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Introduction

Hysterectomy is the most common

gynaecological operation performed worldwide1.

Prevalence of hysterectomy in the UK is 100,000/

year and greater than 70,000/ year in England2. In

Pakistan hysterectomy prevalence studies are not

available3. 40% of women all over the world will

have a hysterectomy by the age of 644. Hysterec-
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tomy is a successful operation in terms of symp-

toms relief and patient satisfaction. It provide defini-

tive cure to many diseases involving, uterus as well

as adenexa e.g. fibroids,dysfunctional uterine bleed-

ing (DUB), adenomyosis, endometriosis, pelvic in-

flammatory disease (PID), pelvic organ prolapse and

malignancy5. Hysterectomy may be performed by

abdominal, laparoscopic or vaginal procedure. Ab-

dominal hysterectomy involves complete removal

of uterus and cervix through abdominal route. Vari-

ous types of abdominal hysterectomy include total

abdominal hysterectomy, subtotal hysterectomy,

radical hysterectomy, interfacial and extra facial

hysterectomy according to type of procedure
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adopted6. At present there is no consensus on the

optimal route for surgery or the precise techniques,

although laparotomy is still the most common route

for hysterectomy7. In a Cochrane review about sur-

gical approach to hysterectomy for benign

gynaecological disease, the authors concluded that

vaginal hysterectomy should be performed in prefer-

ence to abdominal hysterectomy whenever possible

because of equal or significantly better outcome on

all parameter8. Several prospective controlled stud-

ies have shown that total laparoscopic hysterec-

tomy is a safe alternative to open surgery not only

for benign indicators but also for endometrial can-

cer9,10. Mortality rate from hysterectomy is 0.5-2/

10002. The diagnostic value of histopathological ex-

amination is well explained in patients with malig-

nancy where adjuvant treatment is dependent upon

grade and extent of invasion of disease. Diagnosis

of adenomyosis is only established by histopathol-

ogy, while DUB is a diagnosis of exclusion. Ulti-

mate diagnosis is only on histology, so every

hysterectomy specimen should be subjected to his-

topathological examination. Aim of this study was

to correlate indications of abdominal hysterectomy

as diagnosed clinically with those confirmed histo-

pathologically and find existing disparity.

Patients and Methods

This descriptive cross sectional study was car-

ried out at the Department of Gynaecology and Ob-

stetrics, in a tertiary care hospital of Karachi. All

vaginal and obstetric hysterectomies were ex-

cluded. A total of 313 major gynaecological surger-

ies were performed during 1st January 2011- 31st

December 2012. By using WHO sample size calcu-

lator11, considering the proportion 58.8%6 patients

of abdominal hysterectomies with margin of error

7.46% and 95% confidence level, an estimated

sample size was168. Abdominal hysterectomies in-

cluded in this study were 169. All the patients were

admitted through the outpatient department (OPD).

After correction of anaemia and other medical prob-

lems in collaboration with medical team, surgery

was performed. Data was recorded on a pre-de-

signed Performa, including demographic characteris-

tics and clinical features. Only one dominant diag-

nosis was considered and documented as the indi-

cation for the procedure. Patients were discharged

between 4th-6th post operative day and follow up

was done fortnightly. Hysterectomy specimens were

saved in 10% formalin and sent to Department of

Pathology.

Data was entered into SPSS version 14. Mean

Standard Deviation was calculated for age and par-

ity, frequency and percentage was calculated for

agreement between clinical indication and histo-

pathological diagnosis, Kappa test was applied to

see agreement between clinical and histopathologi-

cal findings. Kappa value greater than 0.7 was con-

sidered as good agreement.

Results

During 24 months 313 major gynecological sur-

geries were done, of which 169 (53.9%) were ab-

dominal hysterectomies. Table 1 shows the general

clinical features of the subjects. Mean age was

44.3 ± 5.3 years. Majority of women (59.2%) were

multiparous (Para 5 and above). The most common

presenting complaints were heavy menstrual loss

alone in 59.8% of patients, 21.9% presented with

heavy menstrual loss and chronic pelvic pain, 8.3%

with mass in lower abdomen, 6.5% presented with

post-menopausal bleeding and 6% with  chronic

pelvic pain.

Various indications for hysterectomy are listed

in Table 2. Majority of the hysterectomies were

done for dysfunctional uterine bleeding (39.6%), fi-

broid (29.6%), adenomyosis (8.9%), adnexal

masses (4.1%.), polyp (6.5%) and malignancy

(3%).

Table 3 shows the difference between histologi-

cal and clinical diagnosis. Histopathology confirmed

leiomyoma in 32 % of cases versus clinical diagno-

sis of 29.6%, amounting to 2.4% clinical underesti-

mation. Adenomyosis was clinically diagnosed in

8.9% but histopathology confirmed 23.7% cases

thus there was a clinical under diagnosis of 14.8%.

However, dysfunctional uterine bleeding was overes-
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timated clinically (39.6%) and confirmed histologi-

cally only in 16.6%. Histopathology results of 5(3%)

cases of suspected malignancy were endometrial

cancer 3, serous carcinoma of ovary 1 and muci-

nous carcinoma of ovary 1 case.

Table 1. Clinical presentation in abdominal
hysterectomy cases, n(%)

Mean age (years) 44.3(SD±5.30)

Parity

Nullipara 5(3)

P1-4 64(37.9)

P5 & above 100(59.2)

Symptoms

Heavy menstrual loss 101(59.8)

Pain in lower abdomen 6(3.6)

Pain in heavy menstural loss 37(21.9)

Mass in lower abdomen 14(8.3)

Postmenopausal bleeding 11(6.5)

Table 2. Clinical indication for abdominal
hysterectomy, n(%)

Dysfunctional uterine bleeding 67(39.6)

Fibroid uterus 50(29.6)

Adenomyosis 15(8.9)

Adenexal masses 7(4.1)

Polyp 11(6.5)

Malignancy 5(3)

Endometrosis 5(3)

Endometrial hyperplasia 6(3.6)

Pelvic inflammatory disease 3(1.8)

Table 3. Histopathological versus clinical
diagnosis in 169 cases of abdominal hysterec-
tomy

Indication Clinical Histopathological

Diagnosis Diagnosis

DUB* 39.60% 16.60%

Fibroid 29.60% 32%

Adenomyosis 8.90% 23.70%

Adenxal masses 4.10% 4.10%

Polyp 6.50% 12.40%

malignancy 3 % 3 %

Endometrosis 3 % 3 %

Endometrial hyperplasia 3.60% 3.60%

Pelvic inflammatory disease 1.80% 1.80%

*Dysfunctional uterine bleeding

Discussion

Hysterectomy is a common surgical procedure

performed on women in the peri and postmeno-

pausal period. In this study over a period of 2 years

313 major gynaecological surgeries were performed

of which 169 (53.9%) were abdominal hysterecto-

mies. The mean age at hysterectomy in this study

was 44.3 ± 5.3 years and majority of women

(59.2%) were multiparous (para five and above).

 The most common presenting symptom was

heavy menstrual loss with or without pelvic pain. It

is well known that perimenopausal age group and

high parity are associated with these symptoms.

This was also seen by Bashir et.al (38%)3, Shergill

SK et.al (66%)12 and Shakira P et. al (42.5%)13.

The most common indication for hysterectomy in

this study was abnormal uterine bleeding in 39.6%

cases but it was confirmed histologically in only

16.6% cases. This shows a clinical over-estimation

of abnormal uterine bleeding. Many studies have

shown abnormal uterine bleeding as the commonest

indication for hysterectomy3,14. The second most

common indication for hysterectomy in this study

was fibroids (29.6%.). In many studies it is the

leading indication for hysterectomy2,4,5. On histopa-

thology, leiomyoma was commonest pathology

(32%) indicating a slight clinical under estimation. It

was reported as main pathology in many studies.

Its incidence is 25.8% in Abbah city of Saudi

Arabia6, 78% in USA15, 48% in Nigeria16 and 8% in

Sweden17.

Geographical and racial influences are thus ap-

parent on the prevalence of uterine leiomyoma. Next

commonest cause for hysterectomy was ad-

enomyosis. Clinical diagnosis was made in 8.9%

cases but histological diagnosis of adenomyosis

was made in 23.7% hysterectomies indicating sub-

stantial clinical underestimation. Its incidence was

27.2% in a study from Lahore5, 26% in a study

from India12, 24% in a study from Karachi13, 24.9%

in Italy18 and 6% in West Indies19.

 Polyp was confirmed in 12.4% histopathologi-

cally, which is similar to studies from Pakistan

(10%)20 and Saudi Arabia (13.4%)21. Disparity

within clinical and histological diagnosis was found

least in cases of malignancy and adenexal

masses. Malignancy was diagnosed clinically in
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3% of cases and confirmed in 3% histologically. CT

scan and pre operative biopsy might have helped in

the accurate diagnosis.

Conclusion

The clinical and the pathological correlation

were very high when the clinical diagnosis was a fi-

broid, malignancy, endometrial hyperplasia,

adenexal masses, endometriosis and pelvic inflam-

matory disease. However the co relation was poor,

when dysfunctional uterine bleeding and adenomyo-

sis was the pre-operative clinical diagnosis. Histo-

pathology is mandatory for confirmation of

diagnosis and thus ensuring optimal management,

in particular for malignant disease.
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