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ABSTRACT

Objective: To review the indications of abdominal hysterectomy for benign gynaecological
conditions in a tertiary care hospital in Wah Cantt, Pakistan.

Study Design: Cross-sectional study

Setting: Gynaecology & Obstetrics department of Wah Medical college and allied Pakistan
Ordnance Factory hospital (POF) Wah Cantt, for eighteen months, from January 2007 to June 2008.

Patients and Methods: Retrospective review of the medical record of 159 patients was done.
Convenience sampling was done and data analysed in the form of frequency and percentages by
using SPSS version 10. Patients having abdominal hysterectomy for benign gynaecological
conditions during the study period were included. Exclusion criteria included uterovaginal
prolapse, malignancies and hysterectomy for obstetrical reasons.

Results: Review of the indications showed that out of 165 patients undergoing abdominal
hysterectomy, benign conditions were present in 159 (96.4%) patients.

Conclusion: The large number (96.4%), of hysterectomies being performed for benign lesions
emphasizes the need to periodically review the indications for which hysterectomies are being
performed in a unit. This will reduce the burden on the ancillary staff, hospital budget and also

reduce the psychological trauma of a woman, associated with the loss of an organ.
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INTRODUCTION

Abdominal hysterectomy was the second
most common surgical procedure performed
after Caesarean section, in 1990’s in the United
States!. Hysterectomy rates have been the
subject of controversy also in Australia since the
1970’s2. With periodic audits and availability of
more advanced medical options like
Levonorgestril containing intrauterine devices
or surgical techniques, like endometrial ablative
procedures, the situation has changed in
developed countries but in developing
countries the scenario is more or less the same.
This rise in the hysterectomy rates made the
gynaecologists to look for the factors that were
responsible for abdominal hysterectomy being
performed more frequently than other surgical
procedures. The simple explanation was that
the physicians are trained to perform
abdominal  hysterectomy than alternate
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procedures3, therefore they continue to perform
abdominal hysterectomy in clinical practice*.

The commonest benign conditions, for
which abdominal hysterectomy is performed
are, leiomyomas and dysfunctional uterine
bleeding (DUB). The alternate procedure for
curing leiomyoma is myomectomy which
allows for the retention of the uterus. According
to one study, myomectomy is associated with a
longer operating time, greater blood loss and
greater post operative morbidity (including
pelvic adhesions) and pain than abdominal
hyseterectomy>. However, 20% to 25% of
myomectomy patients require future uterine
surgery for recurrencesS. Myomectomy
therefore, is performed only in those who wish
to retain their fertility. Hysterectomy, for
leiomyoma, is the treatment option for those
who have completed their family and want to
avoid long term follow up required in such
cases.

Dysfunctional uterine bleeding is the other
benign condition that is treated by
hysterectomy. It affects 20-30%6%7 of women and
60% have to undergo hysterectomy within 5



years of diagnosis®. Dysfunctional uterine
bleeding is not associated with any organic
pathology of the genital tract therefore,
hysterectomy can be avoided in these cases by
adopting other treatment options. The aim of
this study was to review the indications for
hysterectomy for benign conditions and where
feasible offer alternate options for the patients
after thorough evaluation.

PATIENTS AND METHODS

Study was conducted in the Gynaecology
and obstetrics department of POF hospital,
affiliated with Wah medical college Wah Cantt.
The study period extended for duration of
eighteen months, from January 2007 to June
2008. Retrospective analysis of the patients’
record was done to review the indications for
which  abdominal  hysterectomies  were
performed. A cross sectional study was carried
out and convenience sampling technique was
used. Exclusion criteria included malignancies,
uterovaginal prolapse and hysterectomies done
for obstetrical reasons.

Results were analysed in the form of
frequencies and percentages by using SPSS
version 10.

RESULTS

During the study period, 1860 patients
were admitted in the department. Of these,
967(52%) had gynaecological problems. Out of
them surgery was performed in 429 (44%).
Major surgery was done in 195 (45.4%). In the
remaining 234 (54.5%) patients, other
procedures, like dilatation and curettage,
diagnostic laparoscopy and cervical biopsy etc.
was performed (Table).

Out of the 195 patients who underwent
major operative  procedures, abdominal
hysterectomy was done in 165 (84.6%), vaginal
hysterectomy was done in 24 (12.3%) and
myomectomy in six (3.1%) (Fig. 1).

Of 165 abdominal hysterectomies, benign
pathology was present in 159(96.4%). Figure 2
highlights various indications for abdominal
hysterectomy for benign gynaecological
conditions. Amongst the benign lesions,
dysfunctional uterine bleeding was the leading
cause in 132 (83%) cases followed by
leiomyoma in 14(8.8%). Adenomyosis was

diagnosed in 10(6.3%) after histopathology and
endometriosis was the reason for hysterectomy
in only 1(0.6%) patient. Two (1.3%)
hysterectomies were done for ovarian cysts in
women who had completed their families,
these, after histopathology were confirmed to
be benign. Age of these 159 patients ranged
between 33-60 years with Mean + SD (46.245 +
6.14) years.

DISCUSSION

Menorrhagia is the commonest
gynaecological cause of iron deficiency anaemia
in premenopausal women9. By definition
menorrhagia is diagnosed when the duration of
bleeding is equal to or greater than six days or
blood loss is at least 80 ml. Dysfunctional
uterine bleeding is bleeding from the genital
tract in the absence of organic pathology of the
genital tract.

In our setup dysfunctional uterine bleeding
was the leading indication for performing
abdominal hysterectomy. This is in contrast to a
study conducted in Jamshoro Sindh Pakistan??,
where leiomyoma was on the top of the list.
Dysfunctional uterine bleeding is one
indication, which managed appropriately, can
reduce the hysterectomy rate.

The treatment options available for the
management of menorrhagia are medical and
surgical. These options have been thoroughly
evaluated by conducting large trials over the
past few years. Different analysis and
conclusions have been drawn from these
studies comparing and contrasting the one
treatment option with the other. Medical
management includes conventional use of
tranexamic acid and more recently Mirena,
Levonorgestrel intrauterine system (LNG IUS),
is in vogue. Mirena is a progestogen containing
contraceptive device, introduced in the United
Kingdom in May 1995, and has a side effect of a
reduction of menses!l. A recent review by the
Royal College of Gynaecologists has
recommended that a progestogen releasing
intrauterine device is an effective treatment for
reducing heavy menstrual blood loss and
should be considered as an alternate to surgical
treatment’2. Medical management, should,
therefore, be the first treatment option. In case



the medical management fails, surgical
management becomes mandatory. The surgical
treatment = modalities  include  ablative
procedures and hysterectomy. No doubt
hysterectomy is the definitive treatment for
menorrhagia, but the fact remains that it is a
major surgical procedure associated with
physical and emotional complications and
social and economic costs. The other less
invasive, endometrial ablative techniques, aim
at the complete removal of the endometrium.
The main advantage is reduced morbidity,
mortality, cost effectiveness and quick return to
normal physical activity. Endometrial ablation
(EA), as treatment modality, was introduced in
late 1980’s. There have been randomized trials
comparing two modes of ablation'3, ablation
and hysterectomy?* and ablation and medical
management’. These conclude that EA may
have useful role in gynaecology and a review
by the Royal College of Obstetrics and
Gynaecology concluded that these procedures
are an effective treatment for menorrhagia’s.
Economic evaluation alongside randomized
trials indicates that even allowing for the risk of
treatment failure, endometrial ablation has a

lower cost per patient than abdominal
hysterectomy?67.
The second commonest reason for

abdominal hysterectomy, in our study was
leiomyoma. These patients had no further
fertility ~desire. They wanted abdominal
hysterectomy to avoid long term follow up
required in such cases. This trend was also
observed in a study conducted at Khyber
hospital NWFP8. Myomectomy is associated
with a longer operating time, greater blood loss
and greater post-operative morbidity (including
pelvic adhesions) and pain than abdominal
hysterectomyb. Despite this fact myomectomy
is still the operation of choice for those who
want to retain their child bearing ability.

Adenomyosis, diagnosed after
histopathology, is invariably treated by
hysterectomy.

CONCLUSION
Among the bening gynaecological

conditions dysfunctional uterine bleeding is the
major reason for  which  abdominal

hysterectomies are being performed in our
setup. Need of the day is to have periodic audit
of the indications and also collaboration
between gynaecology departments at local and
national level to see the trends of the
indications for which surgical procedures are
being performed. Medical options should be
tried first and only in cases of failure surgical
options should be considered. Even then,
conservative surgical techniques to be tried
first, before resorting to more extensive and
definitive treatment by hysterectomy.

ACKNOWLEDGEMENTS

The author wishes to thank the help of
Nadia Khalida Waheed, Colonel® Muhammad
Ashraf Chaudary and Mr. Muhammad Afzal
for their helpful and constructive comments.

REFERENCES

1. Graves E] National Center for health Statistics. National hospital
Discharge Survey. Annual Summary 1970 Hyattsville, MD: National
Centre for Health Statistics, 1992 (Vital and Health Statistics Series12:
Data from Public Health Service, no. 112)

2. Opit L], Gadiel Hysterectomy in New South Wales. Sydney, office of
Health Care Finance. 1982

3. Kovac SR. Guidelines to determine the route of hysterectomy Obstet
Gynaecol 1995; 85: 18-23

4. Gambone JC, Reiter RC, Hagey S. clinical outcomes in gynaecology:
Hysterectomy In: Barbieri RL, Ed, Current Problems in Obstetrics,
Gynecology and Fertility 1993; 16; July / August

5. Wallach EE Myomectomy In: Stovall TG, Ed Hysterectomy New York:
Elsevier Science Publishing CO. Inc, 1993

6. Cooke I, Lethaby A, Farquhar C. Antifibrinolytic for heavy menstrual
bleeding(Cochrane review) In: The Cochrane Library, Issue 3 Oxford;
Updated Software, 1999

7. Cooper KG, Parkin DE, Garret AM, Grant AM. A randomized
comparison of medical and hysteroscopic management in women
consulting a gynaecologist for treatment of heavy menstrual loss. Br J
Obstet Gynaecol. 1997; 104: 1360-6

8. Coulter A, Bradlow J, Agass M, Martin - Bates C, Tulloch A. outcomes
of referrals to gynaecology outpatient clinics for menstrual problems,
an audit of general practice records. Br ] Obstet Gynaecol. 1991; 98: 8:
789-96

9. Radesic B, Sharma A, 2004 Levonorgestril-releasing intrauterine system for
treating menstrual disorders: A patient satisfaction questionnaire. Aust NZ J
Obstet Gynecol 44: 247-251.

10. Meharrunnisa Khaskheli and Shahla Baloch. Abdominal Hysterectomy: A
common surgical procedure for benign gynaecological disease. JLUMHS Sept-
Dec 2007

11. ABPI. ABPI Compendium of Data sheets and summaries of product
characteristics 1998-1999, London: Datapharm, 1998

12. Royal College of Obstetrics and Gynaecology. The management of
menorrhagia in secondary care. Evidence Based Clinical Guidelines No.
5, July 1999. London: RCOG Press.

13. Bhattacharya S, Cameron IM, Parkin DE et al, A pragmatic randomized
comparison of transcervical resection of the endometrium with
endometrial laser ablation for the treatment of menorrhagia. Br ] Obstet
Gynaecol 1997; 104: 601-607

14. O’Connor H, Broad ben JAM, Magos AL, Mc Pherson K. medical
Research Council trial of endometrial resection versus hysterectomy in
management of menorrhagia. Lancet 1997; 389: 897-901.

15. Royal College of Obstetrics and Gynaecology. The management of
menorrhagia in secondary Care. Evidence-Based clinical Guidelines
No. 5, July 1999. London: RCOG Press.

16. Sculpher MJ, Dwyer N, Byford S, Stirrat GM. Randomized trial
comparing hysterectomy and transcervical endometrial resection: effect
on Health-related quality of life and cots two years after surgery. Br J
Obstet Gynaecol. 1996; 103: 142-149.



17. Cameron IM, Mollison J, Pinion SB, Atheton-Naji A, Buckingham K, 18. Begum S, Khan S, Audit of leiomyoma uterus at Khyber Teaching
Torgerson D. a cost comparison of hysterectomy and hysterectomy and Hospital, Peshawar. ] Ayub Med Coll Abbottabad. 2004; 16: 2: 46-49.
hysteroscopic surgery for the treatment of menorrhagia. Eur J Obstet
Gynecol Reprod Biol. 1996; 70: 87-92.

Table-1: Surgical procedures performed from January 2007 to June 2008 (n=429)

Surgical procedures Number Percentage
Major procedures 195 45.4
Other procedures 234 54.5

Fig.1 Major Operative Procedures Performed During the Study Period
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Fig.2 Benign Lesions treated with abdominal hysterectomy (n=159)
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