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CONTROVERSIES IN PELVIC SURGERY

Hysterectomy:
Which route for which patient?
The vaginal route—with or without laparoscopic assistance —
is often preferable to laparotomy, but much less common.

T

he vast majority of hysterectomies
are for benign conditions — for
which minimally invasive approaches
would seem appropriate—yet the ratio of
abdominal-to-vaginal hysterectomy is 3
to 1 or higher.1,2 Approximately 800,000 US ®
women undergo hysterectomy each year.
Why the continued reliance on the
abdominal approach despite convincing
evidence that vaginal and laparoscopicassisted vaginal hysterectomy (LAVH) offer
faster recovery, better cosmesis, and, in
many cases, a shorter operation with fewer
complications?
OBG MANAGEMENT convened a panel of
experts in different aspects of gynecologic
surgery to explore this issue. They discuss
the reasons most physicians prefer the
abdominal approach, how residency programs affect the choice of hysterectomy
route, indications for LAVH and supracervical hysterectomy, the issue of ovarian conservation, and management of uterine
fibroids.

❚ Why the abdominal route
remains the old standby
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Physicians use the procedure they are
most comfortable with, and residents lack
sufficient hands-on experience with
laparoscopic and vaginal surgery.
Medicolegal risk and reimbursement also
have an impact.
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KARRAM: Hysterectomy is one of the most
widely performed surgeries in the United
States, but approximately 60% to 80% of
these surgeries still involve the abdominal
route.2 Why do you think that is?
FALCONE: Most physicians practice in the
manner they were trained, and most residency programs train residents to perform
abdominal hysterectomy.
LEVY: I agree. Residents in obstetrics and
gynecology have a limited time frame in
which to learn and become facile with surgical gynecology. The requirements for primary care training and continuity clinics
leave little time for the resident to become
comfortable with endoscopic and vaginal
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FAST TRACK

“Consider
laparoscopic
assistance for any
patient who is not
a candidate
for vaginal
hysterectomy”
—Tommaso Falcone, MD

surgery. However, they do get substantial
exposure to abdominal surgery, both in
obstetrics (with cesarean sections constituting 27.5% of all deliveries in the
United States3) and gynecologic oncology
rotations.
Furthermore, the volume of benign
gynecologic surgery is low and the technical
skills required for laparoscopic and vaginal
surgery are more challenging than “slash
and gash” abdominal surgery, so residents
don’t get enough exposure to develop a
comfort level with these procedures.
HERZOG: This trend is likely to change in the
future because recent and current trainees
have much more exposure to the laparoscopic approach than in the past, and the equipment has continued to improve. However, I
have serious doubts about whether adequate
amounts of vaginal surgery are performed in
training programs to educate the next generation of vaginal surgeons.
LEVY: Another factor is the type of practice
physicians enter after training. Most join
practices in which the bulk of their income
for many years derives from obstetrics.
Without a mentor in the practice who is
skilled at minimally invasive surgery, most
of these young physicians appropriately
resort to the hysterectomy approach for
which they have the most comfort and
skill: the abdominal route.
HERZOG: Secondary barriers to nonabdominal procedures are lower reimbursement and
heightened medicolegal risk, since time and
complications are greater for laparoscopic
surgery and, to a lesser degree, vaginal procedures. Surgeons are not adequately compensated for either the increased time or risk.
Patients also tend to have higher expectations when the planned approach is minimally invasive. When conversion to laparotomy is necessary, the patient and her family
may have trouble understanding why.
KARRAM: I agree that there is a serious
lack of training in simple and complicated vaginal hysterectomy. Many inaccurate perceptions have been handed down
over the years about its absolute and relative contraindications, such as the belief
that any history of pelvic infection, endo-

metriosis, or cesarean section is a contraindication for the vaginal approach.

❚ When is laparoscopic
assistance appropriate?
At a fundamental level, its value lies in
converting abdominal hysterectomy into
vaginal hysterectomy.
KARRAM: In my experience, LAVH is

appropriate in the presence of benign
adnexal pathology: The adnexa can be
evaluated and detached laparoscopically
followed by vaginal hysterectomy and
vaginal removal of the adnexa. It also is
appropriate in any situation that involves
excessive pelvic adhesions. The uterus can
be mobilized laparoscopically, followed by
removal through the vagina.
FALCONE: Any patient who is not a candidate for vaginal hysterectomy should be
considered for laparoscopic assistance.
The general rationale for the surgery is to
convert an abdominal hysterectomy into a
vaginal one, so the surgeon should start
laparoscopically and then switch to the
vaginal approach as soon as possible. Of
course, it is impossible to proceed vaginally in some cases. When it is, the entire case
can be performed laparoscopically.
LEVY: In my hands, patients with an unidentified adnexal mass who also need or
request hysterectomy are appropriate candidates for laparoscopic abdominal exploration followed by vaginal hysterectomy if
appropriate. Women with a very contracted
pelvis, which precludes transvaginal access
to the uterine vasculature, may also be candidates for the laparoscopic approach.
However, as surgeons become more skilled
at vaginal surgery and learn to use newer
instrumentation, the need for laparoscopy
to access a tight pelvis will diminish.
Using a laparoscopic approach for
patients with fibroids wedged into the pelvis
carries serious risk to the pelvic sidewall. It
is very difficult to access the sidewall safely
laparoscopically in the presence of a large
lower segment or cervical myomas.
C O N T I N U E D
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HERZOG: When LAVH was introduced,
many clinicians challenged the utility of
combined laparoscopic and vaginal surgery, with some referring to this surgical
exercise as a procedure looking for an indication. However, as operative laparoscopy
has gained acceptance, some benefits of
LAVH have become apparent. The greatest
advantage is the potential to convert a procedure that would have been performed
abdominally into a vaginal hysterectomy.
The most commonly cited indications
for LAVH are to lyse adhesions secondary
to prior abdominopelvic surgery, substantial endometriosis, or a pelvic mass.

LEVY: Yes, laparoscopy is indicated for riskreducing salpingo-oophorectomy in order
to adequately assess the entire peritoneal
cavity. Up to 2% of these patients will have
occult invasive ovarian or peritoneal carcinoma at the time of their prophylactic surgery, so full surgical abdominal exploration is mandatory and can be nicely
accomplished via laparoscopy.5

❚ Is oophorectomy
an indication for LAVH?

FALCONE: Hysterectomy with or without
salpingo-oophorectomy can be considered in women whose endometriosis fails
to respond to conservative management
and who do not desire fertility. Most
studies have shown substantial pain relief
with definitive surgery.6,7 Although ovarian conservation may be advisable in
younger women, in some women it
increases the probability of recurrent pain
and the need for reoperation. The main
concern is whether the endometriosis is
completely removed during hysterectomy.
A history of cul-de-sac obliteration
or extensive pelvic adhesions from endometriosis is an indication for laparoscopic hysterectomy rather than vaginal hysterectomy. Women with less severe
disease will benefit from a diagnostic
laparoscopy prior to a vaginal hysterectomy to evaluate the pelvis and excise
any endometriosis.

The need to remove the ovaries does
not mean laparoscopic assistance is
imperative.
HERZOG: Simple removal of the ovaries can

often be performed using the vaginal route,
and is not in itself an indication for LAVH.
LEVY: I agree. The ovaries can usually be
accessed transvaginally, especially with
good fiberoptic lighting and vessel-sealing
technology.
FALCONE: Several studies, most notably the
one by Ballard and Walters,4 demonstrate
that oophorectomy can be carried out
vaginally in most cases. In their study, they
did not use special instruments.
HERZOG: But LAVH is indicated to facilitate
complete removal of the ovaries in riskreduction surgery for documented or suspected BrCa 1 or 2 mutations. The entire
ovary and as much of the tube as possible
must be removed in these women. Thus, if
the patient has other indications for hysterectomy, LAVH may be the preferred
route to assure that the blood supply is
taken proximally enough to remove
absolutely all ovarian tissue. Simply
clamping directly along the side of the
ovary is not an adequate removal technique for these patients, since an ovarian
remnant may become a fatal oversight.
w w w. o b g m a n a g e m e n t . c o m
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❚ How endometriosis history
affects choice of route
In some women, laparoscopic surgery
is preferred over the vaginal route.

FAST TRACK

“In risk-reduction
surgery for BrCa 1
or 2 mutations,
an ovarian remnant
may become
a fatal oversight”
—Thomas Herzog, MD

❚ Is there any benefit
to leaving the cervix?
There is no evidence of any benefit
except in selected cases of heavy
bleeding, postpartum hemorrhage,
advanced endometriosis, or ovarian
cancer surgery.
KARRAM: What about supracervical hys-

terectomy? The only time I have perFebruary
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FAST TRACK

“One study
followed 67 women
for 66 months
after supracervical
hysterectomy;
trachelectomy
was required in
22.8% of patients”
—Mickey Karram, MD
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formed one was at the time of a cesareanhysterectomy because blood loss was significant and dissection of the cervix could
have led to more morbidity. What are the
indications for this procedure?
HERZOG: It is unclear whether there are any
definitive indications for supracervical hysterectomy. A number of benefits have been
proposed, such as better support and
improved sexual function. Some of the
perceived benefits have been supported by
nonrandomized trials, but critical analysis
of the randomized data has failed to support most of these contentions.8,9 However,
the procedure can be a valuable intervention to decrease critical blood loss intraoperatively, as you point out, or to simplify
complicated pelvic surgery in selected
cases, such as postpartum hemorrhage,
advanced endometriosis, ovarian cancer
debulking (when the cervix is not
involved), or significant bleeding in
patients who object to transfusion on ethical or religious grounds.
FALCONE: There are clear contraindications
to supracervical hysterectomy, namely the
presence of a malignant or premalignant
condition of the uterine corpus or cervix,
but no indications, except perhaps for an
unstable patient undergoing hysterectomy
in whom you want to finish quickly. None
of the randomized clinical trials have
shown supracervical hysterectomy to be
superior to total hysterectomy. The randomized trials involved the abdominal
route; the time to complete a laparoscopic
supracervical hysterectomy is less than for
a laparoscopic total hysterectomy.
Nevertheless, many patients ask for
the procedure. After I present the risks and
benefits, I leave the choice up to them. Of
course, it is important to explain that total
hysterectomy implies removal of the cervix
and not the ovaries.
LEVY: In rare cases of immunocompromised patients or women with widely disseminated intraperitoneal carcinoma, one
could make an argument for avoiding
entry into the vagina to reduce infectious
risk, speed healing, or avoid tumor seeding. Otherwise, there is absolutely no eviOBG MANAGEMENT
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dence to support an indication for supracervical hysterectomy.

❚ Does leaving the cervix
affect long-term function?
The residual cervix can become the site
of later neoplasia or disease.
HERZOG: Supracervical hysterectomy can be

associated with several problems with longterm implications. One is the potential for
cervical intraepithelial neoplasia. Another
concern relates to bleeding from a portion of
active endometrium at the top of the endocervical canal. Rarer problems include the
development of endometriosis or invasive
cancer in the residual cervix. These potential
drawbacks need to be strongly considered
and included in patient counseling.
KARRAM: One study followed 67 patients
for 66 months after supracervical hysterectomy; trachelectomy was ultimately
required in 22.8% of patients.10

❚ The $64,0000 question:
Remove the ovaries?
Overall, the decision should be made
case by case.
KARRAM: Should routine oophorectomy be
performed at the time of hysterectomy in
postmenopausal women to decrease the
potential for ovarian cancer later in life?
HERZOG: This is a very important question.
Conventional thinking used to be that, for
women over the age of 45, and certainly for
women older than 50, ovarian removal
should be strongly considered to reduce the
risk of cancer of the ovary or fallopian tubes
at a later date. Studies focusing on the number of ovarian cancer cases possibly prevented with routine oophorectomy at the
time of hysterectomy reinforced this concept. One single-institution study showed
that more than 60 cases of ovarian cancer
would have been prevented over a 14-year
period if ovaries were routinely removed in
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women older than 40 undergoing hysterectomy. By extrapolation, that would result in
more than 1,000 cases prevented annually in
the United States.11
Recent data refute the rationale for
routine oophorectomy. One study that
used statistical modeling with Markov
decision analysis to determine life
expectancy concluded that, at least until
the age of 65, women are best served with
ovarian conservation if their risk of developing ovarian cancer is average or less.12
Researchers found that women who underwent oophorectomy before age 55 experienced 8.6% excess mortality by age 80.
The validity of certain assumptions used to
construct this model has been challenged;
nevertheless, this cogent study certainly
challenges previous concepts regarding agebased routine prophylactic oophorectomy.
Until further study results are reported, it is
important to counsel women who are considering having their ovaries removed
about the potential risks and benefits.
Furthermore, these decisions must be made
on a case-by-case basis, with special deliberation given to women at any increased
risk for breast or ovarian cancer.

FAST TRACK

“Most uteri,
regardless of size,
can be safely and
efficiently removed
vaginally as long
as there is access
to the uterine
vasculature”
—Barbara Levy, MD

❚ What route is preferred
when fibroids are present?
Assuming hysterectomy is the optimal
treatment, the vaginal route is feasible.
KARRAM: Uterine fibroids are still the No. 1

indication for hysterectomy. Are minimally
invasive laparoscopic procedures with
morcellation techniques the best way to
manage these women?
FALCONE: The management of symptomatic
leiomyomas depends on the patient’s desire
to preserve her fertility. If she does not have
an interest in future fertility and there are
no myomas that are largely submucous or
pedunculated, then uterine fibroid
embolization is the treatment of choice.
Many studies have shown an excellent
response, few complications, and rapid
return to work.

If the woman wants to preserve fertility, myomectomy is the treatment of
choice. If there are few myomas of moderate size, laparoscopic myomectomy is
as effective as laparotomy in the hands of
experienced laparoscopists who have the
ability to suture.
HERZOG: I also want to stress that we now
have a number of options, including uterine artery embolization, medications, and
surgery, available for women with symptomatic fibroids. The surgical approaches are
numerous and include hysteroscopic
and/or laparoscopic myomectomy with or
without morcellation, as well as hysterectomy. The approach should be determined
by the symptoms, size, and distribution of
the fibroids, as well as by individual
patient characteristics such as prior surgeries, body mass index, and so on. Just
because a procedure is technically feasible
does not mean it is the preferred method,
and this tenet certainly applies to morcellation. In some instances, women with very
large fibroids may be better served by
laparotomy to decrease blood loss and the
duration of surgery while optimizing uterine wall reconstruction, especially when
future fertility is an important consideration. Once again, proper patient selection
is paramount in achieving favorable outcomes, especially for those who may be
undergoing morcellation.
LEVY: For women who have completed
childbearing and who desire hysterectomy,
I always attempt a vaginal approach first.
Most uteri, regardless of size, can be safely
and efficiently removed vaginally as long
as there is access to the uterine vasculature.
Morcellation is easily performed vaginally
once hemostasis is assured. For the rare
patient with a large fundal myoma that
cannot be brought into the pelvis for morcellation, minilaparotomy or laparoscopic
approaches are appropriate.
KARRAM: I think randomized trials are
needed in this area. It is important to
remember that most cases performed
laparoscopically result in supracervical
hysterectomies and that significant costs
are accrued from the equipment required
C O N T I N U E D
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for morcellation. These factors need to be
weighed against potential advantages over
abdominal hysterectomy, which include
shorter hospital stay, potentially decreased
morbidity, and faster recovery. The only
way to make any objective conclusions
about the options would be a randomized
trial with appropriate power involving surgeons equally skilled in laparoscopic and
open techniques.

❚ Are residents adequately
trained?
It depends on the program but, on the
whole, more concentrated experience
in minimally invasive surgery is needed.
KARRAM: Let’s focus on residency training

for a moment. We seem to agree there is a
lack of it in vaginal hysterectomy. It seems
to me that the lack of training increases as
time goes on. Because the current generation of gynecologists-in-training is ultimately the next generation of teachers, it bodes
ill for the future when they are reluctant to
attempt vaginal hysterectomy, except in the
simplest and most straightforward cases.
The medicolegal climate also plays a role, as
Dr. Herzog mentioned.
Any other thoughts?
FALCONE: The training across residency
programs is not homogenous. Some institutions promote vaginal hysterectomy as
the primary access, and others do not.
HERZOG: I agree that some institutions do
provide an adequate volume of cases, but
many others offer a paucity of vaginal surgeries. Many reasons have combined to
cause this shortage of training cases over
the past 15 years, including a decrease in
the number of hysterectomies performed
overall, thanks to a number of nonsurgical
or less radical surgical treatments for the
most common indications for hysterectomy. These approaches generally are mandated by third-party payers prior to invasive surgery. These mandates were not as
rigidly enforced in the past.
In a survey of gynecologic oncolo-

gists—the vast majority of whom were at
academic training centers—the consensus
was that residents had fewer surgical experiences and were less skillful than their
predecessors over a 5-year period. More
than 80% of respondents thought residents needed more surgical experience to
achieve competence.13
Compounding the problem, resident
work hours have been restricted and additional educational objectives and nonsurgical rotations have been added to the curriculum without any lengthening of the
residency tenure. The adverse effects of
these factors on residency case volume has
prompted some educators to propose
major changes in the residency curriculum, either by lengthening training or
developing distinct tracks that facilitate
early concentration on an area of interest,
thereby allowing residents who choose a
surgical track to gain increased training
and volume.
Until substantive changes occur, educators must rely on surgical simulators and
other in vitro models, especially for laparoscopic training. These have benefit but are
not a perfect substitute for actual operative
experience. A recent study explored the
value of a surgical bench skills training program and concluded that, while residents
showed definite improvement in bench laboratory tasks, this improvement did not
translate into statistically significant
improvement in global skills intraoperatively.14 Clearly, educators must continue to
explore options to enhance surgical training, especially for vaginal surgery, or this
route will become nearly obsolete in the
gynecologic generalist’s armamentarium. ■
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“It bodes ill
when the current
generation of
residents attempts
vaginal hysterectomy only in the
simplest and most
straightforward
cases”
—Mickey Karram, MD
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