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INTRODUCTION 

Hysterectomy has been a common gynaecological 

operation for generations, and it is the most common 

major gynaecological operation performed worldwide.1,2 

being the second most frequent surgical operation 

performed on women after caesarean section.3 It is 

performed for oncological (malignant) and non-

oncological (benign) indications. It is considered the 

definitive treatment of various benign pelvic pathologies 

like leiomyoma, dysfunctional uterine bleeding (DUB), 

chronic pelvic pain, endometriosis, adenomyosis and 

uterovaginal prolapse as well as malignancies. 

Traditionally, hysterectomies have been performed either 

by the open abdominal route or by the vaginal route. In 

recent times, with advancements in technology, most 

high-income countries have engaged in laparoscopic 

hysterectomy for both benign and malignant 

pathologies.4,5 Furthermore, the technology trend has led 

to robotic-assisted hysterectomy.6-8 The advantages of 

laparoscopic and robotic-assisted hysterectomy include 

less post-operative morbidity, short hospital stay and 

early resumption of work after surgery.8 Hysterectomy 

rates for non-oncological indications in the developed 
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world have also diminished owing to a generally more 

conservative approach that aims at uterine conservation 

such as the use of various endometrial ablation methods. 

This trend in the uptake of hysterectomy has not been the 

same in most low and middle-income countries due 

mainly to socio-cultural and economic barriers and to the 

absence in most of these countries of training programs 

for laparoscopic hysterectomy.9-12 In our sub-region, 

hysterectomy rates for non-oncological indications are 

still high. A review of the literature revealed a paucity of 

local studies examining the indications and complications 

associated with non-oncological hysterectomy.  

This study was aimed at determining the indications, 

surgical outcomes, complications and challenges of 

hysterectomies for non-oncological indications in a 

tertiary referral centre in Ghana over a two-year period 

(1st January 2018 to 31st December 2019).  

The findings will help in planning, organization of health 

care services, staff training and patient education. We 

additionally aim to highlight and recommend application 

of novel uterine-preserving methods of managing benign 

gynaecological uterine conditions and reduce the 

incidence of non-oncologically indicated hysterectomies.  

METHODS 

Study design, area and population 

This is a retrospective descriptive cross-sectional study 

on all elective hysterectomies performed for non-

oncological indications in the gynecology department of 

Komfo Anokye Teaching Hospital (KATH), Kumasi over 

the period 1st January 2018 to 31st December 2019. 

KATH is a 1300 bed capacity hospital and is the second 

largest tertiary hospital in Ghana serving as the major 

referral centre for the middle and northern sectors of 

Ghana. It is also designated as a training and teaching 

facility for the Kwame Nkrumah University of Science 

and Technology School of Medicine and Dentistry 

(KNUST/KSMD), Kumasi, and offers specialised or 

scientific clinical care, research and teaching. Included in 

the study were women who underwent elective 

hysterectomy for non-oncological indications in the 

Obstetrics and Gynaecology Directorate of KATH, 

Kumasi over the period 1st January 2018 to 31st 

December 2019. The exclusion criteria were: women who 

underwent elective hysterectomy outside KATH, women 

who had hysterectomy for oncological indications at 

KATH, women who had emergency hysterectomy at 

KATH and women who met the inclusion criteria but had 

incomplete medical records. 

Data collection 

The medical records of all eligible women were retrieved, 

reviewed and analyzed by the investigators aided by a 

research assistant (a resident in the department). The 

resident was taken through training to ensure data 

extraction was efficient. A data capture form (proforma) 

designed for the purpose of this study was used to capture 

the data. Information extracted from the medical records 

included socio-demographic data and surgical 

information: mainly age, indication for hysterectomy, 

type of abdominal incision, type of hysterectomy (total or 

subtotal), and route (abdominal, vaginal or laparoscopic). 

Other data was any associated procedures, type of 

anaesthesia used, level of the primary surgeon and 

intraoperative complications.  

Data handling and analysis 

The data collected was coded and entered into a pre-

designed data collection proforma. No patient identifiable 

information was documented. The information was then 

entered onto a Microsoft Excel Spread sheet. The data 

was then cleaned and those with incomplete data 

excluded. The final data was then analysed using STATA 

version 10. The data was password protected and 

accessible to only the investigators. The analysis was 

focused on the indications and surgical outcomes of 

hysterectomy. In computing the sociodemographic 

features of the study participants, measures of central 

tendencies (mean, standard deviation and interquartile 

ranges) were used while frequencies and percentages 

were used to compute continuous variables and then 

summarized in tables.   

RESULTS 

General characteristics  

During the 2-year study period, a total of 245 elective 

non-oncological hysterectomies were performed. 126 

(51.43%; n=126/245) in 2018 and there was a slight 

decrease in numbers to 119 (48.57%; n=119/245) in 

2019. The age of the participants ranged from 33 to 80 

years with a mean age of 49.08 years; [standard deviation 

(SD): 8.88]. Women in the 40-49 year-old-age group 

constituted the majority 55.51% (n=136/245) and 62.45% 

(n=153/245) of cases were below 50 years old and 4.90% 

were more than 70 years (Table 1). 

Indications for hysterectomy 

The primary clinical indications for elective non-

oncological hysterectomies were assessed in our study 

(Table 2). Multinodular fibroid uterus (without 

menorrhagia) constituted the major (42.85%, n=105/245) 

primary indication for non-oncological hysterectomies in 

our series whilst fibroid uterus with menorrhagia 

constituted 33.06% (n=81/245) of the cases. Genital 

prolapse constituted 13.47% (n=33/245) of the 

indications. Less common indications were chronic 

pelvic pain, endometrial hyperplasia, recurrent 

endometrial polyps in a postmenopausal woman, 
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dysfunctional uterine bleeding and severe cervical 

dysplasia. 

Table 1: Age distribution of women who had 

emergency hysterectomy. 

Age group (years) 
Frequency 

(N) 

Percentage  

(%) 

30-39  17  6.94 

40-49 136 55.51 

50-59  57 23.27 

60-69  23  9.38 

70-79  11  4.49 

80-89  1  0.41 

Total 245 100.00 

Table 2: Primary indication for elective                             

non-oncological hysterectomies. 

Indication  
Frequency 

(N) 

Percentage 

(%) 

Bulky multinodular 

fibroid uterus 
105 42.85 

Fibroid uterus with 

menorrhagia 
 81 33.06 

Genital prolapse  33 13.47 

Persistent ovarian cyst  8  3.27 

Chronic pelvic pain  7  2.86 

Endometrial hyperplasia  6  2.45 

Others**  5  2.04 

Total  245 100.00 

Others**: 1 case of recurrent endometrial polyp, 3 cases of 

dysfunctional uterine bleeding and 1 case of severe cervical 

dysplasia 

Characteristics of elective non-oncological 

hysterectomies 

The characteristics of elective non-oncological 

hysterectomies in our series were assessed. 

Route of entry  

Majority of the hysterectomies (87%; n=212/245) were 

performed through the open abdominal route and 33%; 

(n=33/245) were by the vaginal route. There was no case 

of laparoscopic hysterectomy. All the vaginal 

hysterectomies were as a result of utero-vaginal prolapse. 

Out of the 212 abdominal hysterectomies, abdominal 

entry was through the low transverse skin incision in 

169/212 cases whilst 43/212 were through a midline skin 

incision. 

Type of hysterectomy  

Majority (98.78%; n=242/245) of the hysterectomies 

were total hysterectomies whilst 1.22% (n=3/245) were 

subtotal (supracervical) hysterectomies. 

Table 3: Characteristics of hysterectomy. 

Variables 
Frequency 

(N) 

Percentage 

(%) 

Route of hysterectomy  

Laparotomy 

(abdominal) 
212 87 

Vaginal   33 13 

Laparoscopy   0  0 

Total 245 100 

Type of hysterectomy   

Total 242 98.78 

Subtotal 

(supracervical) 
 3  1.22 

Total 245 100.00 

Additional procedures  

None 95 38.77 

BSO 78 31.84 

Unilateral salpingo-

oophorectomy           

(RSO+LSO) 

38 15.51 

SSLFPFR** 30 12.24 

McCall culdoplasty+ 

perinorrhaphy 
 2  0.82 

Bowel repair  1  0.41 

Bladder repair  1  0.41 

Total 245 100.00 

Intra-operative complications  

None 242 98.80 

Bladder injury  1 0.40 

Bowel injury  1 0.40 

Bleeding ovary  1 0.40 

Death  0 0.00 

Total 245 100.00 

Type of anaesthesia   

Regional (spinal)  176 71.84 

General  62 25.31 

Regional and general  7  2.85 

Total 245 100.00 

Level of primary surgeon  

Consultant  56 22.86 

Senior specialist  43 17.55 

Specialist 144 58.78 

Resident  2  0.81 

Total 245 100.00 

SSLFPFR**: Sacrospinous ligament fixation and pelvic floor 

Repair 

Additional procedures 

The commonest additional procedures performed were 

bilateral salpingo-oophorectomy (31.84%; n=78/245), 

unilateral salpingo-oophorectomy (15.51%; n=38/245) 

and sacrospinous ligament fixation and pelvic floor repair 

(SSLFPFR) 12.24% (n=30/245). In 38.33% (n=95/245), 

no additional procedure was performed. 
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Intra-operative complications 

Intra-operative complication rates were low. Bowel 

injury (0.40%; n=1/245), bladder injury (0.40%; 

n=1/245) and bleeding from an ovary (0.40%; n=1/245) 

were the intra-operative complications noted. 

Type of anaesthesia and primary surgeon 

Regional anaesthesia was the commonest type of 

anaesthesia (71.84%; n=176/245). General anesthesia 

constituted 25.31% (n=62/245) and 2.85% (n=7/245) 

were regional anaesthesia that were converted to general 

anaesthesia. The primary surgeon was above the level of 

a specialist in 99.19% (n=243/245) of cases and all these 

were assisted by residents. 

DISCUSSION 

Hysterectomy is the most common gynecological 

procedure in the world and is the most definitive 

treatment option for various diseases like dysfunctional 

uterine bleeding (DUB), leiomyoma, adenomyosis, 

chronic pelvic pain, uterine prolapse and malignancy.13 

This procedure leads to removal of the uterus with 

complete termination of the child-bearing potential of the 

woman. Nowadays, the world is focusing on successful, 

effective, safe and cost-effective, minimally invasive 

treatment options for benign gynecological disorders as 

alternative to hyste-rectomy.14 This has questioned the 

justification for hysterectomy for non-oncological 

indications. 

During the 2-year study period, a total of 245 elective 

non-oncological hysterectomies were performed: 126 

(51.43%) in 2018 and there was a slight decrease in 

numbers to 119 (48.57%) in 2019. Most of the women 

who underwent hysterectomy were in their fourth and 

fifth decades of life with a mean of 49.08 years (SD: 

8.88]. Compared with other studies, the mean age of our 

study participants was higher than that reported by 

Kouam et al in Yaoundé (43.23±8.23 years), while others 

have reported an average age for hysterectomy of 

49.9±12.6 years.15-17 Among our study population, 

62.45% of the women were in the 30-49-year-old group. 

It implies a lot of relatively young women are having 

hysterectomies and ending their child-bearing potential. 

There are known adverse long-term outcomes of 

hysterectomy including pelvic organ prolapse, urinary 

incontinence, anal incontinence, bowel dysfunction, 

pelvic organ fistula and renal cell carcinoma.18 

Therefore, there is the need to consider alternative 

uterine-conserving methods to manage these patients 

especially once their gynaecological conditions are not 

life-threatening. Medical options available include the 

use of selective progesterone receptor modulators 

(SPRMs) such as ulipristal acetate (UPA), aromatase 

inhibitors, gonadotropin releasing hormone analogues 

(GnRHa) and levonorgestrel releasing intrauterine system 

(LNG-IUS). Additionally, interventional radiology 

options such as uterine artery embolization (UAE) and 

fibroid artery embolisation are well recognized uterine-

sparing (fertility-preserving) methods of treating fibroids. 

More recently, the introduction of ultrasound waves 

(MRgFUS) or radiofrequency (VizAblate™ and 

Acessa™) for uterine fibroid ablation has added to the 

options of minimal access treatment.19,20 These can be 

offered especially as an option to women wishing to 

conserve their reproductive function. Additionally, 

several endometrial ablative methods are also available to 

treat these women. However, most of these treatment 

modalities are not readily available in low-resourced 

countries as most healthcare facilities do not have the 

technical and financial capability to offer these services 

to their clients. In a few facilities where these services are 

offered, the cost may be beyond the average client. As 

such removal of the uterus becomes the most favourable 

option. 

The main purpose of hysterectomy is to relieve symptoms 

and improve quality of life deteriorated by symptoms 

such as abnormal menstrual bleeding, uterine fibroids, 

dysmenorrhea, chronic pelvic pain, bowel and urinary 

symptoms or uterine prolapse.21 Therefore, assessing the 

suitability of the indications for hysterectomy is 

important. In our series, bulky, multinodular fibroid 

uterus (without menorrhagia) constituted the major 

(42.85%) primary indication for non-oncological 

hysterectomies followed by fibroid uterus with 

menorrhagia (33.06%). Therefore, fibroid-related 

indications constituted 75.91% of indications for non-

oncological hysterectomies in our series. This is 

consistent with other studies that reported that uterine 

fibroids are the most common indication for 

hysterectomy.22-26 We believe most of these 

hysterectomies could have been avoided if there existed 

other uterine-saving interventions. Genital prolapse 

followed the fibroid-related indication, constituting 

13.47% (n= 33/245) of the indications. This subgroup of 

patients had various degrees of utero-vaginal prolapse 

and required vaginal hysterectomy. The same indications 

of uterine fibroid and genital prolapse topped the list of 

indications for hysterectomies in various studies.27-29 Less 

common indications in our series were chronic pelvic 

pain, endometrial hyperplasia, recurrent endometrial 

polyps in a postmenopausal women, dysfunctional 

uterine bleeding and severe cervical dysplasia. 

All our hysterectomies were performed through the 

abdominal (87%; n=212/245) and the vaginal routes 

33%; (n=33/245). There was no case of laparoscopic 

hysterectomy. The abdominal route has been the most 

popular route in most studies. In a Turkish study more 

than 90% of the hysterectomies were done by abdominal 

route.30 Total abdominal hysterectomy accounted for 

82.7% of hysterectomies in another study from India.31 

Additionally, most of the hysterectomies were performed 

through an abdominal route in accordance with a 
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Canadian study (abdominal 78%, vaginal 14%, and 

laparoscopic 5.9%).32  

Hysterectomy can be performed as a minimally invasive 

surgical procedure such as laparoscopic hysterectomy and 

robotic surgery. This has become the modern method in 

most developed and developing countries. A study 

carried out in Quebec, Canada, showed that the 

proportion of hysterectomies done by laparoscopy 

increased over the years while vaginal hysterectomies 

remained stable. Therefore, the number of abdominal 

hysterectomies was declining and the technicality index 

was increasing in Quebec. This was attributed to an 

increased use of medical alternatives and the presence of 

gynecologists better trained in advanced laparoscopic 

surgery.33,34 The trend in the uptake of hysterectomy has 

not been the same in most low and middle-income 

countries due mainly to socio-cultural and economic 

barriers and to the absence in most of these countries of 

training programs for laparoscopic hysterectomy.9-12 

There was no case of laparoscopic hysterectomy in our 

centre. Operative laparoscopy had not taken off in our 

centre due to initial lack of expertise and absence of an 

operative laparoscopic service. Recently an operative 

service is being set up and with more specialists 

acquiring the operative laparoscopic skill, the trend will 

change soon. Additionally, the bulky, multinodular sizes 

of the fibroids, previous multiple myomectomies with 

associated potential risks of surgery may be a 

disincentive to this modern surgical approach. We will 

still recommend attention being paid to minimal access 

surgery as this method is endowed with several 

advantages including less post-operative morbidity, short 

hospital stay and early resumption of work after surgery 

and reduced cost to the health service. Fear of 

complications of laparoscopic hysterectomy may obviate 

its general use but careful patient selection is imperative 

in order to reduce the potential complications. 

Majority (98.78%; n=242/245) of the hysterectomies in 

our study were total hysterectomies whilst a minority 

(1.22%; n=3/245) were subtotal (supracervical) 

hysterectomies. Proponents of subtotal hysterectomy 

report a lesser blood loss, a reduced need for blood 

transfusion, reduced operating time and reduced intra and 

postoperative complications such as fewer instances of 

damage to the urinary tract (bladder and ureters).35,36 

However, total hysterectomy has the advantage of 

removing the development of malignancy in the cervical 

stump, the need for regular cytology and other associated 

problems such as bleeding or discharge associated with 

the residual cervical stump. Surgical complications 

associated with hysterectomy include injury to bladder, 

ureters, bowel or blood vessels. These complications are 

rare and are common in patients with previous abdomino-

pelvic surgeries. In our patient population, there were no 

major complications that endanger the life of the patients. 

Bowel injury (0.40%; n= 1/245), bladder injury (0.40%; 

n=1/245) and bleeding from an ovary (0.40%; n=1/245) 

were the intra-operative complications noted. These 

complications were identified and immediately managed. 

Reduced intraoperative complications are usually 

associated with the skill and experience of the 

gynecologists, especially in patients who have had a 

previous surgical operation.37 The primary surgeon was 

above the level of a specialist in 99.19% (n=243/245) of 

cases and all these were assisted by residents. We believe 

that these low complication rates can be attributable to 

the level of expertise and experience of the primary 

surgeon. This has an advantage of improving training in 

the acquisition of the requisite skills of the trainees whilst 

not compromising on the quality of care offered to these 

women. The role of anaesthesia in the efficient 

performance of this major surgical procedure cannot be 

overemphasized. Regional anaesthesia was the 

commonest type of anaesthesia (71.84%; n=176/245) 

followed by general anesthesia [25.31% (n=62/245)]. In a 

few cases 2.85% (n=7/245) regional anaesthesia had to be 

converted to general anaesthesia. During hysterectomy, 

additional procedures such as concomitant elective or 

emergency bilateral or unilateral salpingo-oophorectomy 

may be required. In patients with utero-vaginal prolapse, 

SSLFPFR may be required. No additional procedure was 

performed in 38.33% (n=95/245) in our study. The 

commonest additional procedures performed were 

bilateral salpingo-oophorectomy (31.84%; n=78/245), 

unilateral salpingo-oophorectomy (15.51%; n=38/245) 

and SSLFPFR 12.24% (n=30/245) for those who had 

vaginal hysterectomy for prolapse. Ovarian conservation 

is a major consideration during non-oncologically 

indicated hysterectomy especially in the menopausal 

woman. There are benefits of ovarian conservation, and 

at no age is there a clear benefit from prophylactic 

oophorectomy. In women who are not at risk for ovarian 

cancer or having related malignancy at time of surgery, 

even in postmenopausal women, ovarian conservation 

may lead to longer survival, and limits the need for 

hormonal replacement therapy. 

The major debate surrounding non-oncological 

hysterectomies is the appropriateness of the indication. In 

a study to judge appropriateness of non-emergency and 

non-oncologic hysterectomies in USA, indications were 

often found to be inappropriate.38 Therefore, resort to 

medical management and use of uterine-conserving 

methods are invaluable measures to reduce the cost to 

patients and the healthcare service, morbidity, increased 

length of hospital stay and the potential psychological 

morbidity associated with loss of the uterus which some 

women perceive as making them incomplete once it is 

removed. 

Limitations  

This was a retrospective study. Besides this was a 

hospital-based study and the data collected were from a 

single institution; therefore, the results may not reflect the 

general trend of non-oncologic hysterectomy in Ghana. 
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CONCLUSION 

Most women had hysterectomy for non-oncological 

indications in their fourth and fifth decades of life with 

fibroid-related conditions and genital prolapse 

constituting the commonest indications. All 

hysterectomies were performed through the abdominal 

and vaginal routes with no uptake of laparoscopic 

hysterectomy. Hysterectomies are generally safe in the 

hands of an experienced and skilled surgical team. More 

consideration should be given to uterine-conserving 

methods in management of benign conditions instead to 

resorting to hysterectomy especially once these 

gynaecological conditions are not life-threatening.  
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