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ABSTRACT
Background: Often hysterectomy remains the only option available in many gynaecological conditions, though it is
resented by most women. This study aims to analyse the cases of hysterectomy performed in a tertiary care centre in
India, with a view to modify and improve health care provided to women.
Methods: A retrospective analysis of 500 cases of elective hysterectomy in Sree Gokulam Medical College and
Research Foundation from January 2016 to December 2017 was done from hospital records. The observations
according to age, indications of hysterectomy, route of hysterectomy and preservation of ovaries were statistically
analysed.
Results: 35.2% (176 cases) were between 45 and 50 years. Mean age was 48±2 years. 90.4% (452 cases) were done
in women above 40 years of age. The commonest indication for hysterectomy was symptomatic fibroid uterus 59.4%
(297 cases). 81.8% (409 cases) women underwent abdominal hysterectomy while 18.2 % (91 cases) women
underwent vaginal hysterectomy or laparoscopic assisted vaginal hysterectomy. 84.6% (77 of 91 cases) of vaginal
hysterectomy was done for prolapse uterus. Preservation of one or both ovaries was done in 47.2% (236 cases).
Conclusions: Hysterectomy is usually done after the age of 40 years with the mean age being 48±2 years.
Symptomatic fibroid uterus was the most common indication. The rates of vaginal hysterectomy were lower for
indications other than prolapse uterus. Ovaries were preserved in several cases.
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INTRODUCTION
Hysterectomy is the second most common surgery done
in women, next only to caesarean section. According to
International database 2014, in India 2.16/1000 women
have had hysterectomy.1 A study by Desai et al, from
Gujarat has shown that 13 % of women had undergone
hysterectomy at an average age of 37 years, in India.
The common indications of hysterectomy are fibroid
uterus, abnormal uterine bleeding, ovarian tumour, utero
vaginal prolapse, malignancies of uterus, cervix and

ovaries. The indications of hysterectomy vary from
benign to malignant conditions.
Hysterectomy is done through various routes viz.,
abdominal, vaginal and laparoscopic. This usually
depends on the surgeon’s preference and patient’s choice.
Hysterectomy is sometimes done with removal of one or
both adnexa especially in women above 45 years. When
concurrent oophorectomy is done in premenopausal
women, early menopause with its complications like
psycho
sexual
dysfunction,
osteoporosis
and
cardiovascular complications can occur.
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This study aims to analyse the hysterectomy cases
performed in a tertiary care centre over a period of one
year and attempts to analyse the cases based on age,
common indications, route of hysterectomy and
preservation of ovaries, in order to improve health care.
METHODS
This is a retrospective study conducted from January
2016 to December 2017 in the department of obstetrics
and gynaecology, Sree Gokulam medical college,
Venjaramoodu, Trivandrum. Sample size for the present
study was 500 cases.
Inclusion criteria
The study included all patients who underwent elective
hysterectomy in Sree Gokulam Medical College during
the one-year period of study.
Exclusion criteria
The study did not include emergency hysterectomy and
caesarean hysterectomy.
Patients were identified from hospital records. Data
regarding age, indications, route of hysterectomy and
preservation of ovaries, was collected from the hospital
records. Abdominal hysterectomy included total
abdominal hysterectomy (TAH), total abdominal
hysterectomy with unilateral salpingo-oophorectomy
(TAH USO), and total abdominal hysterectomy with
bilateral salpingo-oophorectomy (TAH BSO). It also
included hysterectomy done as a part of staging
laparotomy for malignancies. Vaginal hysterectomy
included vaginal hysterectomy with pelvic floor repair
(VH PFR), done for uterovaginal prolapse, non-descent
vaginal hysterectomy (NDVH) done for indications other
than prolapse and laparoscopic vaginal hysterectomy
(LAVH).
Statistical analysis
Data collected was analysed statistically using SPSS 20
IBM statistics. Descriptive statistics based on the
parameters of age, indications, route and preservation of
ovaries were taken and presented in percentages.
Comparison of variables were done using chi squared test
and significance was set at P < 0.05.
RESULTS
Age
Majority of patients, i.e., 35.2% (176) were between 45
and 50 years of age. Hysterectomy was done at less than
40 years in 9.6 % (48) (Table 1). Mean age was 48±2
years.

Table 1: Age distribution.
Age in years
< 40
40-44
45-50
>50
total

Frequency
48
146
176
130
500

Percentage
9.6
29.2
35.2
26
100

Indication
Most common indication for elective hysterectomy was
symptomatic fibroids. This constituted 59.4% (297
cases). 15.4 % (77 cases) were done for benign ovarian
tumour. Premalignant lesions of the cervix and
malignancies of ovary and endometrium contributed to
1.6 % (8cases) (Table 2).
Table 2: Indications of hysterectomy.
Indications
Fibroid uterus
Uterovaginal prolapse
Benign ovarian tumour
AUB
Postmenopausal bleeding
Adenomyosis
Endometriosis
Malignant ovarian tumour
Cervical intraepithelial
neoplasia
Carcinoma endometrium
Vaginal elongation cervix
Pelvic inflammatory
disease
total

Frequency
297
77
37
26
20
18
12
5

Percentage
59.4
15.4
7.4
5.2
4
3.6
2.4
1

2

0.4

1
3

0.2
0.6

2

0.4

500

100

Table 3: Routes of hysterectomy.
Route
Abdominal
81.8%
(409)
Vaginal
18.2% (91)

Types
TAH
TAH USO
TAH BSO
VH PFR
NDVH
LAVH

Total

Frequency
127
18
264
77
10
4
500

Percentage
25.4
3.6
52.8
15.4
2.0
0.8
100

(TAH total abdominal hysterectomy, TAH USO- total
abdominal
hysterectomy
with
unilateral
salpingo
oophorectomy, TAH BSO – total abdominal hysterectomy with
bilateral salpingo oophorectomy, VH PFR - vaginal
hysterectomy with pelvic floor repair, NDVH - Non descent
vaginal hysterectomy, LAVH- laparoscopic assisted vaginal
hysterectomy)

Route of hysterectomy
In 81.8% (409 cases), hysterectomy was done through the
abdominal route. Hysterectomy was done through the
vaginal route in 18.2 % (91cases) of which 17.4 %
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(87cases) were vaginal hysterectomies and 0.8% (4 cases)
were laparoscopic assisted vaginal hysterectomies (Table
3).
Preservation of ovaries
One or both ovaries were preserved in 47.2 % (236 cases)
(Table 4).
Table 4: Preservation of ovaries.
Preservation of ovaries
One or both ovaries
preserved
Both ovaries removed
Total

Frequency

Percentage

236

47.2

264
500

52.8
100

DISCUSSION
Hysterectomy is one of the commonest major surgical
procedure done in women, probably next only to
caesarean section.
About 75% of hysterectomy is done between 20 and 49
years of age3. Pandey et al4 in their study pointed that the
mean age of women undergoing hysterectomy was
48±9.9 years. In our study, 35.2% of patients were
between 45- 50 years and the mean age was 48±2 years.
In present study, the commonest indication for elective
hysterectomy was symptomatic fibroid uterus in 59.4%.
Study done by Pandey et al showed a 39.9% incidence of
fibroid uterus in hysterectomy patients.4 Bala et al
showed an incidence of 34 % of fibroids in hysterectomy
patients.1 Present study showed a slightly higher
incidence of fibroid uterus. However, the rates of
prolapse (15.4%) and AUB (5.2%) were similar to other
studies. Wu et al, Hysterectomy rates in US 2003 showed
a similar rate of 37% leiomyoma as indication for
hysterectomy.5
Patient acceptance of non-surgical methods of
management viz., medical management, endometrial
ablation, uterine artery embolization (UAE) and
levonorgestrel intra uterine system (LNG IUS) is less.
Oral medication suits a minority of women long term.6
Hysterectomy offers a permanent relief. Hysterectomy
reduces menstrual bleeding more than medical treatment
at 1 year. LNG IUS is equally effective in improving
quality of life. UAE though has a patient satisfaction rate
similar to hysterectomy and myomectomy, has an
increased likelihood of requirement of surgical
intervention within 2.5 years of initial procedure.7
Emergence of effective medical and conservative
treatment for benign conditions is questioning the need
for hysterectomy. The uterus should not be considered as
a vestigial organ after child bearing. Studies have proved
that following hysterectomy women suffer from psycho
sexual dysfunction8 and increased incidence of vault
prolapse.

In present study, 81.8% hysterectomy was done through
abdominal route and 18.2% through vaginal route. This
included vaginal hysterectomy and laparoscopic assisted
vaginal hysterectomy. Bala et al study also showed a
91.4% rate of abdominal hysterectomy and 8.6% rate of
vaginal hysterectomy.1 Wu et al5 from US showed
abdominal hysterectomy rates of 66.1%, vaginal
hysterectomy 21.8% and LAVH 11.8%.5 In present study,
only negligible 0.4% of cases were done by laparoscopic
route. It is unclear what proportion of hysterectomy
should be performed by each route. The route of surgery
must be individualized to the patient and surgeon
preference. Numerous determining factors include
indications for surgery, patient characteristics including
body mass index, prior surgeries, concomitant
procedures, risk of complications, length of hospital stay,
recovery and cost effectiveness. Overall, vaginal
hysterectomy is considered the surgery of choice if it is
feasible, because the vaginal route is associated with
fewer complications than other methods.9-12. When
vaginal and laparoscopic routes are compared, studies
have shown that laparoscopy does not provide any added
benefit but is associated with higher cost.11,13
Both ovaries were removed in 52.8% of present cases. In
a study by Bala et al, both ovaries were removed in
87.3% cases while a study done by Manesh MD et al,
both ovaries were removed in only 43% cases which is
similar to present study.1,4 The merit of doing concurrent
oophorectomy during hysterectomy continues to be
debated for women not at high risk for developing
ovarian cancer.
Estimates regarding the number of prophylactic
oophorectomies needed to prevent one case of ovarian
cancer range from 200 to 300. Benefits such as
prevention of ovarian cancer need to be weighed against
an instant surgical menopause that may increase the
woman’s risk of ischemic heart disease and osteoporosis.
Ovarian endocrine function is thought to wean off more
rapidly after removal of their target organ. Mean age of
onset of menopause in those who underwent
hysterectomy is 3.7 years earlier than average even when
ovaries are preserved.
CONCLUSION
Hysterectomy is done after the age of 40 years with the
mean age being 48±2 years. Symptomatic fibroid uterus
was the commonest indication. The rates of vaginal
hysterectomies were lower for indications other than
uterovaginal prolapse. Ovaries were preserved in a
number of cases. Patient should be encouraged to seek
conservative management for gynaecologic conditions
whenever possible. Gynaecologists should try to do more
hysterectomies through vaginal route as it is associated
with better patient comfort and less morbidity. Ovaries
should be preserved in women at low risk for
malignancies.
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