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Abstract: 

Background: Total abdominal hysterectomy is a common major gynaecological 

operation. A significant proportion of the surgeries are done for benign 

gynaecological tumours.   

 Objectives:  This study aimed to determine the prevalence of total abdominal 

hysterectomy for benign gynaecological tumours, the morbidity and mortality 

associated with the surgery and the duration of hospital stay.   

Study design: A retrospective study of all cases of total abdominal hysterectomy 

done for benign gynaecological tumours over a four year period. 

 Results: Total abdominal hysterectomy for benign gynaecological tumors 

accounted for 10.6% of all major gynaecological surgeries for the period under 

study. The age group of 40 – 44 years contributed 45% of the patients that had total 

abdominal hysterectomy for benign gynaecological tumours. Uterine fibroid was 

the commonest indication, accounting for 90.37% of all cases. About 35% of the 

cases had postoperative complications. There was no mortality recorded. 

Keywords: Abdominal hysterectomy; benign tumours; Post operative morbidity; 

Jos. 
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Introduction: 

 Approximately five hundred and ninety thousand (590,000) hysterectomies 

are performed every year in the United States of America1, and seventy-eight 

thousand and eight hundred and twenty-one (78,821) were performed in the United 

Kingdom in 1994 – 19952.  This makes hysterectomy the commonest major 

gynaecological operation, and the vast majority of the procedure was performed 

for benign disease3 

 The procedure may be total hysterectomy, when both the body of the uterus 

and the cervix are removed or subtotal hysterectomy, when the cervix is conserved. 

In the United Kingdom, subtotal hysterectomy is an unpopular procedure, 

accounting for only 1.47% of the hysterectomies in 1994 - 19952   This is 

apparently largely due to a perceived risk of cervical stump carcinoma3.   

 Charles Clay performed the first recorded hysterectomy in 18434. The 

patient unfortunately died in the immediate postoperative period. Undaunted, Clay 

performed another hysterectomy the following year. This was a subtotal 

hysterectomy and the patient lived for 15 days. Subsequent hysterectomies were 

subtotal until 1929 when Richardson performed a hysterectomy, which included 

removal of the cervix5. 
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 When the 1940s heralded antibiotics, blood transfusion, modern anaesthesia 

and improved surgical techniques, total hysterectomy took off as the preferred 

procedure over subtotal hysterectomy. 

 Alternatives to total abdominal hysterectomy such as laparoscopically 

assisted vaginal hysterectomy (LAVH) 6 and endometrial ablation7, 8 are being 

performed in developed countries. These facilities are not widely available in the 

developing countries. 

 The rate of hysterectomy varies from 6.1 to 8.6 per 1000 women of all ages; 

with women between 20 and 49 years constituting the largest segment (75%) of 

women undergoing the procedure. The mean age of women undergoing 

hysterectomy is 42.7 years and the median age is 40.9 years3, 9. 

 In Ibadan, Olumuyiwa et al reported an incidence of 10.2% of total 

abdominal hysterectomy and a mean age at hysterectomy of 44.20 years with 

approximately 88.7% of the hysterectomies being performed in women between 

the ages of 30 to 50 years. 77.3% of the women who had hysterectomy for benign 

gynaecological condition had three or more living children as was reported by 

Olumuyiwa et al10 

 Of the five hundred and ninety thousand hysterectomies performed in the 

United States of America in 1991, the average length of hospital stay was 4.5 days. 

Of these 590,000 (75%) were performed abdominally and 25% vaginally9. 
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 In Ibadan, Olumuyiwa et al10 reported a mean hospital stay of 12 days in 

women who had total abdominal hysterectomy for benign gynaecological 

conditions. 

 Uterine leiomyomas is the leading indication for hysterectomy, accounting 

for 82.19 percent of hysterectomies performed for benign gyneacological 

condition10. This is because uterine fibroids are the commonest pelvic tumours in 

women11. Other benign gynaecological conditions for hysterectomy include, 

dysfunctional uterine bleeding, benign ovarian tumours, adenomyosis, chronic 

cervicitis and chronic pelvic pain among others11. 

 The procedure is likely to be complicated by injury to the urinary tract in 

0.5% - 3%12, infection which occurs in 5 – 11% of patients, vault granulation in 

21%12, post operative haemorrhage in 0.3%13 of cases. Other reported 

complications include, anaemia, bowel injury, pelvic abscess and pelvic 

haematoma10. 

 Late complications following hysterectomy are unusuall3. However, the 

incidence of depression and sexual dysfunction and other emotional difficulties 

may be increased after hysterectomy13.  Post hysterectomy prolapse of the vaginal 

vault may also occur particularly where the vault and the posterior vaginal fornix 

are inadequately supported. 
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Total abdominal hysterectomy for benign gynaecological conditions is a 

commonly performed surgery in our department and there has been no previous 

documentation. The absence of any such study prompted this review.  

Materials And Methods:  

 The case records of patients who had abdominal hysterectomy in the 

gynaecological unit of Jos University Teaching Hospital, over a four-year period 

(January 1st, 1998 and December 31st, 2001) were retrieved. Ninety-eight women 

had total abdominal hysterectomy for benign gyneacological tumours during the 

period under review. Eighty-three (84.69%) case notes were traced. This formed 

the basis of the analysis. Data related to age, parity, indication for the operation, 

post-operative complications and length of hospital stay were collated and 

analysed. 
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Results: 

There were Nine hundred and twenty-five major gynaecological surgeries 

performed during the period under review. Ninety-eight of these patients had total 

abdominal hysterectomy for benign gynaecological tumours accounting for 10.6% 

of all major gynaecological operations for the period. 

 

The mean age at hysterectomy in this study was 46.6 years, age range of 35-64 

years (Table 1.)  44.58% of the women who had total abdominal hysterectomy 

were in the age group of 40-44 years.Mean age = 46.6 years. 

 

48.2% of the patients were of parity 5 or more (Table 2.)  The two nulliparous 

women had uterine fibroid with associated infertility 

 

About 82% of the patients in this study had 3 or more living children (Table 3.) 

 

The commonest indication for total abdominal hysterectomy was uterine fibroid 

with or without menorrhagia, accounting for 90.37 percent of the cases (Table 4.) 

 

86.75% of the patients had a hospital stay of 5 – 9 days (Table 5.) The mean length 

of hospital stay was 8.7 days. 
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34.92% of the patients had postoperative complications (Table 6.) Pyrexia 

accounted for 21.69% 

 

Discussion 

The prevalence rate of total abdominal hysterectomy done for benign 

gynaecological tumours in this study was 10.6%. This is similar to the figure 

reported from Ibadan10. 

 

The mean age at hysterectomy was 46.6 years. 44.58% of the women who had 

hysterectomy for benign gynaecological tumours were in the age group of 40-44 

years. This is comparable to reports by other authors3, 10, 13-15. 

 

About eighty-one percent of the women had had 3 or more children. Culturally, 

only women with children commonly accept to have their uterus removed for 

whatever reason in this environment. Women of low parity have preference to 

retain their regular menstrual function as an index of hope for bearing children in 

future16, 17. 

Most of the patients in this review presented with menorrhagia and abdominal 

swelling. This is in agreement with the high rate of pre-operative diagnosis of 

uterine fibroids, the commonest pelvic tumour seen in women in this study. 



BoMJ Vol.6 No.2 July – December 2009 
9 

 

Uterine fibroid accounted for 90.37% of the cases that had hysterectomy for benign 

gynaecological tumours. This is similar to reports by other workers10, 16,17. 

 

Little information exists in the gynaecological literature comparing pre-operative 

diagnosis for hysterectomy to pathological results. However, in this study of the 78 

cases whose histology reports are known, there was agreement with the pre-

operative diagnosis in 77 cases (97.4%), one case was reported as Adenomyosis. 

This compares with 94% reported by Olumuyiwa et al10, but contrast with 50% 

reported by Nancy et al18. 

 

Majority of the cases had a hospital stay of 6-10 days with a mean length of 8.7 

days. This figure is higher than the mean length of hospital stay of 4.5 days in 

United States of America, but comparable to the report by Olumuyiwa et al7, 10 

from Ibadan. Abdominal sutures are routinely removed on the seventh 

postoperative day in our unit. Therefore, the longer hospital stay may be due to the 

high rate of post-operative morbidity in the developing countries compared to the 

developed world. 

Twenty-nine patients had post-operative complications accounting for 34.92% of 

the cases. Pyrexia and wound infections were the commonest postoperative 

complications, accounting for 21.69% and 6.02% respectively in this study. A rate 
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of 31.2% postoperative complication following total abdominal hysterectomy for 

benign gynaecological conditions was reported from Ibadan10. The high prevalence 

of pyrexia may be as a result of malaria endemicity in this country. A higher 

complication rate of 65% was reported from Zaria in Northern Nigeria by Ezem et 

al19. However, their cases involved malignant diseases. Morbidity of some sort is 

said to complicate 50% of patients undergoing abdominal hysterectomy in other 

studies20, 21. 

 

Majority of the patients (85.5%) had prophylactic antibiotics post operatively in 

the form of Ampiclox and metronidazole. While the others had preoperative 

Augmentin. This was reported to significantly reduce the postoperative infectious 

morbidity22.  

There was no mortality recorded in this study. A similar result was reported from 

Ibadan10. 

 

In conclusion, this review showed that majority of the women undergoing 

hysterectomy are multiparous (80.72%) with uterine fibroid with or without 

menorrhagia being the commonest indication (90.37%) and postoperative pyrexia 

complicated 21.69% of the cases. Lack of adequate nutrition and perhaps, poor 

personal hygiene may have resulted in poor wound healing and therefore the long 
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duration of hospital stay in this study. In addition, inappropriate surgical 

techniques may have contributed to the high rate of infectious morbidity reported 

in this study. 

There is the need for a prospective study to more accurately ascertain the incidence 

and outcomes of hysterectomy for benign gynaecological tumours in this 

environment. 
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Table 1:  Age distribution: 

Age (year)   Number  Percentage 

35 – 39   4   4.82 

 40 – 44   37   44.58 

 45 – 49   20   24.09 

 50 – 54   14   16.87 

55 – 59   0   0.00 

60 – 64   8   9.64 

                                                             83                               100% 

Table 2.  Parity distribution:                         

Parity         Number                 Percentage 

  0   2   2.40 

  1   5   6.04 

  2   9            10.84 

  3   12            14.46 

  4   15            18.07 

  ≥5   40            48.19 

                                                                               83                            100%   
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Table 3: Number of living children:                      

      Number of living Children    Number     Percentage 

0    2  2.40 

1    3  3.61 

                              2              10               12.05 

 3      18    21.69 

                                4                                        9                   10.85 

  ≥5                        41               49.40 

83     100% 

 

Table 4: Indications for hysterectomy: 

   Indication  number  Percentage 

             Uterine fibroid ± menorrhagia     75   90.37 

  Cervical fibroid polyp       2     2.40 

                         Benign ovarian tumour       6     7.23 

                                                                       83                          100 
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Table 5: Length of hospital stay: 

     Days 6 – 10 11 – 15 16 – 20  Total 

     Number  72 10 1 83 

    Percentage  86.75 12.05 1.20 100% 

 

Table 6: Postoperative complications: 

Complications   Number  Percentage 

Pyrexia*    18   21.69 

Wound Infection+   5   6.02 

Anaemia    3   3.61 

Wound dehiscence   2   2.40 

Ureteric injury           1   1.20 

29 34.92% 

 

*Pyrexia: fever of ≥ 38° C on 2 consecutive occasions 24 hours after surgery 

+Wo und Infection: Local erythema and suppuration. 


