
Introduction 

aginal hysterectomy is one of the Vcommon elective surgeries performed 

by the gynaecologist. The most common 

indication of patient undergoing such 

surgery is genital prolapse. The 

complications of this surgery may arise 

intraoperatively or postoperatively like any 

other surgery. Haemorrhage, injury to 

adjacent structures occur intraoperatively 

and need immediate attention and 

management. Whereas postoperative 

complications like infection and femoral 

neuropathy are difficult to manage since 

they are diagnosed late. Post vaginal 

hysterectomy femoral neuropathy usually 

occurs due to faulty lithotomy position 
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Abstract

Objectives: To study and compare the various modalities of treatment in patients 

with post vaginal hysterectomy neuropathy over the last five years in our institute 

and to find out ways of preventing it.

Methods: All patients undergoing vaginal hysterectomy and having post operative 

symptoms like tingling, numbness, weakness of either or both lower limbs to the 

extent of inability to stand were included in the study. Total 100 patients were 

divided into two groups (study and control) of fifty each. The study group received 

steroids where as the control group received neurotonic drugs and lower limb 

physiotherapy. The response of treatment was compared.

Results: It was observed that patients receiving steroids had significant and quick 

improvement in symptoms as compared to slow improvement in symptoms of 

patients receiving neurotonics and physiotherapy.

Conclusion: Steroids in tapering doses is a better mode of management for patients 

with post vaginal hysterectomy neuropathy.

given before surgery rather than due to 

prolonged time taken during such 

surgeries.
1Hoper et al  described this rare entity that 

had complicated over 1800 vaginal 

hysterectomy patients world wide. The 

symptoms vary from just tingling and 

numbness to severe weakness of both 

lower limbs. Hence the management tried 

included various modalities from just 

counselling and physiotherapy to drugs 

like neurotonics and steroids.

Methods

All the patients undergoing vaginal 

hysterectomy with or without anterior 

c o l p o r r h a p h y  a n d  p o s t e r i o r  

colpoperineorrhaphy and developing 

postoperative symptoms like tingling, 

numbness, weakness of either or both 

lower limbs to the extent of inability to 
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stand were included in the study. Total 

100 patients were divided into two groups 

(study and control) of fifty each. The 

patients of study group were given steroids 

i.e Tab prednisolone in the dose of 1.5 

mg/kg in tapering doses; whereas the 

patients of control group were given Tab 

neurobion OD and were made to undergo 

lower limb physiotherapy. The response to 

these was observed.

In patients developing such symptoms, 

the duration of surgery was also noted and 

compared with the severity of symptoms. 

The response of symptoms to the primary 

treatment given in each group was 

observed and patients requiring switch 

over of therapy from control group to study 

group was also noted.

Results

Indication of vaginal hysterectomy

The most common indication of surgery for 

such patients was genital prolapse (77%). 

Duration of surgery and symptoms

The table showed that the time taken for 

surgery was not the predisposing cause for 

the development of symptoms. Hence 

faulty position given prior to surgery 

should be the cause and preventive 

measures should be taken for the 

correction of same.

Table 3

Time required for resolution of 

symptoms 

In the control group time taken to 

recover from symptoms was significantly 

more than the study group.

Table 4

Patients requiring switch over of 

therapy 

It was studied that marked improvement 

in symptoms was observed in patients 

receiving steroid therapy. In control group 

i . e  pa t i ents  on  neurob ion  and  

physiotherapy out of 50 patients 23 

patients (46%) required switch over to 

steroid  therapy for persistence of 

symptoms beyond three weeks.

Discussion

All 100 cases taken in the study were 

evaluated preoperatively and had no other 

m a j o r  a i l m e n t s  l i k e  d i a b e t e s ,  

hypertension, etc.  They all underwent 

vaginal hysterectomy with or without 

anterior colporrhaphy and/or posterior 

colpoperineorrhaphy under regional 

anaesthesia. The most common indication 

for the surgery being genital prolapse, few 

patients of DUB and fibroid with some 

degree of prolapse were also included. For 

all of them swing stirrups on single 

Table 1

Indication Genital prolapse DUB Fibroid

0II /III /  I   Descent ≥I   Descent

procidentia

Number of 77 16 7

patients

0 0 0≥

Table 2

Duration Tingling and numbness Severe weakness

< 1 hr 4  -

1-2 hr 36 21

> 2 hr 10 29

Study group Control group

Tingling and numbness 3 days 10 days

Inability to stand 7 days > 22 days

Study group Control group

Tingling and numbness Nil 4

Inability to stand Nil 19
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straight rods were used for giving them 

lithotomy position prior to surgery.

The most likely cause of femoral nerve 

palsy following vaginal hysterectomy is the 

entrapment of the nerve at the inguinal 

ligament for a considerable duration. The 

swing stirrups on single straight rods or 

"Candy Cane" stirrups lead to excessive 

flexion of the thigh with abduction and 

external rotation of the hip. In this position 

the nerve can become acutely angulated 

and twisted beneath the tough and 

inelastic inguinal ligament leading to 

compression of its vasa nervosa, thus 

producing local ischaemia of nerve trunk 
1and microvascular  and/ local mechanical 

2injury.

The posterior nerve entrapment has 

also been reported following vaginal 

delivery in lithotomy position occasionally. 
3Winkelman  reported transient femoral 

neuropathy in 84 women following 
4childbirth. Where as Shroff  et al  reported 

f e m o r a l  n e u r o p a t h y  f o l l o w i n g  

haemorrhoidectomy performed in 

lithotomy position

Some of the risk factors which may 

lead to femoral neuropathy reported are : 

BMI of 20 kg/meter square or less, 

prolonged duration of surgery in  

lithotomy position, excessive pressure on 

patients thigh during surgery by assistant, 

recent cigarette smoking(within one 

month of surgery)  and diabetes mellitus 
5with its propensity for neuropathy.

The most important preventive aspect 

mentioned is proper positioning of the 

patient during surgery. The "Candy Cane" 

stirrup should be abandoned and the 

Lloyd/Llyod Davies leg support should be 
6,7used in its place.  The excessive 

abduction of the thigh with rotation at hip 

needs to be prevented by lateral supports 
8to the thighs.  Hip flexion and abduction 

9angles should not exceed 45 degrees  

(height of the lithotomy pole should be 

optimum for this) and a check should be 

kept on the operating time and the 

assistants position. In prolonged surgery, 

the femoral artery pulsations should be 

palpated below the inguinal ligament and 

if the pulsations have diminished, the 

patient's position should be readjusted.

Conclusion

Steroid use in tapering doses is a 

better modality of treatment for 

symptomatic patients of post vaginal 

hysterectomy femoral neuropathy. In our 

study positioning of limbs in lithotomy 

position contributed to development of 

symptoms rather than the duration of 

surgery. Hence to prevent its occurrence 

necessary precautions as mentioned 

should be taken by the operating surgeon 

for better and quick recovery of patients.
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Lung-volume reduction by airway bypass 

Lung-volume reduction surgery was proposed in 1959.

The functional and subjective benefits of lung-volume reduction surgery encouraged researchers to 
investigate the effects of bronchoscopic techniques to reduce lung hyperinflation, aiming for 
diminished perioperative morbidity and mortality.

In the first, one-way valves were inserted into several segmental bronchi with connection to 
especially hyperinflated lung areas, which are separated from other lung regions by a complete 

fissure. A second approach to shrink a hyperinflated lung region, entailed either deployment of 

biogel or application of heat. For the third strategy, small bronchial holes reinforced by stents were 
created next to severely emphysematous regions to facilitate deflation by improved collateral 
ventilation (airway bypass).

At 6 months, no difference was seen between treatment groups in the co-primay efficacy endpoint (30 
of 208 for airway bypass vs 12 of 107 for sham control; posterior probability 0.749, failing to reach 
the Bayesian success threshold of 0.965). Although this endpoint was not reached, bronchoscopic 
lung-volume reduction was associated with a significant fall in residual lung volume and CT-
measured lobar volume, increased forced expiratory volume in 1 s, and forced vital capacity 1 day 
after bronchoscopy. Disappointingly, these effects were not detectable 1 month after the 
intervention. Therefore, unfortunately, the changes recorded in the EASE trial were too small and too 
transient to be of clinical relevance.

The Lancet, 2011; 378; 966
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