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Referral & surgical 
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Operative Discharge & follow-up

Patients should have tried pelvic 
floor exercises and pessaries 

before surgery

Gynaecology: Vaginal hysterectomy (anterior/posterior vaginal wall repair) pathway v11.0

Referral & surgical review 
& assessment Patient selection

Benign surgery MDT prior to 
listing

Plan for overnight stay, aim for < 
23 hours or day case if possible

Criteria to expedite admission red 
flags: 

• suspicion of serious pathology
• Procidentia causing obstructed 

voiding or bleeding

T
t
Triggers to have immediate  face 
to face appointment on receipt of 
referral letter include:
• Significant prolapse ie 
procidentia

• Suspicious of voiding difficulty
• Retention of urine
• Previous vaginal or 
incontinence surgery

• Previous gynaecological 
pathology

• Comorbidities including obesity, 
diabetes, hypertension, asthma, 
fibroids 

Defaecatory symptoms – refer to 
colorectal team
Pelvic mass – 2ww pathway

General medical 
history sent by GP

Examination to assess degree of prolapse. 
Stage 0-1 for PFE with specialist physiotherapist.
If fails for pessary (ring as first line, Gelhorn as second line) Nurse follow up
If Stage 2-4 or if  pessary fails or patient declines pessary  for repeat 
examination and decision re surgery (NICE decision aid)

Protocol driven assessment to include triggers and investigations to be 
undertaken in response to bladder irritation, voiding or storage symptoms

Prior investigations
Patients should have a flowrate residual and Ultrasound ahead of listing

Booking/ listing

Electronic booking system

Listing
• Ideally surgeon listing the 
patient undertakes the 
procedure. 

• Otherwise, surgeon from same 
Trust undertakes procedure.

• If neither of above possible 
patient is operated on by 
surgeon within ICS

If patients are to be pooled then a 
surgical productivity meeting at 

least 2 weeks in advance of 
surgery for surgeon to review 

patients on list.

Admission

Staggered admission times

All pooled patients and their notes 
must be seen by the surgeon 
immediately before surgery

1st cohort admitted at 0730hrs

Second cohort admitted at 11:30 
for afternoon list

Surgery & post 
operative Discharge

Team brief including:
• Standardised and checked 
equipment 

• Staffing
• Surgery planned
• VTE prophylaxis check
• WHO Checklist

Surgical techniques to be used
Bladder emptied and 

consideration for catheterisation if 
discharge delayed by more than 4 

hours
Vault support and sutured 

according to surgeons preference

Surgeons to debrief patients post 
operatively and document next 
steps and management plan 

Single  compartment surgery aim 
for less than 23 hour stay

Multi-compartment surgery likely 
overnight stay with catheter  

management

Criteria led discharge
Meets BADS discharge criteria

Procedure specific criteria: minimal PV 
bleeding on pad, wound check, 

satisfactory urinary voiding
Post voiding bladder scan prior to 

discharge home

Clear escalation pathway
Safety net for patients suffering post-op 

complications
24 hour Telephone number available for 

patients to call with onward referral to 
host Trust and on call emergency 

gynae team if excess bleeding, pain or 
patient concerns re well being.

Patient information provided on ward 
prior to discharge

Follow-up
Nurse telephone follow up at 24hrs and 

virtual follow up at 4 months.
Consider nurse led telephone based 

results clinic

Nurse led discharge
Standard analgesia pack to be agreed 
Standard patient information leaflet to 

be agreed

Discharge document
Findings of procedure, any 

complications, further management 
and timing of follow up- face to face,  

follow up or virtual, further diagnostics 
or surgery, pharmacological treatment.

DATA collection:
• Mandated surgical 

database to be completed

Pre-op assessment

General medical history 
discussed and confirmed

Follow standard guidance on Covid 
restrictions and patient experience

Virtual pre-op assessment 
carried out by pre-op nurse

Procedure specific consent forms 
completed virtually

Patient information on fasting, 
procedure and recovery given

Comorbidities discussed and 
triggers for face to face 
assessment identified 

Patient information 
leaflets sent out

Pre assessment information 
prior to booking

Overarching Principles
• Ahead of listing patients for surgery they must be discussed with the owning consultant.
• Robust governance processes must be in place to manage pathology and histology.
• Operating surgeon must write to GP and referring/originating surgeon post procedure as part of the discharge 

process.

Pathway not suitable for patients with: 
• Voiding difficulty
• chronic pain either incidental to or being treated with hysterectomy
• complex endometriosis
• women with large (greater than 14 week equivalent) uteri or other pathology that  increase the likelihood of 

conversion to laparotomy

Gynaecology: Vaginal hysterectomy (anterior/posterior vaginal wall repair)

Standardised PathwayTrust Specific 
Pathway

Listed for surgery, provision of 
procedure-specific information 

and consent to be provided 

1st Virtual outpatient 
appointment

General medical 
history can be 
populated by 

specialist nurse.

Immediate  
F2F 

appointment?

NO

YES
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