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INTRODUCTION 

Hysterectomy is surgical removal of uterus, and it is most 

widely performed gynaecological surgery.1-3 Worldwide, 

incidence of hysterectomy is 10-20% whereas in India it 

has been reported as 4-6%.4 About more than half of all 

hysterectomies are performed because of abnormal uterine 

bleeding, which is associated with a wide range of 

diagnosis that include Uterine fibroids, adenomyosis and 

abnormal uterine bleeding.5-8 

Abnormal uterine bleeding (AUB) is bleeding from uterine 

corpus that is abnormal in frequency, regularity, duration 

and volume of flow in the absence of pregnancy or 

associated medical conditions. Hysterectomy is not 

indicated unless bleeding is persistent, severe and 

unresponsive to hormonal therapy. Adenomyosis is the 

case when the uterus is bulky and presents with 

menorrhagia and dysmenorrhoea. 2,4,7 Total hysterectomy 

is done in almost all such cases. Symptomatic vaginal 

relaxation, uterine descent, and prolapse are common 

indications for hysterectomy. Uterine leiomyomas 

accounts for about 30% of hysterectomies.8-10 Although 
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hysterectomy is usually done to improve patient’s quality 

of life yet it has its own morbidity and mortality.11-13 

Hysterectomy related physical co-morbidity typically 

includes increased risk of developing pelvic floor prolapse, 

urinary incontinence and sexual dysfunction.19 The uterus 

and cervix are important factors in the physiology of 

sensation and orgasm, which is affected by sensory stimuli 

from contractions of the uterus, cervix, and vagina.6 

Hysterectomy may have a negative influence on this 

feedback system in the brain. Changes depend not only on 

which nerves were severed by the surgery, but also the 

genital regions whose stimulation the woman enjoys for 

eliciting sexual response because clitoral sensation (via 

pudendal and genitofemoral nerves) should not be affected 

by hysterectomy.14 

Weight gain is not a common result of hysterectomy. 

Constipation may occur due to lack of muscle tone. 

Urinary symptoms such as leaking of urine may occur due 

to lack of muscle tone. Abdominal pains and other pains 

for example backache, may be experienced during the 

early days at home until strength is regained. Vaginal 

bleeding diminishes and become brownish rather than 

bright red in colour before ceasing altogether. Many 

women experience a few hot flushes during their early 

convalescence due to disturbance of the organs during 

operation. Sexual activities may be resumed when the 

patient feels ready, and according to the surgeon’s 

instructions.18 There may be slight soreness the first couple 

of times, but this will soon disappear.  Sexuality is a 

dynamic process with a high degree of subjectivity and 

overlapping that imposes difficulties when it comes to 

assessing each factor involved in the sexual response.15-17 

Worldwide only few studies have used validated quality of 

life questionnaires in women undergoing hysterectomy. 

As different methods of quality of life assessment were 

used, the studies could not be pooled, as was demonstrated 

in a recent meta-analysis on the subject. In 2003, an expert 

committee on quality of life recommended use of the SF-

36 health survey in studies comparing post hysterectomy 

health status.8 

Not many Indian studies have incorporated quality of life 

measurement in different type of hysterectomy. 

Furthermore, in only few trials2,8 validated quality of life 

questionnaires were used, which have also reported varied 

results. The data regarding the impact of hysterectomy on 

women’s sexual functioning are also not clear and 

consistent. So, we proposed to do this study to assess the 

effect of hysterectomy on quality of life using validated 

questionnaires which was includes physical, emotional as 

well as sexual aspects of subject. 

METHODS 

This was a prospective observational study in which all 

women undergoing elective hysterectomies in the 

department of obstetrics and gynaecology at Vardhman 

Mahavir medical college and Safdarjung hospital New 

Delhi from October 2017 to September 2019. 

Inclusion criteria  

Inclusion criteria was the study was conducted on women 

between 40-65 years who had undergone planned 

hysterectomy for benign condition. 

Exclusion criteria 

Women with genital malignancy, endometriosis, previous 

pelvic surgery, emergency hysterectomy were excluded. 

Each woman was subjected to QOL questionnaires-SF-36 

and SQOL-F prior and six months after surgery. 

Questionnaires used were in their own language, validated 

and tested in pilot study. The required sample size was 65 

(taking 20% lost to follow up) by using Epi-info software, 

total 78 eligible women taken in the present study. All data 

was recorded on excel spread sheet and analysis done by 

SPSS-21.0 and Wilcoxon-test was used assess the 

difference and accepted if the p value was less than 0.05.  

Study tool 

The (SF-36) short form questionnaire used as a health 

surveys for assessment of quality of life (QOL) was 

achieved by means of 8 scales (graded 0-100) measuring 

subjective health, therefore resulting in possible total score 

ranging 0-800 (from poorest to the best ideal quality of 

life). The score was assessed by standardized scoring 

algorithms and summated ratings. Reliability scores in 

terms of the Cronbach alpha of the SF- 36 in hysterectomy 

women was 0.78 and 0.88.20 

The SQOL-F questionnaire was a specific and self-report 

instrument that focuses on sexual self- esteem, emotional 

and relationship issues. It consists of 18 items and each 

item was rated on a six-point response (completely agree 

to completely disagree). The response categories could be 

scored either 1 to 6 giving a total score of 18-108. Higher 

score indicates better female sexual quality of life.21 The 

Cronbach's alpha coefficient was 0.73 and intra class 

correlation coefficient (ICC) was 0.88 in Maasoumi 

study.22 

Study tool Hindi translation 

For our study we had translated the SF-36 and SQOL-F 

questionnaire from english into hindi. Then, one of the 

authors back translated draft Hindi version into english and 

english translation was compared with original english 

version. Then in the hindi versions corrections were made 

on the basis of any discrepancy and finalized with the help 

of hindi expert keeping linguistic and cultural acceptability 

of terms. Pre-final hindi version of SF-36 and SQOL-F 

questionnaire was produced. These versions were tested in 

a pilot study with 10 women and eventually, the final hindi 
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version of SF-36 and SQOL-F questionnaire prepared and 

it was used in this study. 

RESULTS 

Table 1 shows maximum number of women in the study 

were between 40-50 years of age (71.79%). Minimum age 

in the study was 40 years and maximum age in the study 

was 65 years. Women who were of lower-class 

socioeconomic status were 55 contributing 70.51% of total 

and 23 women (29.49%) belonged to middle class. There 

is no difference in the area wise distribution of the women 

(50.00%). Most of the women included in the study were 

illiterates. (66.67%). 

Table 1: Baseline demographic characteristics of 

study population. 

Variables N=78 Percentage (%) 

Age distribution (years) 

40-50 56 71.79 

51-65 22 28.21 

Socioeconomic status 

LC 55 70.51 

MC 23 29.49 

Address   

Rural 39 50 

Urban 39 50 

Education   

Illiterate 52 66.67 

Literate 26 33.34 

Table 2: Indication of hysterectomy. 

Indication of 

hysterectomty 
Frequency Percentage (%) 

Genital prolapse 44 56.41 

AUB-L 34 43.59 

Total 78 100 

Table 3: Route of surgery. 

Route of surgery Frequency Percentage 

(%) 

Vaginal 

hysterectomy 
50 67.14 

Total abdominal 

hysterectomy 

26 30.30 

Total abdominal 

hysterectomy with 

bilateral 

salpingoophorectomy 

2 2.56 

Total 78 100.00 

Table 2 shows 56.41% of the women included in study 

were with prolapse and 43.59% of women were with 

AUB-L. 

Table 3 shows that 67.14 %women underwent vaginal 

hysterectomy, 30.30% underwent TAH, 2.56% underwent 

TAH with BSO. 

Table 4 and bar shows that all aspects of quality of life 

improved following hysterectomy with exception of 

emotional wellbeing. Mean±SD of physical health before 

and after hysterectomy was   62.76±5.32 and 91.96±2.81 

respectively with a p value of <0.001. Role of limitations 

due to PH showed greater improvement after 

hysterectomy, mean±SD of RLDPH before and after 

hysterectomy was 0±0 and 51.67±3.48 respectively (p 

value<0.001). Mean±SD of RLDEH before and after 

hysterectomy was 0±0 and 67.51±2.58 respectively (p 

value<0.001) 

Table 4: Comparison of various parameters of QOL-

score before and after hysterectomy (N=78). 

Parameters Pre-OP Post-OP P value 

Physical 

health 
62.76±5.32 91.96±2.81 

<0.0001 

 

RLDPH 0±0 51.67±3.48 

RLDEH 0±0 67.51±2.58 

Energy 37.53±1.59 55.19±1.7 

Social 

functioning 
42.21±38.28 74.17±4.99 

EWB 68.4±2.92 59.94±2.35 

Bodily pain 59.87±4.83 99.49±3.18 

General 

health 
40.38±1.56 46.6±4.15 

Mean±SD of E/F before and after hysterectomy was 

37.53±1.59 and 55.19±1.7 respectively (p<0.001). 

Mean±SD of SF before and after hysterectomy was 

42.21±38.28 and 74.17±4.99 respectively (p<0.001). 

Mean±SD of EWB before and after hysterectomy was 

68.4±2.92 and 59.94±2.35 respectively, p<0.001 which 

shows deterioration of EWB after hysterectomy. 

Mean±SD of p value before and after hysterectomy was 

59.87±4.83 and 99.49±3.18 respectively (p<0.001). 

Mean±SD of GH before and after hysterectomy was 

40.38±1.56 and 46.6±4.15 respectively (p<0.001). In 

Table 5 we compared the SQOL pre and 6 months post 

hysterectomy. Mean±SD of sexual quality of life before 

and after hysterectomy was 40.7±2.64 and 79.04±4.27. It 

was observed that there was a significant improvement in 

sexual quality of life after hysterectomy (p value<0.001). 

Table 5: Sexual quality of life before and after 

hysterectomy (N=78). 

Sexual quality Mean±SD P value 

Pre-op SQOL-F 40.7±2.64 <0.0001 

Post-op SQOL-F 79.04±4.27 

The Table 6 shows mean change of sexual quality of life 

before and after hysterectomy in VH, TAH and 

TAH+BSO was 37.55±5.6, 39.81±3.31 and 37.5±3.54 
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respectively. There was an improvement in sexual quality 

of life after hysterectomy but was not statistically 

significant difference among various routes of 

hysterectomy (p value=0.111). 

Table 6: SQOL according to route of hysterectomy (N=78). 

 Route of hysterectomy Pre SQOL-F Post SQOL-F Mean change P value 

VH 40.92±3.17 78.47±4.7 37.55±5.6 

0.111 TAH 40.38±1.36 80.19±3.31 39.81±3.31 

TAH with BSO 40±0 77.5±3.54 37.5±3.54 

DISCUSSION 

In our study, we found that there was statistically 

significant improvement in QOL after hysterectomy. The 

score for 7 out of 8 domains of quality of life questionnaire 

increased at 6 months post-operatively with an exception 

of emotional wellbeing which worsened. The 

improvement in each of the domains pre and postoperative 

respectively is as follows. PH improved from 62.76±5.32 

to 91.96±2.8, RLDPH from 0±0 to 51.67±3.48, RLDEH 

from 0 to 67.51±2.58, energy from 37.5±1.59 to 

55.19±1.7, SF from 42.2 to 74.1, BP from 59.8±2.92 to 

99.4±3.18, GH from 40.38±1.56 to 46.6±4.15. Only 

emotional wellbeing (EWB) worsened from 68.4±2.92 

pre-operatively to 59.9±2.35 post operatively which was 

statistically significant (p value<0.001). Physical recovery 

and relief of symptoms may explain overall improvement 

in QOL except EWB since a major surgery has been done 

involving the uterus and organ central for woman hood that 

affects her psychologically. The reason for decreased in 

EWB may be due to feeling of body disfigurement or 

because of premature ovarian failure which can occur even 

without oophorectomy 

Suken et al reported that significant improvement in all 

domains of quality of life except bodily pain and its sub 

domains scores are as follows: PF: 62.1±22.6-66.7±19.4, 

SF: 60.8±13.3-72.6±14.1, RLDPH: 28.8±7.5-45.5±8.1, 

RLDEH: 33.9±10.6-52.9±17.2,  mental health (MH) 

46.9±11.8-57.9±19.4, vitality: 62.1±13.3-51.6±12.6, 

bodily pain (BP):44.9±12.2-61.3±20.8, general health 

(GH):46.7±13.1-58±10.7.1  

This might me due to increased pain threshold in Indian 

women. Women had returned to their normal physical 

health and social function, bodily functions, and general 

health based on daily activity, amount of time spent on 

other activities, visiting friends, relatives which was 

compatible with related research. In present study SQOL-

F questionnaire was used to assess the sexual quality of 

life. The mean period of beginning of sexual activity was 

3 months after surgery in majority of women. Out of 

which, 65.5% women started their sexual activity at 12 

weeks after surgery, 24.5% women at 15 weeks after 

surgery and 10% of women at 10 weeks after surgery with 

a mean of 12.3 weeks It might be due to the fear of vault 

disruption during intercourse. A study by Briedite et al 

showed the mean period of beginning of sexual activity 

after subtotal hysterectomy was 5.15 weeks and after total 

hysterectomy was 5.78 weeks.18 This difference might be 

due to the cultural differences. In the current study, there 

was overall improvement in sexual quality of life after 

planned hysterectomy, mean score before and after 

hysterectomy was   40.7±2.64 and 79.04±4.27 respectively 

and was found to be statistically significant (p 

value=0.001). 

The study by Luis et al showed that improvement in sexual 

function after hysterectomy which was quite similar to our 

study.3 It showed that quality of life and sexual function 

improved in both abdominal and vaginal hysterectomy 

groups (AH and VH). Post-operative, PH: adjusted score 

for vaginal hysterectomy was 49.5±1.6 and for AH, it was 

43.8±1.7 with a difference of 5.6 points and mental health 

adjusted score was 51.0±1.7 and 59.3±1.6 points 

respectively with difference points of 8.4. 

 The improvement was mostly due to the removal of 

pathogenic conditions, personal fear of unplanned 

pregnancy and its complication, absence of vaginal 

bleeding, and more time for sexual activities due to 

cessation of monthly period in prolapsed women 

improvement may be because of restoration of pelvic 

anatomy. There was no statistically significant 

improvement in AUB-L and prolapsed although 

underlying cause may be different. There was a 

statistically insignificant improvement observed in SQL in 

women irrespective of route of hysterectomy. (p 

value=0.111) Similarly Suken et al reported that no 

signifcant improvement on the participants sexual function 

score preoperative and one year after hysterectomy.1  

Another study compared SQOL total hysterectomy of total 

and subtotal hysterectomy and found no statistically 

significant improvement in SQOL. The present study 

showed that there was increased improvement in sexual 

quality in women who underwent TAH (39.81±3.31) than 

TAH with BSO (37.5±3.5) but it was statistically not 

significant as the number of women with BSO was less in 

number. We do not perform BSO routinely in benign 

condition unless indicated. Moreover, removal of ovaries 

can cause sudden loss of sex hormone production that 

might indirectly affect sexual libido and desire. The vast 

majority of hysterectomies are performed for benign 

indications, which makes assessment of quality of life in 

research on hysterectomy an issue of utmost importance. 

Strength of the study were we followed women for six 

months after surgery and validated instrument was used 

and translated to a language that the women could easily 

understand.  
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Limitations  

Limitations of the study were questionnaire method is 

subjective conception of questions, remembrance failure 

as well as particularization of answers. In our study, mostly 

women were illiterate so particularization of answers was 

not followed properly and might have created verbal bias. 

The rehabilitation period for women who had undergone 

hysterectomy in our study, however, did not exceed 6 

months. 

CONCLUSION 

Hysterectomy improves physical and sexual quality of life 

post-surgery but sexual quality of life improves 

(abdominal route>vaginal). However, women need to be 

provided with adequate emotional support from her 

gynaecologist. 
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