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Introduction: 
Hysterectomy is the most common major gy-
necological operation in the world. Estimated 
60,00,000 women undergo a hysterectomy each 
year in the United States1, with 37% of women 
having a hysterectomy performed by the age of 
65 years2. More than 70,000 hysterectomies per-
formed annually in England alone3. Currently 
one in three women in the United States and 
one in fi ve women in the United Kingdom have 
a hysterectomy before the age of 604. Although 
no concrete data exists regarding the prevalence 
of total abdominal hysterectomies in Pakistan, it 

is believed to be a commonly performed proce-
dure in Pakistan also 5.

All large scale surveys of hysterectomy practice 
have shown that 70-80% of hysterectomies are 
performed by the abdominal approach6. Seventy 
percent of hysterectomies are performed for be-
nign indications, which include menorrhagia, 
fi broids and uterine prolapse7.

Prospective observational study of >10 000 hys-
terectomies in Finland revealed an overall com-
plication rate of 17.2% for abdominal hysterec-
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tomy 8. Serious risks include damage to bladder 
and/or ureters (7/1000), damage to bowel 
(0.4/1000), major hemorrhage (15/1000), 
infection/pelvic abscess (2/1000) and throm-
boembolism (4/1000).Notwithstanding these 
complications, patient satisfaction following 
hysterectomy for heavy menstrual bleeding is as 
high as 95%9.

Material and methods: 
Between January 2011 to January 2012, patients 
who had a hysterectomy for benign gynecologi-
cal conditions were identifi ed. Only abdominal 
route cases were reviewed, exclusion criteria was 
gynecological malignancies, any other concur-
rent surgery for urinary incontinence or pelvic 
organ prolapse. Data was collected from the 
medical records of the patients and entered in 
to the data base for analysis. Th is retrospective 
study was conducted at Liaquat National Hos-
pital (LNH), Karachi. LNH is a tertiary care 
hospital, for post graduate training, and it is 
also supported by a medical college and nursing 
school.

Th e procedures were performed by the consul-
tants and senior registrars. Th e data collected 
included the patient’s age, indication for hyster-
ectomy, any complication occurred during the 
surgery like injury to adjacent viscera and hem-
orrhage requiring blood transfusion, post-oper-
ative complications like wound infection, vault 
hematoma, Urinary tract infection (UTI), Deep 
veinous thrombosis (DVT), pulmonary embo-
lism (PE) and fi stula formation were noted.

All patients received prophylactic antibiotics; 
vaginal douche with povidine iodine in the op-
eration room was done to all the patients before 
hysterectomy to prevent the vaginal spill of bac-
teria to operative site.

Results: 
Total 192 patients had hysterectomy during the 
one year period. Table 1 is showing the indica-
tions of hysterectomy. Th e commonest indica-
tion was DUB followed by fi broid uterus.

Of our patients 27.1% (52/192) developed 

intraoperative and postoperative morbidities. 
Frequency of complication was related to the 
indication of hysterectomy, the commonest 
complications were encountered in the cases of 
endometriosis or previous pelvic surgery. 

Th e commonest intraoperative morbidity was 
hemorrhage requiring blood transfusion; about 
7.8% (15) of the patients required blood trans-
fusion.2.6% (5) of the patients had bowel injury 
during the procedures. 

Table 2 is showing the post-operative complica-
tions. Th e commonest post operative complica-
tion was wound infection (8.3%) followed by 
urinary tract infection (UTI). Th e only emer-
gency re- laparotomy was performed due to the 
injury to large bowel that required fecal diver-
sion. No mortality occurred during the study 
period.

Discussion:
In this descriptive study we analyzed the indica-
tions of hysterectomy, the commonest indica-
tion was menstrual abnormalities either in the 
form of DUB (62.5%) or fi broid uterus (25.5%) 
that caused menorrhagia. Same is reported from 
a study from Karachi.10 In two other studies 
incidence of menstrual problem was 45% and 
38%11, almost similar to our study.

Adenomyosis accounted for 2.6% of hysterecto-
mies in our study; Gambone et al12 evaluated a 
quality assurance process to verify the surgical 
indications of hysterectomy. Th ey found that ad-
enomyosis had a low verifi cation rate of 38% and 
recommended that adenomyosis is no longer a 
reliable pre-operative indication in his hospital. 
MRI is highly specifi c for accurate diagnosis of 
adenomyosis however it is expensive and not 
available in most hospitals. Th e recommenda-
tion than for the indication of surgery should 
be that of presenting symptom (e.g. recurrent 
uterine bleeding) as adenomyosis is a histologi-
cal diagnosis.

Th e incidence of intraoperative complication in 
our study was 10.4%, similar to previous studies, 
which reports 2% to 11%.13, 14
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Th e commonest intraoperative complication 
in our study was hemorrhage requiring blood 
transfusion. Th e total incidence was 7.8% in our 
study; Dicker series15 showed an incidence of 
transfusion of 15.4% which is much higher than 
our study group. Th e incidence of visceral dam-
age in our study was 2.6%. Five patients had vis-
ceral injury during the procedures; all of them 
had bowel injury. Four patients were operated 
because of endometriosis and bowel was badly 
adherent to the uterus, three patients had sero-
sal tear repair and one patient had small bowel 
injury required repair. Fift h patient was oper-
ated for fi broid uterus with history of previous 
three caesarean scars, the bowel was adherent to 
previous scar and anterior abdominal wall and 
the posterior surface of the uterus, large bowel 
injury occurred intraoperatively which was not 
detected postoperatively and detected on third 
postoperative day when stool was found com-
ing from the drain site; emergency laparotomy 
along with fecal diversion done; post operatively 
patient remained alright. Th e unintended surgi-
cal procedure rate in our study was 2.6%.

According to the recent studies the rate of blad-
der injury is increasing with an overall rate of 
1-2%,16,17,18,19 which is partly due the increased 

rate of caesarean sections which result in blad-
der adherence to the uterus20, but this is not the 
case in our study, no iatrogenic intraoperative 
bladder injury detected during the study period.

Postoperatively the commonest complica-
tion encountered during the study period was 
wound infection; in the series of 192 patients 
16 patients had wound infection making an 
incidence of 8.3%, this incidence compares fa-
vorably with the rates of 9-14%reported in the 
literature21. Out of these 16 patients 5 patients 
required secondary suture, while rests were 
managed conservatively.

Of our patients, 5.2% (10/192) developed uri-
nary tract infection. Widely divergent rates of 
urinary tract infection aft er total abdominal 
hysterectomy, ranging from 5 to 30% have been 
reported in the literature22, 23, 24, 25. Ahmed F and 
Wasti S have noted 16% of urinary tract infec-
tion in their study5. Th is variation is the result 
of several factors including: predisposing pa-
tient’s factors like diabetes mellitus, obesity and 
anemia, diff erent practices regarding urinary 
catheterization and prolong catheterization. It 
has been found that increasing the professional 
training of personnel responsible for catheter-
ization leads to decreased infection rates.26

In our study group there was a single case of 
burst abdomen (0.5%); her hysterectomy was 
done for fi broid uterus which was 28 week size, 
midline incision was given and abdomen was 
closed in layers by prolene suture. On the 10th 
postoperative day at the time of suture removal 
in outpatient department the patient had burst 
abdomen. Layered closure of the midline inci-
sion was considered ideal in the past, Ellis et al 
reported that mass closure reduces the incidence 
of burst abdomen from 3% to 0.9%.26 Wallace et 
al found that mass closure by the Smead-Jones 
technique is superior to layered closure in the 
prevention of wound disruption27. Th e fi gures 
in our study showed a low preference for mass 
closure technique for midline incision although 
this has been shown superior method compared 
to layered closure.

Table 1: Indications of hysterectomy (n=192)

Indications of hysterectomies Cases %
DUB 120 62.5%

Fibroid Uterus 49 25.5%

Endometriosis 7 3.6%

Adenomyosis 5 2.6%

Adnexal Mass 5 2.6%

PID 6 3.1%

Total 192 100.0%

Table 2: Postoperative Morbidity (n=41)

Postoperative Morbidity Cases %
Wound Infection 16 8.3%

Prolong Paralytic Ileus 9 4.7%

Burst Abdomen 1 0.5%

Vesico Vaginal Fistula 1 0.5%

UTI 10 5.2%

Vault Haemotoma 3 1.6%

Emergency Laparotomy 1 0.5%
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Th e sole undetected injury to bladder leading to 
vesicovaginal fi stula (VVF) was treated success-
fully with latzko procedure. A study suggested 
routine use of cystoscopy aft er hysterectomy 
to identify any missed bladder injury.28 Data 
suggests that detection rate of ureteral injury is 
100% and bladder injury is 94.1%28 if cystosco-
py performed aft er hysterectomy. Competency 
in performing cystoscopy is a signifi cant issue 
with regard to universal cystoscopy as most of 
our training programs don’t adequately train 
their residents to perform diagnostic cystos-
copy. Although the patient with the VVF can 
have normal cystoscopy at the time of surgery as 
VVF may develop secondary to tissue ischemia 
and necrosis. 

Th ree of our patients developed vault hemato-
ma, no active surgical intervention required and 
all of them managed conservatively. 

Although hysterectomy for the benign disorders 
is a routine and usually well tolerated procedure, 
complications do occur; the resulting morbidity 
rates are not negligible. Th e overall morbidity 
rates in our study are no higher than the other 
international centers. 

Conclusion:
Intraoperative and postoperative complications 
aft er hysterectomy are not rare events. High risk 
population must be identifi ed and every patient 
must be considered individually to determine 
whether the proposed operation is appropriate 
and anticipated operation benefi ts the complica-
tions. Th e surgery done for the right indication 
and performed carefully has the potential for 
curing the patient. 
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