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INTRODUCTION 

With the development of less invasive treatments, the 

suitability of hysterectomy as a treatment for benign 

symptoms is being re-evaluated.1,2 The procedure is 

accompanied with various psychosocial effects in terms 

of pain experienced, sexual functioning and pre-operative 

as well as post-operative anxiety. Surgery can be 

physically and psychologically stressful for patients 

Moreover, there is very less research done in patients 

undergoing elective hysterectomy in rural areas of India. 

There are various aspects of this surgery that affect 

patient's health. Most of these aspects are related to the 

knowledge of the patient about the surgery and its 

outcomes. The psychological, physical and sexual 

impacts of hysterectomy are conflicting and the findings 

are mixed.3 While some studies report that patients have 

experienced greater improvement in their mental health, 

sexual desire and functioning, and overall satisfaction, 

others show that patients report various negative 

outcomes, with ill effects on sexual functioning being the 

main concern.5,6 

The knowledge pertaining to the surgery in patients of 

rural setting is very low, especially in developing country 

like India. Women who undergo hysterectomy surgery 

face a multitude of physical and psychosocial problems 

both before and after the hysterectomy.7 There are 

various aspects like anxiety; both pre-and post-operative, 

familiar support, social misconceptions, psychological 

aspects. While it is established that side-effects of 

hysterectomy include both positive and negative physical 

or emotional aspects, there have been no studies 

examining these effects among Indian rural women.8,9 

Therefore, there is a need to study the level of knowledge 
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in such patients and then to assess their problems in terms 

of anxiety, psychosocial behavioural changes and 

acceptance for undergoing the surgery.  

METHODS 

It was a randomized control trial. Population involved 

was that in rural part of Central India. Study was carried 

out in a rural hospital in Central India. 

Inclusion criteria 

• Patients in the age group of 38-70 years 

• Patients undergoing hysterectomy for benign 

conditions 

• Patients willing to be part of study 

• Patients who can understand and comprehend. 

Exclusion criteria 

• Patients undergoing surgery for malignant conditions 

• Patients suffering from psychiatric disorder  

• Patients suffering from chronic pain 

Women were sorted in two groups, the intervened and 

control group by providing them a random number either 

1 or 2 (1=intervened; 2=control). Written informed 

consent was obtained from all participants who showed 

interest in the study. Participants were assured that their 

responses would be confidential and reminded that their 

participation in the interview was voluntary. Only those 

candidates were selected who would undergo surgery the 

very next day. 

Accordingly, intervened group was given basic 

information about the surgery by a verbal counseling 

session; the control group was given basic care. Then, 

women of both the groups were asked certain questions 

enquiring about socio economic status, their views about 

the surgery pre-operatively. Post operatively, they were 

asked about their perception regarding pain and 

psychological effect of surgery.  

The data thereby collected was subjected to analysis. 

SPSS software was used to analyze the data. The results 

regarding their perception were unbiased as the baseline 

variables were matched for both groups. 

RESULTS 

All together 96 patients took part in the study. Mean age 

in the intervened group was 46 (standard error of 1.31) 

and in control groups was 47.5 (standard error = 1.44). 

Mean education of the intervened group was 6.17 and 

control group was 5.79 class of schooling. Mean age of 

menarche was 13.98 in intervened group and 14.13 in 

control group and mean age of menopause in the 

intervened group was 49.88, and control group 49.82. 

Total of only 19 patients were post-menopausal. The 

above data is tabulated in Table 1. There is no variation 

in the baseline variables. The occupation of the patients 

as categorized in Figure 1. Majority of the patients were 

housewives i.e. 52.08%. 

 

Table 1: Mean values for demographic factors. 

 

 

Figure 1: Occupational distribution. 

About the relationship status, 46 of the intervened group 

were married and 2 were widowed, whereas in the control 

group all 48 were married. The mean parity of the 

patients was 2.63 with. 36.42% of the intervened group 

still engaged in sexual activities, whereas 66.50% are not 

engaged presently in sexual activities, as in the control 

group 29.17% were still engaged in sexual activities, and 

70.83% were not involved. 14.58% patients had 

perception that sexual activities are very important, 

whereas 70.83% perceived it as important, rest were in 

the opinion that sexual activities are slightly important or 

not important. 89.58% of the patients were having none 

of the pre-disposing conditions. 53.19% of the intervened 

patients and 45.83% of control group were diagnosed 

with DUB. Other diagnosis includes fibrosis - intervened 

(21.28%) and control (29.17%), and prolapsed uterus - 

52%
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Demographic factors- with std. error (total observations 96) Intervention Control 

Mean age  46 (1.312) 47.5 (1.438) 

Mean age of menarche 13.98 (0.203) 14.13 (0.205) 

Mean age of menopause (total observations -19) 49.88 (2.601) 49.82 (1.174) 

Mean education 6.17 (0.624) 5.79 (0.639) 
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intervened (17.02%) and control (14.58%). 81.25% of 

intervened patients, and 89.58% of control group were 

unaware of the approach of the surgery and 93.75% 

patients did not know whether there was associated 

oophorectomy performed (Table 2).  

 

Table 2: Pre-operative evaluation. 

Variables Intervention group A Study group B A (%) B (%) 

Sexual status     

Still engage in activities 17 14 35.42 29.17 

No longer engage 30 34 62.50 70.83 

Never 1  2.08  

Importance of sexual activities     

Very important  8 6 16.67 12.50 

Important  33 35 68.75 72.92 

Slightly important 4 3 8.33 6.25 

Not important 3 4 6.25 8.33 

Predisposed condition     

DM 1 4 2.08 8.33 

HTN 4 1 8.33 2.08 

None 43 43 89.58 89.58 

Diagnosis     

DUB 25 22 53.19 45.83 

Fibroid 10 14 21.28 29.17 

Adenomyosis 2 3 4.26 6.25 

Prolapsed uterus 8 7 17.02 14.58 

PID  1 0 2.08 

Ovarian cyst 2 1 4.26 2.08 

Approach for surgery     

Vaginal 6 3 2.50 6.25 

Abdominal 3 2 6.25 4.17 

Don’t know  39   43 81.25 89.58 

Associated oophorectomy     

Yes  2 0 4.17 0 

No  1 3 2.08 6.25 

Don’t know 45 45 93.75 93.75 

 

83.33% patients reported that the presence of uterus is 

important and for 89.58% patients, absence of uterus 

post-surgery was acceptable. 72.92% of intervened group 

and 60.42% of the control group were okay about the 

surgery. 27.08% of intervened group and 39.58% of 

control group were anxious or frightened about the 

surgery. 100% patients had support of their husband and 

100% patients were ready for the surgery. As from above 

there was no variation in the baseline variables. 

96 women reporting to the Gynaecology ward of 

Department of Obstetrics and Gynaecology of a rural 

tertiary care centre of Central India for hysterectomy 

operation were randomly selected keeping in mind all the 

inclusion and exclusion criteria laid down for the study. 

Of all the included women, 48.96% women had DUB, 

25% had fibroids, 15.63% had prolapsed uterus and the 

rest had few other benign conditions.  

Mean age of the patients was 46 years in intervention 

group and 47.5 years in control group, mean age of 

menarche was 14.11 and that of menopause was 49.81 

years. 

Out of 96 patients only 19 were post-menopausal. 

52.08% of women were house wives, with mean 

education of 6th standard of schooling. 

Patients being from rural background were not so open 

about their sexual status, 70.83% patients reported "no 

longer engaged" in sexual activities, but 85.42% thought 

sexual relationship is important out of which 14.58% 

reported sexual relationship as "very important." 

Around 85% of the patients were unaware of the 

approach of the surgery whether vaginal or abdominal 

and 93.75% patients were unaware of associated 

oophorectomy. 
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For about 68% of the patients, the outcome of the surgery 

i.e. removal of uterus was acceptable, they were not 

considerate about the hormonal impact of the surgery, 

which signifies that basic knowledge is missing and has 

to imparted at grass root level. 

Most of the patients (98%) were had a supportive 

companion with them throughout the procedure and 

recovery. About 98% of the patients were satisfied by the 

procedure and 95% were relieved of the presenting 

symptoms. 

Post-operative perception 

Post-operation, 47 of the intervened patients and all the 

patients of control group were satisfied with the surgery, 

statistically insignificant; fisher's exact of 1. For 20 

intervened patients and 6 patients of control group were 

very acceptable with the fact that the uterus was no 

longer present in the body post-surgery, statistically 

significant; fisher's exact of 0.001. 45 of the intervened 

group were not feeling depressed whereas 19 patients of 

the control group were feeling depressed, statistically 

significant; fisher's exact of 0.0005. 46 of the intervened 

group were not feeling anxious whereas 24 patients of the 

control group were feeling anxious, statistically 

significant; fisher's exact of 0.0005. When they were 

asked about are they no longer feeling like women, all the 

patients in the intervened group did not have any such 

perception, whereas 10 patients of control group felt that 

deprivation, statistically significant with fisher's exact of 

0.001. There was statistical significance in the perception 

about loss of child bearing ability and sudden menopause. 

(Table 3). 

 

Table 3: Post-operative psychosocial aspects and perception of pain. 

Variable 
Intervention 

 n=48 

Control 

n=48 
Pearson chi2 p value 

Fisher's  

exact 

1-sided 

Fisher's exact 

 Yes No Yes No     

Satisfaction  47 1 48 0 - - 1.000 0.500 

Perception 47 1 46 2 - - 1.000 0.500 

Psychological impact post-surgery 

Depression 3 45 19 29 - - 0.0005 0.0005 

Anxiety 2 46 24 24 - - 0.0005 0.0005 

No feeling of 

womanhood 
0 48 10 38 

- 

 

- 

 
0.001 0.001 

Grief of child 

bearing ability 
1 47 2 46 

 

- 

 

- 

 

0.605 
0.470 

Grief of loss of 

menstrual cycle 
0 48 2 46 - - 0.228 0.228 

Feeling about removed uterus 

Very acceptable 20 6 - -   

Acceptable 28 38   0.001 
- 

Not acceptable 0 4    

Perception of pain Yes No Yes No 

15.88 0.0005 

 

 

- 

 

 

- 
Pain in pelvic area 20 

 

28 

 

39 

 

9 

Frequency of pain 

Once a day 32 6   

 

0.0005 

 

- 

Twice a day 4 22 - - 

Intermittent 10 15   

Continuous 2 5   

Quality of pain 

Average 46 24   

0.0005  Worst 1 19 - 
- 

Pain disturbing  sleep 1 5 

Troubled by pain 

Troubled  2 19    

 Not troubled 45 26 - - 
0.0005 

Not tolerable 1 3   
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DISCUSSION 

Patients, being from rural areas of India were educated 

only till the primary level of schooling. This result is 

consistent with the other studies which stated that 

hysterectomy appears to be associated with low 

education, high parity, and a history of multiple 

miscarriages. The influence of these factors varies 

depending on the primary indication for the 

hysterectomy. Due to low level of education patients 

showed readiness for the surgery (100%). Those who had 

completed only high school education were four times 

more likely (95% confidence interval: 1.8, 10.8) to have 

undergone hysterectomy, regardless of the smoking 

status, BMI, or medical indications for the 

hysterectomy.10 The possible explanations for these 

findings are that less educated women may delay health 

seeking behaviour for casual gynecologic problems 

thereby resulting in hysterectomy as last resort option of 

treatment or may be are advised hysterectomy as the 

primary option for treatment by their physicians.  

Another impact of low education and rural background is 

limited knowledge about the approach and associated 

oophorectomy. Most of the patients 89.58% were 

unaware about the approach whether abdominal or 

vaginal surgery was to be performed, and 93.75% were 

unaware whether there was associated oophorectomy. 

There was no concern about the oophorectomy being 

done on them and they were not ready for any 

conservative treatment, instead were reluctant about 

conservative treatment. There was very less knowledge 

about the surgery in patients pertaining to the effect of 

rural background. Another important finding from the 

study is indication for the surgery, wherein DUB 

followed by fibroids was the most common indication of 

hysterectomy, this is in odds with the findings in other 

studies where most common indication for abdominal 

approach of the surgery was fibroid uterus (total 39.9% 

and out of abdominal 52.7%), while for vaginal approach 

it was uterine prolapse (total 16.3% and out of vaginal 

91.5%).11  

A study in USA also found fibroid (60%) to be the most 

common indication and the 2nd common indication was 

prolapse (11%).12 The data from Hong Kong, fibroid was 

a higher proportion of indication for abdominal (73.7%) 

and genital prolapse was most common indication 

(96.2%) for vaginal hysterectomy.13 In Pakistan also the 

most common reason for hysterectomy was fibroid (33%) 

and then was uterine prolapse (19%) and DUB in 18 

(12%).14 In a recent study from Africa again the uterine 

fibroids were the most common reason for performing 

hysterectomy (23%); however there it was followed by 

DUB (14.9%).15 In a study from Canada, however, the 

commonest indication of hysterectomy was DUB 

(26.4%), followed by fibroid uterus (16.0%).16 Another 

aspect of the study was; only 19 patients out of 98 were 

post-menopausal.  

It is established that hysterectomy has a significant effect 

on participants’ sexual function.12 Most of the 

participants in a study reported that there was a decrease 

in sexual activity after hysterectomy, while only over 

1/4th reported normal sexual behaviour. Moreover, a 

significant reduction in satisfaction about the relationship 

with spouse or partner in terms of sexual function was 

observed. Even though, the removal of the ovaries can 

cause a sudden loss of estrogen and androgen production, 

which might have an effect on sexual responses, there has 

been no result regarding the sexual response. Previous 

retrospective studies have indicated that there is 

deterioration in sexual functioning post hysterectomy; 

recent prospective studies have shown a significant 

improvement.16 Even though, hormonal therapy may 

improve sexual functioning, the effect of a simple 

hysterectomy on sexuality is very complex and involves 

various interpersonal factors, cultural beliefs, 

psychological behaviour, and socioeconomic status.17,18 

Being from rural area the patients were not very 

comfortable discussing their sexual status or importance 

of sexual relationship. So, it was not possible to assess 

impact of the surgery on the sexual status of the patient as 

this is a very important aspect to measure recovery in a 

patient. This therefore is a major drawback of the 

surgery. 

CONCLUSION 

Thus, there was a positive impact of pre-operative 

education on perceptions about hysterectomy. Women 

who underwent hysterectomy after receiving preoperative 

education were content with the results of surgery. 

Resuscitation in preeclampsia. Acute fetal distress in 

labour or neonatal nursery admission could not be 

predicted. 
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