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Determining the Route

and Method of Hysterectomy

Foreword From The Editor

There is an abundance of evidence demonstrating that the vaginal approach to hysterectomy is
associated with less pain, fewer complications, lower hospital charges, a shorter length of hospital
stay, and more rapid convalescence when compared with abdominal hysterectomy. Yet, abdominal
hysterectomy remains the predominant route. The introduction of laparoscopic hysterectomy by
Reich and colleagues in 1989 and laparoscopically assisted vaginal hysterectomy by myself

in 1990, which provided a third option for uterine removal, made it even more difficult for
physicians to select the appropriate route of hysterectomy for their patients.

Key Clinical Decision: Determining the Route and Method of Hysterectomy presents a formal
decision process physicians can use when choosing between abdominal, vaginal, and
laparoscopically assisted vaginal hysterectomy in patients with benign disease. This process begins
once the decision has been made to perform a hysterectomy for a benign condition.

Inherent in this document is the assumption that appropriate alternatives to hysterectomy,
including conservative pharmacological therapy, ablative procedures, and hysteroscopic surgery
have been considered and discussed, and that the patient has made an informed decision to
undergo a hysterectomy.

Good patient care dictates that physicians practice within the scope of their training and
experience. As Dr. Charles Mayo stated, "An operation should fit the patient not the patient
fit an operation”. This comment is particularly relevant as it relates to the selection of an abdominal,
vaginal, or laparoscopic approach to surgery. In certain cases, referral to a colleague who is more
experienced in vaginal or laparoscopic surgery may be necessary in order to ensure that patients
receive the surgery that they need based on their clinical characteristics.

The controversy continues over the appropriate use of vaginal, abdominal, and laparoscopically
assisted vaginal hysterectomy. The development of clinical guidelines is the first step in ensuring that
patients will receive appropriate surgical treatment that is cost-effective and meets the standard of
quality care.

S. Robert Kovac, M.D.

Professor of Obstetrics and Gynecology
and Pelvic Reconstructive Surgery

Wright State University School of Medicine
April, 1999
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Introduction

Key Clinical Decision: Determining the Route and Method of
Hysterectomy has been developed to provide information that
physicians can use when choosing between abdominal and
vaginal hysterectomy with or without laparoscopic assistance.
This document is a compilation of some of the evidence
regarding the selection of the route and method of
hysterectomy for patients with benign disease and includes
criteria physicians can apply to individual patients who need
hysterectomies. By incorporating the evidence into their clinical
decision making, practitioners can develop personal or
organizational guidelines that will assist in choosing the route
of hysterectomy that is best for each patient. Throughout this
document, vignettes illustrate key points in the decision
process.
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Background

Every year more than 590,000 American
women undergo hysterectomies,* making
the procedure the second most common
surgery among reproductive-aged women
in the United States,” resulting in an
estimated annual cost exceeding $5
billion.* The vast majority of these
surgeries are performed for benign
conditions.® Studies of hysterectomy
practice show that in the past, surgeons
performed approximately 75% of these
procedures abdominally »** despite
well-documented evidence that, when
compared with unassisted vaginal
hysterectomy, abdominal hysterectomy
was reported to have a higher incidence
of complications,**® a longer length of
hospital stay and convalescence,*®" and

greater hospital charges.®” The advantages

of vaginal hysterectomy over abdominal
hysterectomy have prompted numerous
investigators to recommend vaginal

hysterectomy for women whose conditions

permit the approach.*®® % Data obtained
from hysterectomy surveillance studies
show that during the early 1990s, there
was a 10% to 15% decline in the
percentage of abdominal hysterectomies
performed.”*

Until recently, most physicians limited
the use of vaginal hysterectomy for benign

conditions confined to the uterus to the

following indications:

« uterine prolapse,

« small symptomatic leiomyomata,

« recurrent or severe dysfunctional
uterine bleeding, and

« carcinoma in situ of the cervix.”?

Traditionally, vaginal hysterectomy was
contraindicated when the vaginal route
was presumed inaccessible or when
more serious pathologic conditions were
thought to exist, such as:*»*

« endometriosis,

« pelvic adhesive disease,

« adnexal pathology,

« chronic pelvic pain, and

« chronic pelvic inflammatory disease.
In addition, many physicians hesitated
to perform vaginal hysterectomy in cases
of nulliparity, previous pelvic surgery
(including one or more cesarean
sections), a moderately enlarged uterus,
or when an oophorectomy was
necessary.'*

There is significant overlap in reported
indications for both abdominal and
vaginal hysterectomies,** making it clear
that physicians do not always select the
route of hysterectomy based on the
severity of the patient’s pathologic
condition. It has been suggested that
historical indications for abdominal
hysterectomy may no longer be valid and



that the direct observation of the severity
of the pathology, rather than the mere
suspicion of the pathology, should
determine the best choice for the route
of hysterectomy.®*

The question arises as to why vaginal
hysterectomies are not the predominant
procedure. Even when the vaginal route
is not contraindicated, several factors
presumably limit the use of vaginal

hysterectomy, including:

« the absence of formal practice
guidelines that clearly identify
appropriate candidates for vaginal
hysterectomy, abdominal hysterectomy,
and laparoscopically assisted vaginal
hysterectomy,” &

« a lack of training and experience
in vaginal and laparoscopic
techniques,’ *1%

« areluctance to perform vaginal surgery
when the uterus is significantly
enlarged,” in nulliparous women,
or in the absence of uterine
prolapse,” and

« physician practice style, which
includes physician values, attitudes,
and habits.®* %

The results of two outcome-based
studies show that by prospectively using a
formal decision process, such as the one
presented on Page 8, to determine the
route of hysterectomy in patients with
benign disease,* physicians can perform
vaginal hysterectomy in approximately
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77-89% of their patients.®® Increasing
the number of vaginal hysterectomies
performed will have distinct health and
economic benefits for patients,
including less pain,* fewer
complications,*® faster recuperation,®
and a quicker return to work and
daily activities.®*

When selecting the surgical route of
hysterectomy for patients with benign
disease, physicians are faced with three
critical decisions:

1. Can the uterus be removed
transvaginally?

2. Is the pathology confined to the
uterus or does it extend beyond the
confines of the uterus?

3. Is laparoscopic assistance required
to facilitate vaginal removal of the
uterus?

To answer these questions, proceed
through the flow chart found on Page 8
from top to bottom and review each
decision point individually.

* For the purposes of this document, the term laparoscopically assisted
vaginal hysterectomy (LAVH) indicates any procedure that uses the
laparoscope as a tool to confirm the severity of the patient’s condition or
to resolve intra-abdominal pathology before proceeding with a vaginal
hysterectomy.

The terms laparoscopic hysterectomy, laparoscopically directed
hysterectomy, laparoscopically assisted hysterectomy and
laparoscopically assisted vaginal hysterectomy are used inconsistently
in clinical practice and throughout the literature to describe the many
uses of the laparoscope in hysterectomy. For a more complete
discussion, refer to the following authors: Karpen M. J Clin Laser Med
Surg. 1992;10:381-383; Kovac et al. Gynecol Surg. 1990;6:185-193;
Munro and Parker. Obstet Gynecol. 1993;82:624-629. Reich et al.

] Gynecol Surg. 1989;5:213-216; Shwayder J. Obstet Gynecol Clin North
Am. 1999;26:169-187; Summitt et al. Obstet Gynecol. 1992;80:895-901.
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An important issue in determining the
route of hysterectomy is the transvaginal
accessibility of the uterus. Inadequate
accessibility due to a narrowed vagina at
the vaginal apex makes vaginal hysterectomy
technically challenging and may
contraindicate vaginal hysterectomy,
especially by surgeons less experienced in
this procedure. However, inaccessibility is a
rare concern. In one study of 617

women, inaccessibility was found in only
1% of patients.®

Two factors limit accessibility:**

« an undescended and immobile uterus,
and

« avagina narrower than 2 fingerbreadths,
especially at the apex.

Physicians should be alert for these
indicators when examining patients.

Nulliparity is not an absolute
contraindication to vaginal hysterectomy.
Although access to the vaginal vault may
be restricted in some nulliparous women,
inaccessibility cannot be assumed in all
cases of nulliparity.*

Physicians can evaluate accessibility
by taking a careful clinical history and
performing a pelvic examination.” If
necessary, an ultrasound of the uterus can
help assess the size and position of large
leiomyomata. If accessibility appears
adequate, the woman may be a candidate
for a vaginal hysterectomy with or without
laparoscopic assistance.

The need for oophorectomy no longer
contraindicates vaginal hysterectomy.t
Although physicians historically believed that
transvaginal oophorectomy was difficult, if
not impossible, recent evidence shows that
the ovaries can be removed transvaginally
in most women undergoing vaginal
hysterectomy.®## In one study of 740
women, prophylactic vaginal oophorectomy

* Physicians should be aware that during the pelvic examination, patients
may contract certain pelvic muscles making the pelvic examination
inadequate and preventing the physician from accurately assessing
accessibility.

T For a discussion of other authors who support transvaginal
oophorectomy, refer to Davies et al. Br J Obstet Gynaecol.
1996;103:915-920; Kammerer-Doak et al. ] Pelvic Surg. 1996;2:304-
309; Smale et al. Am ] Obstet Gynecol. 1978;131:122-128; Wright RC.
Am ] Obstet Gynecol. 1974;120:759-763.
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without laparoscopic assistance was
possible in 95% of the patients.? In
another study of 966 women undergoing
hysterectomy, the ovaries were removed
vaginally without laparoscopic assistance
in more than 80% of the patients
undergoing oophorectomy.?® These
authors state that most ovaries are visible
and accessible for transvaginal removal if
they show some descent into the vagina
when the infundibulopelvic ligament is
stretched.”

Vignette 1

A 40-year-old woman, gravida 1, para 0, presents
with a history of recurrent abnormal bleeding

and a uterus that was found on ultrasound to be
enlarged to approximately 12 weeks’ gestational
size (about 280 grams) with multiple leiomyomata.
Her past history is remarkable for a laparoscopic
cholecystectomy. A pelvic examination reveals a
12-week size (about 280 grams) irregularly shaped
uterus consistent with leiomyomata. The vaginal
passageway is quite narrow at the vaginal apex,
admitting less than two fingerbreadths. Based on
these findings, an abdominal hysterectomy is
likely indicated.

10
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Gynecological surgeons have long
considered an enlarged uterus a
contraindication to vaginal hysterectomy,
but what constitutes enlarged? A normal-
sized uterus weighs approximately 70 to
125 grams.* (See Table 1.) The American
College of Obstetricians and Gynecologists
(ACOG) and other investigators assert that
vaginal hysterectomy is best performed in
women with mobile uteri no larger than
12-weeks’ gestational size (approximately
280 grams),®# % although other authors
suggest that a uterus as large as 16-weeks’
gestational size (approximately 400
grams) can be safely approached
vaginally.

Studies show that between 80% and 90%
of all uteri removed for various indications
weigh 280 grams or less.** When the
surgeon is experienced in uterine size-
reduction techniques, such as coring,
bivalving, and morcellation, larger uteri
can be safely removed vaginally.®# Even
though they do extend operative time,
these size-reduction techniques are well-

Table 1
Uterine Weight and Gestational Size
(ACOG, 1989)%
Type of Uterus Weight (grams)
Normal Uterus
Nulliparous 70
Multiparous 75-125
Enlarged Uterus
(gestational size)
8 weeks 125-150
12 weeks 280-320
24 weeks 580-620
Term 1000-1100

accepted methods of reducing an enlarged
uterus and removing it transvaginally.”
Several authors report using pharma-
cological agents to reduce the size of the
uterus preoperatively. In clinical studies of
patients with pretreatment uterine sizes
ranging from 14 to 18 weeks, the
administration of these agents reduced the
size of symptomatic uterine leiomyomata by
30% to 50% and decreased uterine volume

* Editor’s Note: In certain cases of uterine enlargement due to myomas,
surgeons may be concerned that the location of the myoma might limit
access to the uterine artery, thus precluding uterine size-reduction
techniques. In my experience with over 10,000 cases, access to the uterine
artery has never been problematic regardless of the location of the myoma.

11
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by approximately one-third before
hysterectomy, allowing physicians to
perform vaginal hysterectomy in patients
with enlarged uteri who would have been
candidates for abdominal hysterectomy.?#
It is possible to measure the size of the
uterus in vivo by conducting a physical
examination. If there is a question about
uterine size, physicians can also use
transvaginal ultrasound and apply an
algebraic formula to determine the
uterine size, expressed in weights and
measurements.*® By multiplying the three
dimensions of the uterus in centimeters
(length x width x anteroposterior diameter
at the fundus) by 0.52, physicians can
estimate the volume of the uterus in grams
in order to obtain a more accurate
preoperative estimate of uterine size.”
(Example: 6 cm x 6 cm x 8 cm x 0.52 =
149 grams) Physicians can also use this
formula to estimate ovarian size.
* Editor’s Note: This is a mathematical simplification of the prolate
ellipsoid formula used by Kung and Chang (Gynecol Obstet Invest.
1996;42:35-38) to estimate the volume and weight of the uterus. For an
additional discussion of the use of a formula to estimate uterine weight

by ultrasound measurements, refer to Cantuaria et al. Obstet Gynecol.
1998;92:109-112: Flickinger et al. Obstet Gynecol. 1986;68:855-858.

Vignette 2

A 36-year-old woman, gravida 3, para 2, presents
with a palpable abdominal mass. She complains of
heavy menstrual flow and has a hemoglobin level
of 9.8. Abdominal bloating and pressure associated
with urinary urgency are also present. Her past
history is unremarkable without prior pelvic
surgery or sexually transmitted disease. A pelvic
examination reveals a mobile and irregularly
enlarged uterus approximately 14 weeks’ gestational
size (about 340 grams). The vaginal passage is
spacious. Based on these findings, a vaginal
hysterectomy may be indicated if size-reduction
techniques are employed.
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Pathology Confined

Determining whether the pathology is
confined to the uterus or extends beyond
the confines of the uterus is critical to
selecting the most appropriate route of
hysterectomy for patients. According to the
decision tree, a vaginal hysterectomy is
indicated when pathology is confined

to the uterus. When the preoperative
diagnosis suggests that pathologic
conditions extend beyond the confines of
the uterus, further laparoscopic evaluation
can help in determining the severity of the
condition before deciding whether to
remove the uterus via the vaginal or
abdominal route.®*

Table 2 identifies those conditions confined
to the uterus. Table 3 shows those
conditions that might extend beyond the
confines of the uterus.

In order to identify patients whose
pathology extends beyond the confines of
the uterus and might prohibit vaginal
hysterectomy, the surgeon should determine
the location and severity of the pathologic

. Table 2
Conditions Confined to the Uterus

Leiomyomata
Uterine prolapse
Adenomyosis
Abnormal uterine bleeding
Carcinoma in situ of the cervix

Table 3

Conditions That Might Extend
Beyond the Confines of the Uterus

Endometriosis
Adnexal pathology
Pelvic adhesive disease
Chronic pelvic pain

Chronic pelvic inflammatory disease

condition. Traditionally, physicians used the
results of the history, physical examination,
and imaging techniques, such as ultrasound
and x-ray studies, to determine whether
pathology extended beyond the uterus.
However, several investigators have proven
that these techniques are not sufficiently

13
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accurate to adequately document the severity
of those conditions that might extend beyond
the confines of the uterus, especially
endometriosis, adnexal pathology, chronic
pelvic pain, and pelvic inflammatory
disease.™ "% When physicians based their
decision to perform an abdominal
hysterectomy on the clinical history and
pelvic examination, without further
intraoperative documentation of the severity
of the patient’s condition, their surgical
findings often did not support the

abdominal route.***

Vignette 3

A 39-year-old woman, gravida 2, para 2, presents with
chronic menorrhagia and anemia. Previous pharmacological
treatment was unsuccessful at reducing the menorrhagia.
Her past history reveals no prior pelvic surgery or sexually
transmitted disease. A pelvic examination reveals a large,
irregularly shaped uterus of approximately 8 weeks’
gestational size (approximately 180 grams). The uterus is
mobile and the vaginal passageway is unrestricted. Based on
these findings, with no indication of extrauterine pathology
and a uterus weighing less than 280 grams, a vaginal
hysterectomy is most likely indicated.

Vignette 4

A 48-year-old woman, gravida 1, para 1, presents with a history
of chronic dysmenorrhea and severe and recurrent abnormal
uterine bleeding. Hormonal therapy, dilatation and curettage,
and endometrial ablation have failed to resolve the bleeding.
Her hemoglobin level is maintained at 9.0 on iron therapy.
Her past history includes a conservative procedure, 20 years
previous, for endometriosis that included the removal of one
ovary. A pelvic examination reveals a normal-sized, mobile
uterus and a normal, mobile ovary with an adequate vaginal
passage. Based on these findings, including the past history
of previous pelvic surgery for endometriosis that might have
created pelvic adhesive disease, a laparoscopic examination
may be indicated before selecting the route of hysterectomy.

14
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When the physician suspects that the
patient’s pathologic condition is severe
enough for an intra-abdominal operative
intervention, a laparoscopic examination at
this point can confirm the extent of the
pathology and allow more accurate decision-
making.*** Not only is the laparoscope
useful for accurately assessing the extent
and characteristics of the disease, it is also
valuable in determining the mobility of

the uterus and adnexal structures.”
Laparoscopic examination provides a
panoramic view of the pelvis and allows
physicians to directly examine the degree
of pathology and note the presence of any
conditions that might contraindicate vaginal
hysterectomy.

Although the American College of
Obstetricians and Gynecologists
acknowledges that laparoscopically assisted
vaginal hysterectomy is an acceptable
alternative to abdominal hysterectomy,*
physicians continue to question how much
laparoscopic assistance is appropriate

before removing the uterus transvaginally.*
Several experts advocate using the
laparoscope especially in cases of pelvic
pain,® or suspected adnexal masses and/or
pelvic abnormalities due to endometriosis,
infection, or previous surgery.® %53

It is important to accurately determine the
severity of the pathology during laparoscopy.
Several investigators use a laparoscopic
scoring system to numerically determine the
severity of the disease based on uterine size,
adnexal accessibility, and the presence or
absence of adhesions, endometriosis, and
other pelvic abnormalities.”*

The three critical variables inherent in this
scoring system, which should be assessed
during the laparoscopic examination,

include:

« accessibility of the cul-de-sac,
« severity of adhesions, and

« severity of endometriosis.

15
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Following the flow chart shown in this
document, when extrauterine pathology is
absent or minimal upon laparoscopic
examination, a vaginal hysterectomy may be
indicated. It is important to emphasize that
previous pelvic surgery, including cesarean
section, does not preclude a vaginal
hysterectomy unless extensive surgical
adhesions are observed during laparoscopy
as limiting accessibility, particularly to the
cul-de-sac.®# Patients with minimal
pathology display few or no adhesions,
little or no endometriosis, and an accessible
cul-de-sac. If laparoscopic assessment
reveals moderate pathology, including
moderate adhesions or endometriosis but
an accessible cul-de-sac, it is necessary to
determine whether the impediments can
be removed laparoscopically before
proceeding to a vaginal hysterectomy. If
severe endometriosis is present or the
cul-de-sac is obliterated by severe
adhesions, an abdominal hysterectomy
is indicated.

Vignette 5

A 38-year-old woman, gravida 2, para 2, presents with
marked, acquired dysmenorrhea and chronic pelvic
pain unrelieved by NSAIDs and hormonal therapy. Her
past history includes two laparoscopies and ablation of
endometriosis. A pelvic examination reveals a uterus
that is symmetrically enlarged to approximately 6
weeks’ gestational size (approximately 150 grams)

and tender to palpation. The vaginal passageway Is
unrestricted. On rectal examination there is some
thickening and tenderness of the uterosacral ligaments.
Based on these findings, with a history of endometriosis
and chronic pelvic pain, a laparoscopic examination
may be indicated before selecting the route of
hysterectomy.

16
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Operative

Operative laparoscopy allows the physician
to correct or remove impediments before

removing the uterus transvaginally. Operative

laparoscopy is appropriate for patients with
moderate extrauterine pathology, especially
those with varying degrees of adhesions and
endometriosis. When using the laparoscope
physicians can perform adhesiolysis or
fulguration of endometriosis in order to
remove the intra-abdominal pathology
before proceeding with a vaginal
hysterectomy.

If operative laparoscopy is indicated,
it is beneficial to convert to a vaginal
hysterectomy as early as possible in the
procedure, for example, after adhesiolysis.
Several studies have suggested that nothing
is gained by continuing the laparoscopic
dissection once a vaginal hysterectomy can
be performed safely, as it does little more
than prolong surgery, increase costs, and
increase the risk of morbidity.® *°

Synopsis

Physicians perform more than half a million hysterectomies each year, using
the abdominal approach for a large majority of these surgeries, despite
evidence indicating the advantages of vaginal hysterectomy when either the
vaginal or abdominal approach is appropriate. Increasing the number of
vaginal hysterectomies performed each year has distinct health and
economic benefits.

Because abdominal hysterectomy is associated with less favorable medical
outcomes, studies support its use only when pathologic conditions preclude
the vaginal route. Some physicians remain reluctant to perform a vaginal
hysterectomy in patients for whom the vaginal route may be a more
appropriate alternative, due to the absence of formal guidelines and a
lack of training in vaginal and laparoscopic techniques.

The use of a formal decision process, similar to the one presented on
Page 8, can ensure that patients receive the most appropriate route of
hysterectomy based on their clinical needs. Before selecting the route and
method of hysterectomy, it is helpful to:

1. Estimate uterine size accurately and determine whether it is manageable
transvaginally,

2. Evaluate uterine accessibility,

3. Determine whether the pathology is confined to the uterus or extends
beyond the confines of the uterus,

4. Assess the severity of the pathology laparoscopically, if there is a
suspicion that the pathology extends beyond the confines of the uterus, and
5. Remove extrauterine impediments laparoscopically, when doing so allows
vaginal extraction.

By incorporating this information into clinical practice, physicians will
have additional tools they can use to determine the route and method of
hysterectomy that is best for each patient.

17
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Self-Assessment

Try to complete this test from memory then review the reading material to check your responses.
Refer to the flow chart on Page 8 to answer the application questions, 12-20.
The answers to this self-assessment appear on page 22.

1. In the United States, the percentage of hysterectomies surgeons have traditionally performed abdominally was:
a. 20%
b. 35%
c. 50%
d. 75%

N

. From the list below, select one possible reason surgeons perform so few vaginal hysterectomies.
a. Absence of formal practice guidelines that identify candidates for abdominal, vaginal, and laparoscopically assisted
vaginal hysterectomy
b. Experience in laparoscopic techniques
¢. Experience in vaginal techniques
d. Superiority of the abdominal route

w

. From the list below, choose one condition surgeons used historically to contraindicate vaginal hysterectomy.
a. Chronic pelvic pain
b. Dysfunctional uterine bleeding
¢. Small leiomyomata
d. Uterine prolapse

N

. From the list below, identify one advantage of vaginal hysterectomy when compared with abdominal hysterectomy.
a. Fewer complications
b. Higher hospital charges
c. Less rapid convalescence
d. Longer hospital stay

;]

. A normal-sized uterus weighs:
a. 40-55 grams
b. 60-65 grams
c. 70-125 grams
d. 130-150 grams

[o2]

. Evidence shows that the percentage of uteri removed for various indications weighing 280 grams or less ranges from:
a. 20%-30%
h. 40%-50%
c. 60%-70%
d. 80%-90%

~

. From the list below, identify one factor that always limits vaginal accessibility.
a. Cesarean section
b. Nulliparity
¢. Previous pelvic surgery
d. Vagina narrower than two fingerbreadths, especially at the apex

(o]

. List three pathologic conditions that are confined to the uterus.
a
b.
C.

[{e]

. List three pathologic conditions that might extend beyond the confines of the uterus.
a
b.
C.

10. When you are uncertain whether pathology extends beyond the confines of the uterus, what procedure is most
likely indicated?

a. An abdominal hysterectomy

b. A laparoscopically assisted hysterectomy

c. A vaginal hysterectomy
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11. List the three critical variables to assess during the laparoscopic examination in order to determine whether the patient
is a candidate for a vaginal hysterectomy.

a.

b.

C.

12. You examine a woman with abnormal uterine bleeding and estimate her uterus to weigh approximately 280 grams. The
preoperative examination confirms that the condition is confined to the uterus. If vaginal accessibility is adequate, which
surgery is most likely indicated?

a. An abdominal hysterectomy

b. A laparoscopically assisted hysterectomy

¢. A vaginal hysterectomy

13. You examine a woman who complains of chronic pelvic pain and estimate her uterus to weigh approximately 200
grams. If vaginal accessibility is adequate, according to the flow chart what should you do next?

a. Perform an abdominal hysterectomy

b. Perform a laparoscopic examination

¢. Perform a vaginal hysterectomy

14. You examine a woman with suspected endometriosis and estimate her uterus to weigh approximately 300 grams. If
uterine-size reduction is possible but the cul-de-sac is obliterated, according to the flow chart which surgery is most likely
indicated?

a. An abdominal hysterectomy

b. Operative laparoscopy

c. A vaginal hysterectomy

15. You examine a woman with a history of chronic pelvic inflammatory disease and estimate her uterus to weigh
approximately 310 grams. If uterine-size reduction is possible and vaginal accessibility is adequate, according to the flow
chart what should you do next?

a. Perform an abdominal hysterectomy

b. Perform a laparoscopic examination

c. Perform a vaginal hysterectomy

16. You examine a woman with presumed pelvic adhesive disease whose uterus weighs approximately 250 grams. Vaginal
accessibility is adequate. You perform a laparoscopic examination to determine the location and severity of the pathology
and find an absence of extrauterine pathology. According to the flow chart what should you do next?

a. Perform an abdominal hysterectomy

b. Perform operative laparoscopy to ligate the uterine vessels before performing a vaginal hysterectomy

c. Proceed with a vaginal hysterectomy

17. You examine a woman with uterine prolapse and estimate her uterus to weigh approximately 325 grams. If vaginal
accessibility is adequate and uterine-size reduction is possible, which surgery is most likely indicated?

a. An abdominal hysterectomy

b. A laparoscopically assisted vaginal hysterectomy

c. A vaginal hysterectomy

18. You examine a woman with a symptomatic leiomyoma and estimate her uterus to weigh 580 grams. If vaginal
accessibility is adequate and uterine-size reduction is not possible, which surgery is most likely indicated?

a. An abdominal hysterectomy

b. A laparoscopically assisted vaginal hysterectomy

c. A vaginal hysterectomy

19. You examine a woman with presumed adnexal pathology and estimate her uterus to weigh 180 grams. You perform a
laparoscopic examination to confirm the presence of the pathology and document an obliterated cul-de-sac and the
presence of severe adhesions that limit uterine mobility. According to the flow chart which surgery is most likely indicated?

a. An abdominal hysterectomy

h. Operative laparoscopy to remove the adhesions before converting to a vaginal hysterectomy

c. A vaginal hysterectomy

20. You examine a woman with abnormal uterine bleeding and estimate her uterus to weigh 230 grams. Vaginal
accessibility is adequate, but you determine that the woman also needs a bilateral oophorectomy. According to the flow
chart which surgery is most likely indicated?

a. An abdominal hysterectomy in order to remove the ovaries

b. A laparoscopically assisted vaginal hysterectomy in order to remove the ovaries laparoscopically and the uterus vaginally

c. A vaginal hysterectomy in order to remove both the ovaries and the uterus vaginally
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Self-Assessment Answers

1.d.
2. 4.
3.a.
4. 4.
3. C.
6. d.
7.d.
8. Answers will vary, but include leiomyomata,

adenomyosis, uterine prolapse, abnormal uterine
bleeding, and carcinoma in situ of the cervix.

9. Answers will vary, but include endometriosis,
adnexal pathology, pelvic adhesive disease, chronic

pelvic pain, and chronic pelvic inflammatory disease.

10. b.

11. Cul-de-sac accessibility, severity of
adhesions, and severity of endometriosis
12. c.

13. b.

14. a.

15. b.

16. c.

17.c.

18. a.

19. a.

20. c.
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