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ABSTRACT
Background: Hysterectomy is one of the modalities to manage dysfunctional uterine bleeding (DUB) where medical
management fails or is contraindicated. Hysterectomy leads to guaranteed cure but does have a significant morbidity
rate. In this era of popularization of various uterine conservation techniques there is a definite need to audit
justification of causes which led to hysterectomy in DUB.
Methods: Women with a diagnosis of DUB, based on clinical and ultrasound findings, which underwent endometrial
sampling/curettage were recruited for the study. All these patients were followed up. Those who underwent
hysterectomy for the sake of DUB were thoroughly studied. Information regarding the histopathology report of
hysterectomy specimen was collected. Finally reason and justification of hysterectomy for these women was
evaluated.
Results: A total of 252 women were with DUB were included. In this group 76 women (30.2%) underwent
hysterectomy. Noncompliance to medical management was the most common indication (in 37.6% women), which
led to hysterectomy in our study group. Significant result was seen with final histology of simple endometrial
hyperplasia in which 19 out of 41 (46.4 %) cases were missed on curettage. Similarly around 50% cases (21 out of
43) diagnosed as simple hyperplasia on curettage had normal endometrium on final histopathology. Contrary to this a
100% concordance was seen in complex hyperplasia (without atypia), with only two cases in our sample. More than
three fourth (78%) cases had a coincidental pathology in the myometrium.
Conclusions: Thorough counseling for the benefits and side effects of medical management prior to starting it is
imperative, as the most common indication for hysterectomy for DUB was non-compliance to medical management.
If women with normal histopathology reports on curettage are not responding to medical management, further
imaging and sampling is required. Women non responsive to medical management may have underlying/ co-existent
myometrial pathology.
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INTRODUCTION
Dysfunctional Uterine Bleeding (DUB) is defined as
excessive, prolonged, or irregular menstrual bleeding in a
woman of reproductive age group, without evidence of a
pelvic organ disease or systemic disorder. It is one of the
most common and significant gynaecological diagnosis,
seen in around 10-15% of women attending a
gynaecological clinic.1 DUB in most of the cases can be

treated medically by reversing the endometrial
abnormalities that lead to heavy and prolonged menstrual
flow.2 Hysterectomy is one of the modalities to manage
DUB where medical management fails or is
contraindicated. There is no data available stating the
actual number of hysterectomies done world over, for
managing DUB. However, DUB is one of the common
indications for hysterectomy globally.3 Hysterectomy
leads to guaranteed cure but does have a significant
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morbidity rate. In this era of popularisation of various
uterine conservation techniques there is a definite need to
audit justification of causes which led to hysterectomy in
DUB.
METHODS
This observational study was conducted in a university
affiliated teaching hospital in a span of 21 months (June
2012 – March 2014). The study was approved by
institutional ethical review board. Women with a
diagnosis of DUB, based on clinical and ultrasound
findings,
which
underwent
endometrial
sampling/curettage were recruited for the study. However
after reviewing the histopathology report of the sampled
endometrium, those having endometrial polyps,
malignancy or true premalignant lesions were excluded
from the analysis. Those where the endometrial sample
was found inadequate for opinion, were also excluded. In
the remaining sample now patients who underwent
hysterectomy for the sake of DUB were thoroughly
studied. Information regarding the histopathology report
of hysterectomy specimen was collected. Finally reason
and justification of hysterectomy for these women was
evaluated.
RESULTS
A total of 327 women who were diagnosed with DUB,
based on clinical and ultrasound findings were recruited
for the study. Sixty cases were excluded as they were
diagnosed to have endometrial polyps, malignancy or true
premalignant lesions (complex hyperplasia with atypia)
after curettage. Fifteen cases were excluded as the
pathologists found the obtained sample inadequate for
any opinion. So, finally 252 women were found to have
DUB. In this group 76 women (30.2%) underwent
hysterectomy.

Noncompliance to medical management was the most
common indication (in 37.6% omen), which led to
hysterectomy in our study group. Other major indications
were refractoriness to medical management (29.8%), and
relative contraindication to hormonal management due to
comorbidities (20.7%). Despite of detailed discussion
regarding the availability of conservative managements 8
women (10.3%) requested for hysterectomy (Table 1).
Table 1: Factors that led to hysterectomy in cases of
DUB (n=77).
Factors that led to
hysterectomy
Non-compliant to medical
management
Refractory to Medical
Management
Relative contraindication to
hormonal management due to
comorbidities
Women’s request for
hysterectomy
Premalignant Endometrial
pathology

Number
(n = 77)

Percentage
(%)

29

37.6

23

29.8

16

20.7

8

10.3

1

1.2

We compared the histopathology report which was
obtained after curettage previously with final
hysterectomy specimen obtained following hysterectomy
(Figure 2).

Mean age of these women who underwent hysterectomy
for DUB was 45.6 + 5.01 years. Most of them 64.9%
(n=50) were in the age group of 41-50 years. Only one
lady was nulliparous, while 98.7% women in our study
were parous. Amenorrhea followed by heavy bleeding
was the most common symptom pattern found in 32%
patients in this group. This was followed by menorrhagia
(25%), meno-metrorrhagia (22%), and poly-menorrhagia
(10%) (Figure 1).
Figure 2: Correlation of endometrial histopathology
on curettage & hysterectomy (n=77).

Figure 1: Symptoms at the time of presentation
(n=77).

Significant result was seen with final histology of simple
endometrial hyperplasia in which 19 out of 41 (46.4 %)
cases were missed on curettage. Similarly around 50%
cases (21 out of 43) diagnosed as simple hyperplasia on
curettage had normal endometrium on final
histopathology. Contrary to this a 100% concordance was
seen in complex hyperplasia (without atypia), with only
two cases in our sample (Table 2).

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Volume 4 · Issue 4 Page 1134

Kaur S et al. Int J Reprod Contracept Obstet Gynecol. 2015 Aug;4(4):1133-1136

Table 2: Correlation of endometrial histopathology on
curettage and hysterectomy (N = 77).
Histopathology
on Curettage
Normal (21)
Simple
Hyperplasia (43)
Disordered
Proliferation (4)

Upgraded
on
Curettage

Downgraded on
Curettage

-

12 ( Simple
Hyperplasia)

21 (Normal)

-

-

2 (Simple Hyperplasia)

Another interesting finding in our study was the covert
myometrial pathology detected on histology. More than
three fourth (78%) cases had a coincidental pathology in
the myometrium. Around 40% cases had evidence of
adenomyosis, 18% had leiomyoma and another 20% had
evidence of both in the hysterectomized specimen (Figure
3).
DISCUSSION
Incidence of hysterectomy for DUB in our study
population was 30.4%. More than three quarters being
managed conservatively. Noncompliance to hormonal
management was the commonest indication for
hysterectomy. Medical management is the first line
treatment used in cases of DUB. However the efficacy
and compliance is the question with both non hormonal4
as well as hormonal options.2 As a treatment modality for
DUB, hysterectomy guarantees amenorrhea, but the
associated morbidity and complications should be
understood and addressed well.5 On analyzing 8 trials
with 821 women, a Cochrane review concluded that
hysterectomy, reduces menstrual bleeding at one year
more than medical treatments but levonorgesterelreleasing intrauterine system (LNG-IUS) appears equally
effective in improving quality of life.6 LNG-IUS seems to
be a promising option for management of DUB. A recent
study from Asia-Pacific region too revealed considerable
improvement in the overall treatment outcomes in women
having abnormal uterine bleeding with LNG-IUS.7 Thus
an option of LNG-IUS should be discussed with the
patient before resorting to hysterectomy in cases of DUB.
One important point to be remembered is that there is no
evidence available regarding the efficacy and safety of
the LNG-IUS for atypical endometrial hyperplasia.8
Curettage to rule out such changes in the endometrium is
a must, before insertion of LNG-IUS.
Simple hyperplasia was the most common histopathology
on curettage (40%); still 46% cases with final diagnosis
of simple hyperplasia were missed on endometrial
curettage. Concordance for simple hyperplasia on
curettage and hysterectomy was around 50% while it was
100% for complex hyperplasia. Before establishing the
diagnosis of DUB curettage of endometrial lining is a
standard of care in most of the places across the globe.9
However the discrepancy in the curettage sample and

hysterectomy specimen has posed a question mark in its
reliability. Studies have found concordance of up to 70%
between curettage and final hysterectomy specimen with
62% sensitivity for detecting hyperplasia.10 In our study
however we found it to be much lower for simple
endometrial hyperplasia. A total of 43 cases of
endometrial hyperplasia were detected in curettage, while
only 12 (51.1%) out of these had the same findings on
hysterectomy. This discordancy might be because of the
fact that a through curettage might sometimes serve as a
treatment for endometrial hyperplasia. However missing
out on 19 (46.3%) cases of simple hyperplasia might be
owing to the low sensitivity of curettage. We found a
sensitivity and specificity of curettage for detecting
simple endometrial hyperplasia to be only 53.6 % and
38.2% respectively.
A large number of cases (78%) with a preoperative
diagnosis of DUB had undetected coexistent myometrial
pathology. Around 60% women (40% adenomyosis alone
and 20% with leiomyoma) had an evidence adenomyosis
in the final hysterectomy specimen. In a study conducted
in 204 women undergoing hysterectomy for benign
gynecological conditions found a significant number of
women having adenomyosis which was not diagnosed
preoperatively. The authors hypothesized
that
endomyometrial
junction
deterioration
during
endometrial sampling may be a trigger point for
developing adenomyosis.11 In another study also clinical
and pathological correlation were poor, when DUB was
the preoperative clinical diagnosis. Based on their
observation here the authors suggested hysterectomy
specimens should be sent for histopathology regardless of
the preoperative histopathology of the endometrium.12
In our knowledge this is the first study in English
literature focusing on a very important issue in this era
where uterine conservation is so much talked about.
Medical management and conservative surgeries are of
proven efficacy in treating DUB. However our study
revealed some important aspects where the women will
be relieved of her symptoms only with hysterectomy.
Hysterectomy should be discussed as an option where
medical management fails as the reason for failure may
be underlying myometrial pathology. In these cases
higher imaging modalities may be tried to rule our
leiomyoma and/or adenomyosis. Simultaneously it has to
be understood that the sensitivity and specificity of
endometrial curettage is limited and variable among
different studies. Repeat curettage may be required in
cases of treatment failure. Further focused studies will be
helpful in finding out the reliability of endometrial
sampling by various methods (pipple, blind curettage, or
hysteroscopic guided biopsy) to optimize treatment.
CONCLUSIONS
We felt the need of thorough counselling for the benefits
and side effects of medical management prior to starting
it, as the most common indication for hysterectomy for
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DUB was non-compliance to medical management. If
women with normal histopathology reports on curettage
are not responding to medical management, further
imaging and sampling is required. Women non
responsive to medical management may have underlying/
co-existent myometrial pathology. The success of
medical therapy in these cases is low and hysterectomy is
usually required.
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