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Histerektomi

¤ Histerektomi jinekolojik operasyonlar arasında 
sezaryenden sonra yapılan en sık ikinci jinekolojik 
operasyondur (~600.000/yıl,   5.4/1000 ABD)

Vajinal
İlk VH  MS 120 Ephesus’ta Soranus

İlk modern VH: 1846 (Heaney)

Reich H. J Gynecol Surg 1989 



Wu JM. Obstet Gynecol 2007
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Tüm Histerektomi Abdominal Vajinal Laparoskopik

Myom uteri
Uterin Kanama
Prolapsus
Endometriozis

Histerektomi Endikasyonlarının Dağılımı



VH Avantajları
¤ Medikal kondüsyonu kötü hastalarda rejional anestezi 
şansı

¤ Abdominal insizyon ve buna bağlı komplikasyonlar yok

¤ Daha az adezyon

¤ Daha rahat tolere edilebilir(obez hastalar)

¤ Vajinal relaksasyon ve rekonstrüksiyon eş zamanlı olarak 
tedavi edilebilir.

¤ Daha az hastane kalış süresi ve kan kaybı, daha iyi QOL,
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Choosing the Route of Hysterectomy for
Benign Disease
Abstract: Hysterectomies are performed vaginally, abdominally, or with laparoscopic
or robotic assistance. When choosing the route and method of hysterectomy, the physi-
cian should take into consideration how the procedure may be performed most safely
and cost-effectively to fulfill the medical needs of the patient. Evidence demonstrates
that, in general, vaginal hysterectomy is associated with better outcomes and fewer
complications than laparoscopic or abdominal hysterectomy. When it is not feasible to
perform a vaginal hysterectomy, the surgeon must choose between laparoscopic hys-
terectomy, robot-assisted hysterectomy, or abdominal hysterectomy. Experience with
robot-assisted hysterectomy is limited at this time; more data are necessary to determine
its role in the performance of hysterectomy. The decision to electively perform a salpin-
goophorectomy should not be influenced by the chosen route of hysterectomy and is not
a contraindication to performing a vaginal hysterectomy. 
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Hysterectomy is one of the most frequently
performed surgical procedures in the United
States. During 2000–2004, approximately 
3.1 million hysterectomies were performed
(approximately 600,000 per year). The most
common indications for hysterectomy are
symptomatic uterine leiomyomas (40.7%),
endometriosis (17.7%), and prolapse (14.5%)
(1).

Hysterectomies are performed vaginally,
abdominally, or with laparoscopic or robotic
assistance. When choosing the route and
method of hysterectomy, the physician should
take into consideration how the procedure
may be performed most safely and cost-effec-
tively to fulfill the medical needs of the
patient. Most literature supports the opinion
that, when feasible, vaginal hysterectomy is the
safest and most cost-effective route by which
to remove the uterus (2). However, analysis of
U.S. surgical data shows that abdominal hys-
terectomy is performed in 66% of cases, vagi-
nal hysterectomy in 22% of cases, and
laparoscopic hysterectomy in 12% of cases (3).

Factors That Influence the
Route of Hysterectomy
Factors that may influence the route of hys-
terectomy for benign causes include the size

and shape of the vagina and uterus; accessi-
bility to the uterus; extent of extrauterine dis-
ease; the need for concurrent procedures;
surgeon training and experience; available
hospital technology, devices, and support;
emergency or scheduled cases; and prefer-
ence of the informed patient.

A narrow pubic arch (less than 90
degrees), a narrow vagina, an undescended
immobile uterus, nulliparity, prior cesarean
delivery, and enlarged uterus have been pro-
posed by some authors as contraindications
for vaginal hysterectomy. However, many
nulliparous women and women who have
not given birth vaginally have adequate vagi-
nal caliber to allow successful completion of
the vaginal hysterectomy (4). If the vagina
will allow access to divide the uterosacral and
cardinal ligaments, uterine mobility usually is
improved enough to allow vaginal hyster-
ectomy, even in cases where there is minimal
uterine descent (5). When the uterus is
enlarged, vaginal hysterectomy often can be
accomplished safely by using uterine size
reduction techniques such as wedge morcella-
tion, uterine bisection, and intramyometrial
coring.

Guidelines incorporating uterine size,
mobility, accessibility, and pathology con-

Number 444 • November 2009

Vajinal histerektomi 
Uygulanabilir ise düşük komplikasyon oranı ve avantajları 

nedeni ile ilk seçenek olmalıdır

Vajinal histerektomi için 
engelleyici unsurlar

v Dar pubis arkı (< 900), dar vajina(Vajinal 
apex <2 parmak

v Ortopedik neden ile  litotomi pozisyonu  
alınamıyorsa

v İnmemiş hareketsiz uterus<Evre 1 mobilite

v Büyük-myomatö uterus?>280 gr />12 hafta 
v Ek adneksial patoloji

v Endometriozis
v Pelvik adezyonlar... 

v Geçirilmiş sezaryenler?

Laparoskopik 
histerektomi 

Vajinal histerektomi 
uygun veya endike
değil ise abdominal 

histerektomiye
alternatif bir yöntemdir



Cochrane Database of Systematic Reviews 2009 
Nezhat’s Operative Gynecologic Laparoscopy and Hysteroscopy. Third Edition. 2008

Abdominal Vajinal Laparoskopik
Exposure İyi Kötü İyi
Eşlik eden pelvik hastalık tedavisi Kolay Kötü erişim Kolay
İnsizyon Abdominal Vajinal Abdominal+vajinal
Postoperatif Iyileşme Daha uzun Hızlı Hızlı
Postop. Febril Komplikasyonlar Daha sık Nadir Nadir
Hospitalizasyon Daha uzun Kısa Kısa
Kan Kaybı Daha fazla Az Az
Postop Enfeksiyon Daha sık Nadir Nadir
Maliyet Standart Standart Yüksek
Operasyon Süresi Kısa Kısa Uzun
Cerrahi deneyim Standart Standart Endoskopist
Mesane Üreter Hasarı Nadir Nadir Yüksek 

Histerektomi Avantaj-Dezavantajları

Teknik olarak mümkün ise Vajinal Histerektomi tercih edilmelidir.
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The eVALuate study: two parallel randomised trials, one comparing
laparoscopic with abdominal hysterectomy, the other comparing
laparoscopic with vaginal hysterectomy
Ray Garry, Jayne Fountain, Su Mason, Vicky Napp, Julia Brown, Jeremy Hawe, Richard Clayton, Jason Abbott, Graham
Phillips, Mark Whittaker, Richard Lilford, Stephen Bridgman

Abstract
Objective To compare the effects of laparoscopic hysterectomy
and abdominal hysterectomy in the abdominal trial, and
laparoscopic hysterectomy and vaginal hysterectomy in the
vaginal trial.
Design Two parallel, multicentre, randomised trials.
Setting 28 UK centres and two South African centres.
Participants 1380 women were recruited; 1346 had surgery;
937 were followed up at one year.
Primary outcome Rate of major complications.
Results In the abdominal trial laparoscopic hysterectomy was
associated with a higher rate of major complications than
abdominal hysterectomy (11.1% v 6.2%, P = 0.02; difference
4.9%, 95% confidence interval 0.9% to 9.1%) and the number
needed to treat to harm was 20. Laparoscopic hysterectomy
also took longer to perform (84 minutes v 50 minutes) but was
less painful (visual analogue scale 3.51 v 3.88, P = 0.01) and
resulted in a shorter stay in hospital after the operation (3 days
v 4 days). Six weeks after the operation, laparoscopic
hysterectomy was associated with less pain and better quality of
life than abdominal hysterectomy (SF-12, body image scale, and
sexual activity questionnaires).
In the vaginal trial we found no evidence of a difference in
major complication rates between laparoscopic hysterectomy
and vaginal hysterectomy (9.8% v 9.5%, P = 0.92; difference
0.3%, − 5.2% to 5.8%), and the number needed to treat to harm
was 333. We found no evidence of other differences between
laparoscopic hysterectomy and vaginal hysterectomy except
that laparoscopic hysterectomy took longer to perform (72
minutes v 39 minutes) and was associated with a higher rate of
detecting unexpected pathology (16.4% v 4.8%, P = < 0.01).
However, this trial was underpowered.
Conclusions Laparoscopic hysterectomy was associated with a
significantly higher rate of major complications than abdominal
hysterectomy. It also took longer to perform but was associated
with less pain, quicker recovery, and better short term quality of
life. The trial comparing vaginal hysterectomy with laparoscopic
hysterectomy was underpowered and is inconclusive on the rate
of major complications; however, vaginal hysterectomy took less
time.

Introduction
In 1996 Stovall and Summitt concluded that well designed clini-
cal trials examining short term outcomes, economics, and qual-

ity of life were required to determine the role of laparoscopic
hysterectomy.1 Ten previous randomised trials have compared
outcomes for abdominal hysterectomy with laparoscopic
hysterectomy.2–11 Most of these were from single centres of endo-
scopic surgical excellence and had small study populations. Each
trial showed that laparoscopic hysterectomy was associated with
reduced hospital stay and, in most studies, a shorter time to con-
valescence and notably less pain than abdominal hysterectomy.

Oonly four previously published randomised trials have
compared the outcomes of vaginal hysterectomy and laparo-
scopic hysterectomy.12–15 The only difference shown in these
studies was that laparoscopic hysterectomy took longer to
perform.

We know of no previous trials that were powered to
investigate the safety of the various procedures. We have
therefore undertaken a concurrent pair of randomised
controlled trials to eVALuate the relative roles of Vaginal,
Abdominal, and Laparoscopic hysterectomy in routine gynaeco-
logical practice.

Methods
Design
We conducted two parallel, multicentre, randomised trials
concurrently. The first compared laparoscopic hysterectomy
with abdominal hysterectomy (abdominal trial), and the second
compared laparoscopic hysterectomy with vaginal hysterectomy
(vaginal trial). Both trials had the same management structure,
eligibility criteria, and outcome measures.

We obtained approval for recruitment in South Africa
according to local practice. An independent trial steering
committee and a data monitoring and ethics committee oversaw
the trials.

Participants
Patients who needed a hysterectomy for non-malignant
conditions were eligible; excluded were patients who had a
second or third degree uterine prolapse, a uterine mass greater
than the size of a 12 week pregnancy, a medical illness preclud-
ing laparoscopic surgery, or a requirement for bladder or other
pelvic support surgery, and patients who refused consent.

Gynaecologists were responsible for recruitment and on
clinical grounds entered patients for randomisation into either

A complete list of members of the study group is on bmj.com

Cite this article as: BMJ, doi:10.1136/bmj.37984.623889.F6 (published 7 January 2004)
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• Çok merkezli randomize çalışma 
• 1346 cerrahi müdahale ve bir yıllık takip
• İki kollu çalışma

• 292 abdominal histerektomi ile 584 laparoskopik histerektomi karşılaştırılmış 
• 168 vajinal histerektomi ile 336 laparoskopik histerektomi 

karşılaştırılmış
Dışlanma kriterleri 

• 2. veya 3. derece Prolapsus
• 12 haftadan büyük uterus
• Laparoskopik cerrahiye engel bir medikal 

hastalık 
• Mesane veya pelvik taban desteği gerektiren 

hastalar



Garry R. BMJ. 2004

eVALuate Study

laparoscopic hysterectomy, and in the vaginal trial three (1, 16)
days after vaginal hysterectomy and three (1, 19) days after
laparoscopic hysterectomy. In the abdominal trial only 60%
177/292of patients who underwent abdominal hysterectomy
were discharged by day 4 compared with 80% (492/584) after

laparoscopic hysterectomy; in the vaginal trial 80% of patients in
both the vaginal hysterectomy arm (135/168) and the
laparoscopic hysterectomy arm (269/336) were discharged by
day 4. We undertook no formal statistical testing, but these
differences may be clinically important.

Recruited and allocated to trial (n=1380)

Abdominal trial randomised (n=876)

Abdominal hysterectomy (n=292) Laparoscopic hysterectomy (n=584)

Vaginal trial randomised (n=504)

Vaginal hysterectomy (n=168) Laparoscopic hysterectomy (n=336)

Had allocated operation (n=268)
Withdrew before operation (n=6)
Converted before operation (n=18):
  To laparoscopic  hysterectomy
   (abdominal) (n=17)
  To vaginal hysterectomy (n=1)

Six week visit:
Follow up forms (n=275)
Lost to follow up (n=17)

Quality of life forms (n=215)

Analysed (n=174)
Lost to follow up (n=77)

Four month follow up:
Quality of life forms (n=169)

Analysed (n=161)
Lost to follow up (n=104)
Missing (n=19)

Four month follow up:
Quality of life forms (n=385)

Analysed (n=355)
Lost to follow up (n=166)
Missing (n=33)

Four month follow up:
Quality of life forms (n=102)

Analysed (n=95)
Lost to follow up (n=55)
Missing (n=11)

Four month follow up:
Quality of life forms (n=192)

Analysed (n=172)
Lost to follow up (n=118)
Missing (n=26)

One year follow up:
Quality of life forms (n=218)

Analysed (n=198)
Lost to follow up (n=118)

One year follow up:
Quality of life forms (n=113)

Analysed (n=105)
Lost to follow up (n=55)

One year follow up:
Quality of life forms (n=418)

Analysed (n=391)
Lost to follow up (n=166)

One year follow up:
Quality of life forms (n=188)

Analysed (n=172)
Lost to follow up (n=104)

Six week visit:
Follow up forms (n=555)
Lost to follow up (n=29)

Quality of life forms (n=457)

Analysed (n=359)
Lost to follow up (n=127)

Six week visit:
Follow up forms (n=158)
Lost to follow up (n=10)

Quality of life forms (n=119)

Analysed (n=95)
Lost to follow up (n=49)

Six week visit:
Follow up forms (n=309)
Lost to follow up (n=27)

Quality of life forms (n=226)

Analysed (n=173)
Lost to follow up (n=110)

Had allocated operation (n=559)
Withdrew before operation (n=11)
Converted before operation (n=14):
  To abdominal hysterectomy (n=13)
  To vaginal hysterectomy (n=1)

Had allocated operation (n=161)
Withdrew before operation (n=5)
Converted before operation (n=2):
  To laparoscopic hysterectomy
   (vaginal) (n=2)

Had allocated operation (n=312)
Withdrew before operation (n=12)
Converted before operation (n=12):
  To vaginal hysterectomy (n=10),
  To abdominal hysterectomy (n=2)

Flow of participants through the trials. Among patients whose procedures were converted, 283 underwent abdominal hysterectomies and 576 laparoscopic
hysterectomies in the abdominal trial; 173 underwent vaginal hysterectomies and 314 laparoscopic hysterectomies in the vaginal trial. Follow up forms not received
within the appropriate time frames were not included in the analysis. The time frames were 14 days at six weeks and 28 days at four months and one year

Table 2 Primary end point of both trials: major complications. Values are numbers (percentages) of participants

Abdominal trial Vaginal trial

Abdominal hysterectomy (n=292)
Laparoscopic hysterectomy

(n=584) Vaginal hysterectomy (n=168)
Laparoscopic hysterectomy

(n=336)
Major haemorrhage 7* (2.4) 27* (4.6) 5 (2.9) 17 (5.1)
Bowel injury 3 (1) 1 (0.2) 0 0
Ureteric injury 0 5 (0.9) 0 1 (0.3)
Bladder injury 3 (1) 12* (2.1) 2 (1.2) 3 (0.9)
Pulmonary embolus 2 (0.7) 1 (0.2) 0 2 (0.6)
Anaesthesia problems 0 5* (0.9) 0 2 (0.6)
Unintended laparotomy:

Intraoperative conversion 1† (0.3) 23 (3.9) 7 (4.2) 9 (2.7)
Return to theatre 1 (0.3) 3 (0.5) 0 1 (0.3)

Wound dehiscence 1 (0.3) 1 (0.2) 0 1 (0.3)
Haematoma 2 (0.7) 4 (0.7) 2 (1.2) 7 (2.1)
Other complications 0 0 (0) 1 (0.6) 0 (0)
At least one major complication 18 (6.2) 65 (11.1) 16 (9.5) 33 (9.8)

A patient may have had more than one complication.
*These patients converted procedure before the operation: one patient undergoing abdominal hysterectomy converted to laparoscopic hysterectomy before the operation in the abdominal trial
and had a major haemorrhage. Two patients in the abdominal trial who were undergoing laparoscopic hysterectomy converted to abdominal hysterectomy before the operation and had a major
haemorrhage. One patients undergoing laparoscopic hysterectomy in the abdominal trial converted to abdominal hysterectomy before the operation and had a major anaesthetic problem. One
patient undergoing laparoscopic hysterectomy in the abdominal trial converted to abdominal hysterectomy before the operation and had a bladder injury.
†This patient in the abdominal trial was randomised to abdominal hysterectomy, converted to laparoscopic hysterectomy before the operation, and then converted back to abdominal
hysterectomy during the operation.
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Vajinal Kaf Açılması  
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Abdominal Vajinal Laparoskopik

Vajinal Kaf Açılma Oranı
Riski arttıran nedenler: 

¤ Kafın ayrılması sırasında 
termal enerjinin 
gereğinden fazla 
kullanılması

¤ Endoskopik büyütme 
nedeni ile sütür 
derinliğinin iyi 
değerlendirilememesi

Hur HC, J Minim Invasive Gynecol. 2007



¤ Büyük uteruslarda uterus mobilitesini sağlamak açısindan
servikal amputasyon veya Lash operasyonu önemlidir.

VH ve Büyük uterus; Uterin mobilitenin
sağlanması



Büyük uteruslarda VH;MORSELASYON

¤ Morselasyon proseduruna başlamadan önce uterin
damarlar bağlanmış ve peritoneal boşluğa girilmiş 
olmalıdır.

¤ Wedge veya V  insizyon ;myomlar orta hattan uzakta 
ise.Serviks ampute edilir,myometrium klemple tutulup wedge
şeklindeki myometrium parçaları ön veya arka uterus
duvarından çıkarılır. 

¤ Hemidiseksiyon veya bivalving+myomektomi;Serviks orta 
hattan ikiye ayrılır ve uterus iki yarıya kesilip ayrı ayrı 
çıkarılır.Daha ziyade fundal ,orta hattaki myomlar için.

¤ İntramyometriyal Koring tekniği;Myometrium uterus
serozasının eksenine paralel olarak insize edilir ve bu insizyon
myometriumun tüm çevresi boyunca simetrik olarak uterin
serozanın altından devam .eder



Büyük uteruslarda VH;MORSELASYON





VH+Morselasyon vs Abd. H

¤Kan kaybı
¤İntraoperatif komplikasyonlar
¤Uterus büyüklüğü açısından   FARK YOK.

Benessi et.al.Am .J.Obstet.Gynecol,2002,187(6),1561-5



Kanıtlar göstermektedir ki histerektominin kendisi de
ileride bir prolapsus nedeni olabilmektedir

Aigmueller T, Int Urogynecol J, 2010
Altman D. Am J Obstet Gynecol 2008



KİLİT TAŞI



HİSTEREKTOMİ SONRASI

Histerektomi sonrası kaf prolapsusu insidansı %1.8 olup 
uterovajinal prolapsus nedeniyle yapılan histerektomilerden
sonra ise bu insidans %11.6’lara çıkmaktadır.

Marchionni M ve ark. J Reprod Med 1999;44:679-684



Vajinal histerektomi sırasında vajinal
apeks süspansiyon yöntemleri

¤ Peritonizasyon

¤ Modifiye McCall kuldoplasti

¤ Round ligaman ve adneks köklerine fiksasyon

¤ Sakrospinöz ligaman fiksasyonu

¤ Yüksek sakrouterin ligaman süspansiyonu

¤ İliokoksigeal süspansiyon

¤ Sakrotüberöz ligaman süspansiyonu

¤ Yeni vajinal teknikler (IVS tuneller, mesh)



VH HANGİ ENDİKASYONLA YAPILDI?

Prolapsus Dışı 
Nedenler

Uterovajinal
Prolapsus

VAJİNAL HİSTEREKTOMİDE KAFIN YÖNETİMİ 
NASIL OLMALIDIR?



McCall kuldoplasti prolapsus dışı nedenler için yapılan 
vajinal histerektomi esnasında postoperatif apikal

prolapsusu önlemek için yapılabilir 

Seviye B



VH HANGİ ENDİKASYONLA YAPILDI?

Uterovajinal
Prolapsus

VAJİNAL HİSTEREKTOMİDE KAFIN YÖNETİMİ 
NASIL OLMALIDIR?



Montella & Morrill İnt Urogynecol J 2005; 16: 
226-9



Vajinal histerektomide kapatılma 
esnasında kafın introitus seviyesine 
kadar indiği durumlarda Sakrospinöz
fiksasyon yapılması önerilir.

Kanıt seviyesi III
SSF’nin tek veya çift taraflı 
yapılmasının önerilebilmesi için 
yeterli kanıt mevcut değildir.







Sonuç 

¤ Histerektominin hangi yoldan yapılacağı her hasta için 
bireysel olarak kararlaştırılmalı  fakat vaginal yol 
öncelikli olarak seçilmelidir.

¤ Pubik açı dar(90 derece altında),vagen dar özellikle 
apex 2 parmaktan dar ise,ve inmeyen immobil uterus var 
ise alternatif yollar.

¤ Adneksiyel kitle varlığında,cul de sac tutulumu olan 
hastalık varlığında ,pelvik adezyon ve kronik pelvik
ağrıda  değerlendirme için işleme laparoskopi de 
eklenmesi gerekebilir.



Sonuç

¤ VH sonrası apikal desteğin sağlanması çok önemlidir

¤ McCall kuldoplasti ileride gelişecek kaf prolapsusunun
profilaksisinde önemli yer tutar. 

¤ VH sonrası kaf introitusa kadar geliyorsa sakrospinöz
fiksasyonun eklenmesi mantıklı olacaktır.

¤ SSF’nin yapılamadığı durumlarda iliokoksigeal fiksasyon
yapılabilir


