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Background. Hysterectomy remains one of the most common operative procedures for benign uterine diseases. Total abdominal
hysterectomy (TAH) constitutes the most common approach despite the advantages of minimally invasive hysterectomy (MIH).
Objectives. To explore the current opinion on hysterectomy choices amongst members of the South African Society of Obstetricians and
Gynaecologists (SASOG), as well as the perceptions and potential barriers that may inhibit gynaecologists from offering MIH to their patients.
Methodology. An anonymous survey designed to explore the preferences of practising obstetrician gynaecologists regarding the optimal
hysterectomy procedure, and perceived barriers towards MIH.
Results. The average age of the respondents (N=152) was 45.7 years, with 88.2% having >5 years’ experience in private practice. When
asked about the preferred route of hysterectomy for themselves or their relatives, 46.2% chose vaginal hysterectomy (VH), 25.4% chose
total laparoscopic hysterectomy (TLH), 15% chose laparoscopic assisted vaginal hysterectomy (LAVH) and 8.5% chose TAH. However, the
most commonly performed hysterectomy procedure undertaken by the respondents in the last year was TAH. Only half of the respondents
wished to increase their rate of VH and a lesser number to extend their laparoscopic hysterectomy rates.
Conclusion. Although the majority of the respondents preferred the minimally-invasive VH or TLH for themselves or their relatives,
TAH remains the most common hysterectomy method among SA gynaecologists. This difference could present an ethical dilemma for
the gynaecologist. The desire of a minority to change their approach to VH indicates the difficulty in changing attitudes and the need to
promote VH as a technique within SASOG.
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Hysterectomy is one of the most common operative procedures for
benign gynaecological diseases.[1] It can be performed abdominally,
vaginally or laparoscopically, with or without robotic assistance.
At present, total abdominal hysterectomy (TAH) constitutes the
most common approach, despite the fact that vaginal hysterectomy
(VH) or laparoscopic hysterectomy (LH) should be the preferred
route based on their well-documented benefits.[2]
It is estimated that ~20% of women living in England and Wales
will have undergone a hysterectomy before the age of 55 years. Most
surgeons perform up to 80% of these procedures via the abdominal
route.[3,4] The reason for this can be explained, in part, by personal
preference, but is mainly due to a lack of training and experience,
thus resulting in the surgeon’s reluctance to perform VH. This is the
case particularly in nulliparous woman in the presence of uterine
enlargement, in women with previous gynaecological surgery or
women who have undergone a previous caesarean section (CS).
The above factors should not be considered as contraindications
to performing VH.[5-7] In the USA, one in three women undergoes
hysterectomy by the age of 60 years. Of these women, 22% have
undergone VH. The introduction of LH increased the number of
VH (if the uterus is removed by that route) to 33%; however, the
additional 11% were exclusively performed laparoscopically and
not without that assistance.[8] Despite the introduction of LH, 66.1%

of the hysterectomies performed in the USA are open abdominal
hysterectomies.[8] The benefits of VH are similar to those of LH, with
minimal postoperative discomfort, less need for analgesics, shorter
hospital stay and quicker return to normal daily activity compared with
AH. There are also fewer postoperative complications and reduced
hospital costs in VH than AH and even LH.[9-11]

Objectives
To explore the potential provider-related obstacles to offering less
invasive hysterectomies, evaluate provider attitudes toward mode
of access and inquire about provider-perceived contraindications to
performing VH or LH.

Methods

The study was based upon a two-page, anonymous, electronic survey
that was designed to explore practising gynaecologists’ preferences
regarding the optimal hysterectomy procedure for benign uterine
conditions and the perceived barriers towards MIH. The survey
included questions on demographic characteristics, preferred approach
to hysterectomy, the approximate number of surgical cases per year
and potential barriers or contraindications for performing VH or LH.
A question enquiring whether surgeons have any intention of changing
their approach to hysterectomy in the future was also included.
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The survey was created on Survey Monkey (Wufoo, USA). The
questionnaire was designed to be brief and easy to read, so that practising
gynaecologists need not spend an excessive amount of time completing
it. The questionnaire was validated by 12 local practising gynaecologists
who assessed the clarity and confirmed the relevance of the questions.
Thereafter, the survey was amended to its present form. The study was
approved by the Ethics Committee of the University of Witwatersrand
(ref. no. M150462).
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A link to the survey was emailed to all practising gynaecologists
who are members of SASOG. A second email was sent out 2 weeks
after the initial email to those who had failed to complete the
questionnaire. To complete the survey, participants were asked
to click on the link and thereby be directed to the survey. Since
the completion of the survey was done online and the results
were stored in bulk on the Survey Monkey server, anonymity
was preserved. Moreover, no personal information was requested
by the survey itself, so the identity of the participants was not
revealed.
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Fig. 1. Age distribution among respondents.
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A total of 152 responses were received from SASOG members,
corresponding to a 29.5% response rate. The majority of the
respondents were male (56.7%). The average age of respondents
was 45.7 years (Fig. 1), and 81.2% had >5 years’ experience in
private practice (Fig. 2). More than half (51.2%) of the respondents
practised in Gauteng Province, 27% in the Western Cape and less
than 10% elsewhere in South Africa (SA). The most commonly
performed hysterectomy procedure that had been undertaken
by the respondents in the last year was TAH, followed by VH and
TLH (Table 1). However, when asked about the preferred route of
hysterectomy for themselves or their relatives, 25.5% chose TLH,
15.1% chose LAVH, 46.2% chose VH and 8.5% chose TAH (Fig. 3).
Therefore, almost all of the respondents were more likely to choose a
minimally invasive approach to hysterectomy, including VH, for the
patient benefits offered, as opposed to TAH (Fig. 4). Despite this, a
preference for TAH in the daily practice of respondents was evident
(Table 1).
The most significant reported barrier to performing VH was the
lack of training during registrar time (31.0%), followed by a lack
of surgical experience (15.9%), and then malpractice concerns and
length of operating time (Table 2).
The most significant reported barriers to performing LH
were lack of registrar training (29.3%) and inadequate surgical
experience (21.4%), followed by hospital/patient cost, potential for
complications and malpractice concerns (Table 3).
When asked about their ideal mode of access when performing
hysterectomy, 23.8% of respondents answered TLH, 42.4% VH,
17.9% LAVH and 21.7% TAH (Table 4). The most significant
contraindications for performing VH were adnexal mass, a history
of endometriosis, lack of uterine descent, followed by previous
pelvic inflammatory disease, narrow introitus, uterus larger than
12 weeks, and previous CS. When asked about their intention
regarding changing the mode of access through which they perform
hysterectomy, the majority of the respondents (66%) indicated that
they would like their TAH rates to remain the same. Only 29.1%
of respondents stated that they would like to decrease their rates of
TAH; 52.4 and 41.6% indicated that they intended to increase their
VH and TLH rates, respectively, while keeping the same number of
LAVHs (Table 5).
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Fig. 2. Years in practice since completion of registration training.

Discussion

The majority of the respondents were between 30 and 69 years
of age, with more than 5 years in practice since the completion
of registrar training. All were members of SASOG. The survey
was performed among practising gynaecologists with surgical
experience in performing hysterectomy, with focus placed on their
preferences between open and MIH, including VH. To the best of
our knowledge, this was the first survey to evaluate barriers to
performing less invasive hysterectomy in SA. The explicit aim of
this study was to identify perceived barriers that deter practising
gynaecologists from performing less invasive hysterectomy.
In our survey, we found discrepancies between practice patterns
and physician preference. When practising gynaecologists were
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Fig. 3. Hysterectomy approach preferred for treatment of hypo
thetical non-malignant conditions to be applied to respondents
or respondent's relatives. (TAH = total abdominal hysterectomy;
S-TAB = subtotal abdominal hysterectomy; VH = vaginal
hysterectomy; LAVH = laparoscopically assisted vaginal hysterectomy;
TLH = total laparoscopic hysterectomy; S-TLH = subtotal
laparoscopic hysterectomy.)
Financial
reasons
(4%)

Other
(8%)

Faster
recovery
time
(46%)

Minimally
invasive
procedure
(42%)

Fig. 4. The benefits of vaginal hysterectomy over total abdominal
hysterectomy, as perceived by respondents.

asked to rank which hysterectomy approach they would prefer for
themselves or their relatives, 86.8% would prefer a MIH, including
TLH, LAVH and VH, compared with a TAH (8.5%). When asked
which route of hysterectomy they considered the most ideal, 42.4%
of survey participants chose VH, followed by TLH, TAH and LAVH.
However, the reality of their practice is different, as TAH still makes
up a large majority of hysterectomies performed by respondents
over the course of a 1-year period. Our results are in agreement with
Einarsson et al.[12] whose survey was performed in the USA among
practising gynaecologists. While 8% of their respondents chose TAH
as the preferred form of hysterectomy for themselves or their relatives,
TAH remained the most commonly performed method.[12] This
difference between preference and practice could present an ethical
dilemma for gynaecologists if they are not able to offer potentially
appropriate candidates the hysterectomy they would recommend
for themselves or their relatives. This demonstrates that in spite of
the well-documented patient benefits of MIH, including VH, LAVH
and TLH, recognised by the respondents, the route of hysterectomy
employed was still based on surgeon preference rather than patient
benefits or condition. This seemed consistent with the findings of
our study, as the participants expressed a desire to increase MIHs
in their practice. They expressed a similar desire to increase their
rates of LH (referring, in the context of this work, to both TLH and
LAVH), as well as VH.
In the present study, the majority of the respondents indicated a
reluctance to decrease the frequency of TAH and subtotal abdominal
hysterectomy (S-TAB). These results are problematic in light of the fact
that, although the majority of respondents recognised the benefits of
MIH and, in particular, VH, they remained unwilling to change their
approach. We explored the perceived barriers to performing VH in
order to understand the discrepancy between attitude and practice.
Lack of surgical experience and training during registrar time, followed
by malpractice concerns and length of operating time, were the main
perceived barriers. When practising gynaecologists were asked to rank
the contraindications to performing VH, they prioritised adnexal
mass, patients with endometriosis, patients with uterine fibroids,
patients with previous CS, nulliparous patients, patients with previous
laparotomies and lack of uterine descent.
Failure to achieve proficiency during training as a registrar was
demonstrated in this survey as a severe obstacle to performing VH: lack
of training and inadequate surgical experience featured in the majority
of responses. Recent literature suggests that proficiency is achieved
after 21 - 27 cases of VH are performed during residency.[13,14] However,
the current minimum requirement for VH in USA residency
programmes is 15 cases, and in SA, only 5 VH cases are required
before sitting the final Fellow of the College of Obstetricians
and Gynaecologists (FCOG) examination. This number of cases

Table 1. Frequency of various modes of hysterectomy access used by the respondents per year
Hysterectomy
access
TAH
S-TAB
VH
LAVH
TLH
S-TLH

0 - 10
42.3 (44)
94.4 (84)
60.0 (60)
91.9 (60)
79.5 (79)
95.0 (75)

10 - 20
25.0 (26)
3.37 (3)
20.0 (20)
5.8 (5)
8.4 (7)
2.5 (2)

Number of procedures per year, n (%)
20 - 30
30 - 40
40 - 50
11.5 (12)
5.8 (6)
5.8 (6)
2.3 (2)
0
0
8.0 (8)
6.0 (6)
3.0 (3)
2.3 (2)
0
0
6.0 (5)
3.6 (3)
0
1.3 (1)
0
0

50 - 60
9.6 (10)
0
3.0 (3)
0
2.4 (2)
1.3 (1)

Total
104
89
100
86
83
80

TAH = total abdominal hysterectomy; S-TAB = subtotal abdominal hysterectomy; VH =vaginal hysterectomy; LAVH = laparoscopically assisted vaginal hysterectomy; TLH = total laparoscopic
hysterectomy; S-TLH = subtotal laparoscopic hysterectomy.
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Table 2. The most significant barriers to performing VH, as perceived by respondents
Obstacle
Registrar training time
Operating time
Surgical experience
Malpractice concerns
Other

1
10 (13.5)
26 (33.8)
17 (20.7)
25 (27.2)
16 (21.6)

Point scale,* n (%)
3
14 (18.9)
15 (19.5)
17 (20.7)
23 (25.0)
6 (8.1)

2
10 (13.5)
24 (31.2)
13 (15.9)
19 (20.7)
9 (12.2)

4
17 (23.0)
6 (7.8)
22 (26.8)
17 (18.5)
12 (16.2)

5
23 (31.1)
6 (7.8)
22 (15.9)
8 (8.7)
31 (41.9)

Total
74
77
82
92
74

*Scale 1 - 5, where 1 represents the least significant barrier and 5 represents the most significant barrier.

Table 3. The most significant barriers to performing laparoscopic hysterectomy, as perceived by respondents
Obstacle
Registrar training time
Operating time
Surgical experience
Technical difficulties
Hospital/patient costs
Potential complications
Equipment availability
Malpractice concerns
Other

1
9 (12.0)
10 (12.5)
7 (8.3)
2 (2.4)
9 (11.4)
1 (1.3)
9 (10.1)
4 (4.7)
19 (31.7)

2
4 (5.3)
12 (15.0)
10 (11.9)
2 (2.4)
9 (11.4)
7 (8.8)
10 (11.2)
18 (20.9)
3 (5.0)

3
4 (5.3)
11 (13.8)
9 (10.7)
13 (15.7)
8 (10.1)
6 (7.5)
16 (18.0)
6 (7.0)
5 (8.3)

Point scale,* n (%)
4
5
6
5 (6.7)
5 (6.7)
4 (5.3)
9 (11.3)
7 (8.8)
8 (10.0)
4 (4.8)
6 (7.1)
6 (7.1)
15 (18.1) 12 (14.5) 15 (18.1)
12 (15.2) 12 (15.2) 8 (10.1)
15 (18.8) 21 (26.3) 12 (15.0)
7 (7.9)
13 (14.6) 12 (13.5)
7 (8.1)
8 (9.3)
10 (11.6)
1 (1.7)
1 (1.7)
2 (3.3)

7
6 (8.0)
6 (7.5)
9 (10.7)
14 (16.9)
9 (11.4)
10 (12.5)
13 (14.6)
13 (15.1)
2 (3.3)

8
16 (21.3)
10 (12.5)
15 (17.9)
7 (8.4)
6 (7.6)
4 (5.0)
2 (2.3)
13 (15.1)
9 (15.0)

9
22 (29.3)
7 (8.8)
18 (21.4)
3 (3.6)
6 (7.6)
4 (5.0)
7 (7.9)
7 (8.1)
18 (30.0)

Total (n)
75
80
84
83
79
80
89
86
60

*Scale 1 - 9, where 1 represents the least significant barrier and 9 represents the most significant barrier.

Table 4. Respondents’ ideal mode of access when performing a hysterectomy
Hysterectomy access
TAH
S-TAB
VH
LAVH
TLH
S-TLH

1
20 (21.7)
5 (5.9)
39 (42.4)
15 (17.9)
20 (23.8)
3 (3.5)

2
16 (17.4)
9 (10.6)
26 (28.3)
16 (19.1)
10 (11.9)
7 (8.1)

3
23 (25.0)
16 (18.8)
14 (15.2)
13 (15.5)
14 (16.7)
6 (7.0)

Point scale,* n (%)
4
9 (9.8)
14 (16.5)
5 (5.4)
30 (35.7)
8 (9.5)
12 (14.0)

5
12 (13.0)
15 (17.7)
4 (4.4)
4 (4.8)
17 (20.2)
30 (34.9)

6
12 (13.0)
26 (30.6)
4 (4.4)
6 (7.1)
15 (17.9)
28 (32.6)

Total (n)
92
85
92
84
84
86

TAH = total abdominal hysterectomy; S-TAB = subtotal abdominal hysterectomy; VH = vaginal hysterectomy; LAVH = laparoscopically assisted vaginal hysterectomy; TLH = total laparoscopic
hysterectomy; S-TLH = subtotal laparoscopic hysterectomy. *Scale 1 - 6, where 1 represents the most ideal option and 6 represents the last choice.

Table 5. Respondents’ intended changes regarding the mode
of access exploitation when pursuing hysterectomy
Hysterectomy
access
TAH
S-TAB
VH
LAVH
TLH
S-TLH

To increase
5 (4.9)
4 (4.1)
54 (52.4)
40 (42.5)
40 (41.6)
13 (14.0)

Change, n (%)
To remain
To decrease unchanged
30 (29.1)
68 (66.0)
33 (34.4)
59 (61.5)
3 (2.9)
46 (44.7)
9 (9.6)
45 (47.9)
9 (9.4)
47 (49.0)
22 (23.7)
58 (62.3)

Total
103
96
103
94
96
93

TAH = total abdominal hysterectomy; S-TAB = subtotal abdominal hysterectomy;
VH =vaginal hysterectomy; LAVH = laparoscopically assisted vaginal hysterectomy;
TLH = total laparoscopic hysterectomy; S-TLH = subtotal laparoscopic hysterectomy.

provides exposure, but definitely cannot ensure proficiency in
performing VH. The American Association of Gynecologic
Laparoscopists (AAGL), recognising the insufficient training during
residency and the benefits offered by VH as compared with other
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minimally invasive techniques to hysterectomy, has stated that
‘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’.[15]
The insufficient training in VH during residency results in a
generation of gynaecologists unwilling to change their approach
to hysterectomy. The reluctance among consultants to adapt to less
invasive hysterectomy may have already affected the more recent
generation of registrars, as one respondent in this study claimed that
‘many consultants can’t perform VH so can’t train registrars in VH’.
Considering the contraindications to performing VH mentioned by
the respondents, one can draw the conclusion that in the absence
of uterine descent or prolapse, all hysterectomies are done either
laparoscopically or abdominally in patients who may have otherwise
undergone an uncomplicated VH.
The contraindications to VH mentioned above should not be an
obstacle to removing the uterus vaginally, provided the uterine size
does not exceed 12 weeks, the pathology is confined to the uterus
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and there is adequate vaginal access. Many studies have shown that
challenging these contraindications can lead to an increase in the
numbers of VH performed.[4-6] Recently, the International Society for
Gynecologic Endoscopy (ISGE) released evidence-based guidelines,
which include recommendations on the selection of women in
whom VH can be safely performed.[16]
The most significant reported barriers to performing LH were
chiefly a lack of surgical experience due to inadequate training,
followed by the risk of complications resulting in malpractice
concerns. The operating time was also a source of unease
among respondents. Regarding LH, the results of this survey
were in agreement with those found among senior obstetrics
and gynaecology residents by Einarsson et al.,[17] which showed
that residents are unable to attain proficiency in most advanced
laparoscopic procedures, including LH, during their residency. In
a survey performed in Canada, 93% of respondents selected the
endoscopic approach as their preferred approach,[18] but, 38.7% of
the respondents felt that they had not received adequate training
during their residency to perform endoscopy in general.
A preference for minimally invasive techniques was also evident
in the present study, where respondents considered VH, followed by
LH, as the most ideal mode of access when performing hysterectomy.
These results were in agreement with other large surveys among
practising gynaecologists.[12,19,20] As such, a global trend can be seen,
demonstrated in both the literature and by our own study, in which
the attitude towards minimally invasive techniques to hysterectomy is
positive, but a lack of proficiency due to inadequate training during
registrar time deters gynaecologists from acting on their preferences.
While lowered VH rates may well reflect a switch to laparoscopic
procedures,[3,4,8] our data indicate that the major cause of the decline
in VH rates is a lack of training during registrar time, and experience.
Respondents favoured LAVH as their ideal mode of access when
performing a hysterectomy, whereas the vaginal route was considered
the most ideal for hysterectomy. This preference for LAVH was
also observed in a survey conducted to assess modes of access in
performed hysterectomies in Germany.[21] These results may suggest
that the laparoscopic technique was considered an aid to VH rather
than a replacement for it. This is in agreement with a 2001 postal
survey conducted in England among consultant gynaecologists that
demonstrated that gynaecologists who performed many LHs had the
highest VH rates, and predicted that VH would be further emphasised
in years to come.[22] It may be that LAVH could serve as the vehicle for
performing more VHs in the future.
It must be stated that our study had limitations as well as
strengths. The first of its strengths lay in the fact that our survey
took place among general gynaecologists, in the style of the majority
of surveys published in the literature.[12,17-20] Secondly, to the best
of our knowledge, it is the first national survey conducted among
SASOG members to evaluate barriers to performing MIH. However,
our study was limited by its low response rate, as only 29.5% of
potentially eligible doctors opted to complete the survey. This level
of response is not unusual for electronic surveys, and in particular
for surveys of doctors,[23] for whom a lack of time and survey burden
are well-documented impediments to participation.[24] Furthermore,
we acknowledge the potential for bias: it is possible that the
respondents may not be representative of the overall population of
minimally invasive gynaecological surgeons in practice in SA, which
may have adversely affected our results.

Despite these possible limitations, we consider our hypothesis
supported by the data collected through our survey. Insufficient
training during registrar time and limited surgical experience
were perceived as severe barriers when considering less invasive
approaches to hysterectomy, thereby demonstrating that registrar
training and experience indeed affect a surgeon’s approach to
hysterectomy. Furthermore, our data revealed that a positive
attitude toward less invasive techniques does not necessarily reflect
the surgeon’s reality. VH and thereafter LH were considered ideal
approaches to hysterectomy; however, TAH remained the surgeon’s
preferred practice. This, in conjunction with the sustained high
number of TAH still performed worldwide, serves as a major
indication that barriers to performing less invasive hysterectomies
need to be addressed. Additional training opportunities to increase
the numbers of VH and LH (namely TLH and LAVH) were
suggested by the surgeons who answered the survey, and may
be necessary to ensure that surgeons are capable of operating in
accordance with their ideal method.

Conclusion

For the SASOG members who participated in our survey,
preferences for the routes of hysterectomy compared with their
actual practice appear inconsistent. The large discrepancy between
practice and preference indicates that the route of surgery is more
dependent on the clinical preference of the gynaecologist than
the medical condition. Strategies should be initiated to increase
training opportunities during registrar years in MIH, especially VH.
Guidelines for performing MIH should be put in place to help our
colleagues perform more MIH, including VH, in accordance with
their ideal preferences.
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