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Abstract  Worldwide, vaginal route is the gynaecologist’s route of surgery. However, abdominal route is the 
favoured route of hysterectomy in Nigeria inspite of the advantages of vaginal route. This descriptive review is to 
awaken interest in the teaching and surgical exposure of residents in obstetrics and gynaecology in the field of 
vaginal surgeries. The ratio of vaginal hysterectomy to abdominal hysterectomy in Nigeria ranges from 1:4 to 1:9. 
The frequency of vaginal hysterectomy in centres in Nigeria ranges from 10-23%. These rates are lower than the 
figures quoted from the United States (25%), France (50%), Australia (40-50%) and Saudi Arabia (28%). Vaginal 
hysterectomy is under-utilized in Nigeria. Most centres hardly do up to five vaginal hysterectomies in a year. 
Residents in training hardly perform vaginal hysterectomy and may not have watched or assisted in up to ten vaginal 
hysterectomies before the residency programme is completed. This is completely inadequate for acquisition of 
proficiency. There is inadequacy and under exposure of residents in the art of vaginal surgeries in Nigeria. There is 
need for workshops, training and retraining of residents in the field of vaginal surgeries to meet these challenges. 
This would ensure production of quality gynaecologists with skills and proficiency in vaginal surgery. 
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1. Introduction 
Vaginal hysterectomy is the removal of uterus through 

the vaginal route and subsequently approximating the 
space previously occupied by the uterus with a shelf of 
tissue derived from the lateral attachments of the uterus 
[1,2,3,4,5]. The vaginal route is the gynaecologist’s route 
of surgery [5,6], and is associated with lower overall 
morbidity and mortality, reduced operative time, reduced 
complications, shorter hospital stay and reduced cost to 
the patient in benign gynaecological conditions [2,7,8,9]. 
However abdominal hysterectomy is the favoured route of 
procedure worldwide inspite of the advantages of vaginal 
route [7,8,9]. The ease and convenience by which 
hysterectomy can be performed through a wide open 
abdominal incision, along with a lackadaisical attitude to 
acquiring the necessary surgical expertise required for 
vaginal hysterectomy, have led to a large number of 
gynaecologists removing the uterus abdominally. This is 
procedure of least resistance and is justified by the 
mistaken belief that the vaginal route should be avoided in 
the absence of uterine descent or visible prolapse. Even in 
current practice, the superiority of hysterectomy by the 
vaginal route is not denied. The famous French surgeon 
Doyen in 1939 insisted that no one could call himself a 

gynaecologist until he performed vaginal hysterectomy “in 
private” [10]. 

The reasons put forward for underexposure of residents 
in the art of vaginal hysterectomy in Nigeria are lack of 
well trained gynaecologists in the art of vaginal surgeries, 
absence of reviewed practice guidelines, absence of 
promotion of vaginal hysterectomy, surgeon’s preference 
for abdominal approach because of wide open abdominal 
incision, high incidence of pelvic adhesions frequently 
seen in Nigerian women and finally cost of vaginal 
hysterectomy [7,9,11,12]. 

In Nigeria, recently introduced laparoscopically-
assisted vaginal hysterectomy could have been in favour 
of hysterectomy performed vaginally because of less 
postoperative morbidity, shorter hospital stay and quicker 
return to normal activity [13]. However, the cost, 
unavailability of the equipment with high incidence of 
pelvic adhesions often seen in Nigerian women and 
women with uterine fibroids more than 12weeks 
gestational size are the major drawbacks to this practice in 
our environment [10,11,12]. 

The aim of this review is to awaken interest in the 
teaching and surgical exposure of residents in obstetrics 
and gynaecology in the field of vaginal surgeries. The 
production of quality gynaecologists with skills and 
proficiency in vaginal surgeries would be the ultimate goal 
in Nigeria. 
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2. Methods of Literature Search 
(Methodology) 

This was a 3-month descriptive review of vaginal 
hysterectomy. Relevant literature search on vaginal 
hysterectomy was from June 1st, 2013 to August 31st, 2013. 
A search of literature on vaginal hysterectomy published 
in English was conducted. Relevant materials on vaginal 
hysterectomy were selected. The keywords used are 
vaginal hysterectomy, abdominal hysterectomy and 
incidence of both vaginal and abdominal hysterectomies 
in selected centres in Nigeria, USA, France, Australia and 
Saudi Arabia with selected references, conference papers, 
technical reports, journal articles, abstracts, relevant books, 
and internet articles using Medline, Google scholar, and 
Pubmed databases were critically reviewed. 

2.1. Incidence 
The frequency of vaginal hysterectomy in centres in 

Nigeria range from 10-23% [11,16]. These rates are lower 
than the figures quoted from United States (25%) [17], 
France (50%) [18], Australia (40-50%) [19], Saudi Arabia 
(28%) [20]. The ratio of vaginal hysterectomy to 
abdominal hysterectomy in the United States is 
approximately 1:4 [6]. The ratio of vaginal hysterectomy 
to abdominal hysterectomy in Nigeria ranges from 1:4 [21] 

to 1:9 [12]. Nigerian figures are lower than what is 
obtainable in other advanced countries despite vaginal 
route as gynaecologist’s route of choice for hysterectomy 
for benign gynaecological conditions. Vaginal route is 
highly underutilized in Nigeria and in most developing 
nations inspite of obvious advantages of vaginal route 
over abdominal route of hysterectomy [8,21]. Vaginal 
hysterectomy is more commonly performed in blacks than 
in whites, and tends to be done more frequently by male 
gynaecologists than female gynaecologists [22,23]. 

2.1.1. Indications 
Uterovaginal prolapse is the most common indication 

for vaginal hysterectomy [6]. Vaginal approach is the 
procedure of choice for the obese women requiring 
hysterectomy [24,25,26]. Vaginal hysterectomy was taken 
to be more difficult for other indications because of severe 
pelvic adhesions frequently seen in Nigerian women 
requiring hysterectomy, low surgical experience and 
expertise, and reduced exposure of residents in surgical 
competence in virtually all the centres in Nigeria 
[27,28,29]. Complex anatomy of the pelvis and technical 
challenge contribute to a steep curve for inexperienced 
surgeons [30]. Most centres hardly do up to five vaginal 
hysterectomies in a year. In most centres, residents in 
training hardly perform vaginal hysterectomy and by the 
time they finish the programme, no skill is acquired in 
performing vaginal hysterectomy [11,12]. In advanced 
countries a resident is expected to perform minimum of 25 
vaginal hysterectomies during the residency training 
programme [31], however, in Nigeria a resident may not 
have watched or assisted in up to 10 vaginal 
hysterectomies before the residency programme is 
completed. This is completely inadequate for acquisition 
of proficiency [31]. Other indications for vaginal 
hysterectomy are symptomatic fibroids, dysfunctional 
uterine bleeding, adenomyosis, cervical intraepithelial 

neoplasm, endometrial malignancy, postmenopausal 
bleeding among others. 

2.1.1.1. Contraindications 
Vaginal hysterectomy is contraindicated in the 

following conditions,  uterus more than 12weeks gestation 
size, limited vaginal space, restricted mobility of the 
uterus, adnexal pathology, vesico-vaginal fistula repair, 
cervix flush with vagina, invasive cervical malignancy, 
contracted bony pelvis, need to explore the upper 
abdomen and lack of surgical expertise [3]. 

2.2. Advantages of Vaginal Hysterectomy 
over Abdominal Hysterectomy 
•  Vaginal route is safer and carries a very low 

mortality rate (0.1%) [4]. 
•  Negligible discomfort and postoperative shock. 

Patient hardly remembers she has gone through 
surgery. Analgesia requirement is less. Pulmonary 
function is better [4]. 

•  Early return of bowel function due to lesser bowel 
handling and lesser requirement for intravenous 
fluids. 

•  Vaginal hysterectomy is better tolerated by elderly 
and obese women. Shorter hospital stay and reduced 
cost to the patient [2]. 

•  Vaginal hysterectomy leaves no visible scar, little 
risk of later complications such as adhesions, 
intestinal obstruction and hernia [2]. 

•  Shorter convalescence and decreased operative blood 
loss [2]. 

2.3. Problems with Vaginal Hysterectomy in 
Nigeria 

There is relatively low acceptance rate for hysterectomy 
among Nigerian women [32]. Our women treasure their 
uterus so much that they are not ready to part with this 
God given organ. The reason for this is that in African 
tradition, marriage is revered and respected [33]. Any 
marriage without a child is viewed with contempt [33]. 
However, hysterectomy is associated with depression and 
altered self image [34,35]. Previous studies in Nigeria 
indicated that vaginal hysterectomy is infrequently and 
difficult to perform, technically more difficult for 
indications other than uterovaginal prolapse because of 
high incidence of severe pelvic adhesions frequently seen 
in Nigerian women requiring hystsrectomy [11,16]. Other 
indications requiring vaginal hysterectomy like uterine 
fibroids and cervical intraepithelial neoplasia are often 
performed through abdominal approach denying our 
residents the opportunity for exposure in vaginal 
hysterectomy. 

Clinical experience and expertise would likely allow 
selection of patients for vaginal surgery more efficiently, 
skilled and experienced vaginal surgeons may place less 
weight on relative contraindications than novices [36,37]. 
Currently, there is inadequacy of the state of education 
and exposure in many residency programmes in the areas 
of vaginal hysterectomy and operative vaginal delivery in 
Nigeria [12]. In addition, many gynaecologists are not 
proficient with vaginal hysterectomy [38]. Provision of 
surgical competency to meet these inadequacies is lacking 
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in Nigeria. In adequate training is one of the factors 
limiting a more widespread adoption of vaginal 
hysterectomy. Furthermore, the ability to complete many 
hysterectomies abdominally, has contributed to the slow 
up take of vaginal hysterectomy among gynaecologists. 
The main drawback to vaginal hysterectomy is the need 
for well trained gynaecologists which has important 
implications for future gynaecological training [39,40,41]. 

Other reasons documented for the underexposure of 
residents in the art of vaginal hysterectomy are absence of 
reviewed practice guidelines, absence of promotion of 
vaginal hysterectomy in Nigeria and lastly cost of vaginal 
hysterectomy. There is need for workshops, training and 
retraining in our various centres to meet with these 
challenges. This will ensure that residents are better 
trained and exposed in these procedures. 

3. Discussion 
The outcome of vaginal hysterectomy is extraordinarily 

good, provided the indications for it are good [42]. 
Gynaecologists should endeavour to consider vaginal 
route in any hysterectomy, unless there is a 
contraindication to this should abdominal route be 
considered. Gynaecologists should attain a satisfactory 
degree of operating skill at different routes and should 
always remember the gynaecologist’s route in vaginal 
hysterectomy. Currently, standard gynaecological practice 
dictates that, when feasible, vaginal hysterectomy is the 
surgical route of choice for benign hysterectomy 
[43,44,45]. This is based on various studies including both 
Cochrane review and randomized clinical trials, which 
have shown vaginal hysterectomy to be associated with 
reduced morbidity, reduced hospital stay and earlier return 
to normal activities compared with abdominal 
hysterectomy [44,46,47]. It is important to appreciate that 
shorter duration of hospital stay following vaginal 
hysterectomy has an economic consideration and should 
be resorted to whenever feasible [48,49,50]. Furthermore, 
vaginal hysterectomy is a primary and choicest route for 
morbidly obese women [51]. 

For the residency training in obstetrics and gynaecology, 
there is enough time and ample opportunity to learn and 
be exposed perfectly in the art of vaginal surgery. If the 
technique is carefully learnt, the operator’s confidence 
will grow and fears diminish, while the judgement for 
indications and contraindications will sharpen [6]. 
Developing expertise in operative technique starts with 
favourable normal-size parous uterus with third-degree 
descent to gradually less favourable and finally what is 
considered unfavourable and difficult one [6]. 

To be addressed as a gynaecologist according to Doyen 
(famous French Surgeon) one must have performed 
vaginal hysterectomy “in private” [10]. There is need for 
quality gynaecologists with skills and proficiency in 
vaginal surgeries in Nigeria. 
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