laparoscopic hysterectomy: systematic review of

controlled trials. PLoS One. 2009;4:e7340 (Class I).

21. Panici PB, Plotti F, Zullo MA, et al. Pelvic lymphadenectomy for

cervical carcinoma: laparotomy extraperitoneal, transperitoneal or

laparoscopic approach? a randomized study. Gynecol Oncol. 2006;

103:859–864 (Class I).

22. JuW,Myung SK, KimY, Choi HJ, Kim SC. Comparison of laparoscopy

and laparotomy for management of endometrial carcinoma: a meta-

analysis. Int J Gynecol Cancer. 2009;19:400–406 (Class I).

23. Brummer TH, Jalkanen J, Fraser J, et al. FINHYST 2006: national

prospective 1-year survey of 5,279 hysterectomies. Hum Reprod.

2009;24:2515–2522 (Class II-2).

24. Hansen CT, Moller C, Daugbjerg S, Utzon J, Kehlet H, Ottesen B. Es-

tablishment of a national Danish hysterectomy database: preliminary

report on the first 13,425 hysterectomies. Acta Obstet Gynecol Scand.

2008;87:546–557 (Class II-2).

25. Thiel J, Gamelin A. Outpatient total laparoscopic hysterectomy. J Am

Assoc Gynecol Laparosc. 2003;10:481–483 (Class II-3).

26. Hoffman CP, Kennedy J, Borschel L, Burchette R, Kidd A. Laparo-

scopic hysterectomy: the Kaiser Permanente San Diego experience.

J Minim Invasive Gynecol. 2005;12:16–24 (Class II-3).



Special Article 3
27. Lieng M, Istre O, Langebrekke A, Jungersen M, Busund B. Outpatient

laparoscopic supracervical hysterectomy with assistance of the lap

loop. J Minim Invasive Gynecol. 2005;12:290–294 (Class II-3).

28. de Lapasse C, Rabischong B, Bolandard F, et al. Total laparoscopic

hysterectomy and early discharge: satisfaction and feasibility study.

J Minim Invasive Gynecol. 2008;15:20–25 (Class II-3).
Class I Evidence obtained from at least 1 properly designed

randomized controlled trial.

Class II Evidence obtained from nonrandomized clinical evaluation.

II-1 Evidence obtained from well-designed controlled trials

without randomization.

II-2 Evidence obtained from well-designed cohort or

case-control analytic studies, preferably frommore than 1

center or research center.

II-3 Evidence obtained from multiple time series with or without

the intervention. Dramatic results in uncontrolled

experiments also could be regarded as this type of

evidence.

Class III Opinions of respected authorities, based on clinical

experience, descriptive studies, or reports of expert

committees.
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A survey of gynecologists suggests that while they would overwhelmingly

prefer VH or LH for themselves or their spouses, there exist a number of

barriers to achieving this goal for their patients.
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The American College of Obstetricians and Gynecologists supports the

notion that VH and LH offer substantial advantages over AH.
Appendix

Studies were reviewed and evaluated for quality accord-
ing to the method outlined by the US Preventive Services
Task Force.


	AAGL Position Statement: Route of Hysterectomy to Treat Benign Uterine Disease
	Background
	Routes of Hysterectomy
	Conclusion
	References
	Other Reading
	Appendix


