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Apologies: Don’t be offended if I do something differently than you do. 

Questions: Please ask anything as we go and we’ll also have later for questions. 

Experience: I do more than 98% of hysterectomies vaginally and haven’t done a non-VH in 
several years. 

Disclosures: I wrote a book about vaginal hysterectomy. It’s not a source of income. 

Me: Find me at hherrell@gmail.com.

01.

03.
04.

02.

05.

DETAILS / 
DISCLOSURES



No man can call himself a gynecologist until he can perform a 
vaginal hysterectomy…

Eugene Doyen



TRENDS IN ROUTE OF HYSTERECTOMY 
1990-2020



1900 20252000

The golden age of industry-driven 
fads and trends, combined with a 
large part of training delivered by 
Gyn-Onc, conspire once again to 
murder VH. 

MOST HYSTERECTOMIES 
WILL BE DONE 
ROBOTICALLYDespite overwhelming evidence of 

the superiority of VH to AH, the 
damage was done. Instead of 
reinvigorating VH, the field got 
excited about endoscopy. 

MOST HYSTERECTOMIES 
WERE DONE VAGINALLY
The golden age of the laparotomy 
with William Halstead and Howard 
Kelly, combined with cases commonly 
done for oncological reasons, all but 
killed VH. 

It didn’t die due to Heaney and 
Bonney. 

MOST HYSTERECTOMIES 
WERE DONE ABDOMINALLY

WHY THE 
CHANGE?



IF IT’S TOUGH, WHY NOT JUST DO IT 
ENDOSCOPICALLY?



FEWER FEBRILE EVENTS

FEWER BLADDER 
INJURIESLESS BLOOD LOSS

LEAST MAJOR 
COMPLICATIONSFEWER BOWEL INJURIES

FEWER URETER INJURIES

AH: 5.7%

LH/RH: 3.0%

VH: 1.6%

OUTCOMES

AH: 0.9%

LH/RH: 1.0%

VH: 0.6%

AH: 0.3%

LH/RH: 0.3%

VH: 0.04%

AH: 0.2%

LH/RH: 0.4%

VH: 0.1%

AH: 2.5%

LH/RH: 1.0%

VH: 0.9%

AH: 4.0%

LH/RH: 4.3%

VH: 2.6%

(including PE and death)



QUICKER RETURN TO 
WORK

QUICKERCHEAPER

LESS CUFF DEHISCENCELESS PAINFUL

LEAST INVASIVE

LH: $11,558

RH: $13,429

LAVH: $10,068

VH: $7,903

OUTCOMES

VH: 42 minutes

LH: +37 minutes

RH: +varies widely 

According to every study except one 
industry-funded, Italian study

And quicker recovery in general, with 
lower associated societal costs

At least 6 times less likely than 
endoscopic hysterectomy as well as 
almost 4 times lower rate of 
conversion to laparotomy, and less 
likely to be readmitted or have 
additional surgery



Howard Herrell:

“Vaginal hysterectomy should be the 
rule, not the exception.” 

ACOG: 

“Vaginal hysterectomy is the 
approach of choice whenever 
feasible. Evidence demonstrates that 
it is associated with better outcomes 
when compared with other 
approaches to hysterectomy.”

AAGL: 

“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.”

RECOMMENDA
TIONS









OBSOLETE TECHNIQUES

OPERATING IN THE DARKMARKETING

WHAT ELSE?NEWNESS FALACY 

POOR TRAINING

Industry makes millions from 
endoscopic equipment and thus 
heavily promotes endoscopic routes

RATIONALIZAT
IONS

False belief of surgeons that more 
exposure is better

Skillset of experienced vaginal 
surgeons is dying. Most vaginal work 
now done by Urogyn who typically 
operate on easiest prolapse cases

New is not necessarily better Stubborn adherence to old ways (like 
clamp-cut-tie or anterior colpotomy 
first) is killing VH





ROUTE 
SELECTION 
ALGORITHM
At least 65% of cases are on the left-side

At least 88% of cases can be done with basic 
techniques (minimal debulking)

Advanced techniques enable at least 97% 
success





CONTRAINDICA
TIONS TO VH
These are rare

A uterus greater than 18-weeks-gestation size

Advanced pelvic malignancy

Large uterus with uterocervical angle ≤ 90 degrees

Severe endometriosis with obliterated cul-de-sac

Adnexal pathology suspicious for malignancy





It is interesting to note that those who persist in perfecting 
themselves in the technique of vaginal hysterectomy gradually 
disregard more and more of the contraindications so intensely 
laid down by those with little to no familiarity with the 
operation. 

N. Sproat Heaney



NEED FOR 
ADNEXECTOMY

DIFFICULT ANTERIOR 
COLPOTOMY

LACK OF DESCENSUS, 
OBESITY

ADHESIONSDIFFICULT POSTERIOR 
COLPOTOMY

SIZE

Nulliparity, no prior vaginal delivery, 
narrow introitus, morbid obesity

OBSTACLE
S

Prior cesareans, lower anterior fibroid Fibroids, adenomyosis

Obliterated posterior cul-de-sac, 
endometriosis

Salpingectomy, oophorectomy Prior cesareans with adhesions to 
abdominal wall, other prior 
abdominal or pelvic surgeries

WHAT CAUSES A LACK OF DESCENT?





USE OF AN ENERGY 
SEALING DEVICE 
DURING VH IS AN 
EXAMPLE OF AN 
ENABLING 
TECHNOLOGY

On average, blood loss is reduced by 40%

A consistent finding in multiple studies is less pain which 
also tends to allow for higher rates of same day discharge

Multiple studies show that operating times are reduced 
nearly in half, depending on the experience of the 
surgeon and difficulty of the case

LESS BLOOD LOSS

QUICKER

LESS PAIN

ENERGY SEALING 
DEVICES



SOMETHING THIS 
ADVANTAGEOUS 
BECOMES THE 
STANDARD OF CARE As an enabling technology, they expand the range of cases 

possible for a vaginal surgeon

Studies consistently show the safety of using energy 
sealing devices

There’s something to be said for making VH easier: it 
increases enthusiasm of the surgeon and the learner

MAKES DIFFICULT CASES 
POSSIBLE

EASIER

SAFE

ENERGY SEALING 
DEVICES



Average Surgeon

Master
Surgeon

Barely
Competent

15% VH 95% VH0% VH
Enabling Technologies

Better Technique
Consistency/Lean

howardisms.com



THE BASIC TECHNIQUE

SIMPLIFIED VAG 
HYST



Cervical circumcision
Using a scalpel, deep into the 
tissue, after infiltration with 
bupivacaine/vasopressin

Posterior colpotomy
Made sharply with scissors 
and with the peritoneum 
tagged to the vaginal mucosa

Mobilization of bladder
To roll back ureters and 
bladder pillars and make 
room for USL clamps

Division of USL
With traditional clamp, 
division, and suture to 
preserve pedicles for 
reconstruction
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TS&D of CL and UA
Thermal seal and division to 
gain descent and control 
blood loss

Anterior Colpotomy
Sharply with correct anatomic 
knowledge

TS&D of BL
Thermal seal and divide 
remaining broad ligaments

Delivery of fundus
If possible to allow thermal 
sealing of remaining pedicles 
away from viscera
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TS&D of remainder
Divide upper pedicles ±
tubes/ovaries with energy 
device

Culdoplasty/Closure
Perform any necessary pelvic 
floor repairs and close cuff in 
a vertical manner

9
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Send home in 3-4 hours
Usually needs no more than 15 narcotic tablets. Return to work in 1-2 
weeks depending on type of work. 



NOT A LOST ART…

A MISSING 
MASTERPIECE

Vaghyst.com Thinkingaboutobgyn.com hherrell@gmail.com
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