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Hysterectomy is a major gynaecological procedure worldwide after 
caesarean section. It is the commonest gynaecological procedure with 
millions performed in perimenopausal and postmenopausal women. The 
objectives of this study were to determine the incidence, the indications, 
factors that influenced the acceptance of the procedure by the patients, and 
types of hysterectomy carried out in Sacred Heart Hospital. The study is a 
retrospective study between January 2010 and December 2017; out of the 
7,772 major obstetrics and gynaecological procedures carriedout 411 were 
hysterectomy thus making hysterectomy rate to be 5.3%. Out of the 411 
hysterectomies, 233(56.7%) were total abdominal hysterectomy, 
162(39.4%) were subtotal hysterectomy, and vaginal hysterectomy was 
3.9%(16). Uterine fibroid associated with symptoms was the major 
gynaecological indication for total abdominal hysterectomy in this study 
while recalcitrant uterine atony and extensive uterine rupture were the 
major obstetric indications for subtotal hysterectomy in this hospital. Level 
of education of the patients reviewed played a significant role in the 
acceptance of hysterectomy as a form of treatment for uterine conditions. 
 
Keywords: hysterectomy, total, subtotal, vaginal, laparoscopy, atony, peripartum. 

 
INTRODUCTION 
 
Hysterectomy is the second most frequently performed 
surgical procedures on women all over the world next only 
to caesarean section (Pandey et al.,2014;Wu et 
al.,2007;Spilsbury et al.,2008). Being the commonest 
gynaecological procedure with millions performed in 
women in the perimenopausal and post-menopausal period 
(Spilsbury et al., 2008; Majeed et al., 2013; Amarin et al., 
2012). This is the removal of the uterus with or without its 
adnexa. It can either be total or subtotal. It is described as 
total when it is removed together with the cervix while it is 
described as being subtotal if the cervix is left behind. The 
route of surgery is also used to describe it; it could be 
through the abdomen, vagina, laparoscopy, or laparoscopic-
assisted vaginal hysterectomy. The following factors play a 
very significant role in determining the choice of route and 
type of hysterectomy offered a patient: the indication for 

the procedure, haemodynamic state of the patient, and the 
skill or the experience of the surgeon. 

Indications for hysterectomy vary from benign to 
malignancies of the female genital tract (Medhi et al.,2016). 
The five most common gynaecological indications for 
hysterectomy include uterine fibroids, abnormal uterine 
bleeding, pelvic organ prolapse, and premalignant and 
malignant conditions of the uterus, cervix, tubes or ovaries; 
while uterine atony constitutes the major obstetric 
indication that is not amenable to surgical andmedical  
conservative management(Colmon et al.,2016). Rates of 
hysterectomy vary with geographic area, patient’s 
expectations, training, and practice patterns of the local 
surgeons (Amarin et al.,2012).  The rate ranges from 6.1 to 
8.6 per 1000 women of all ages (Al Kadri  et al., 2002). The 
lifetime risk   of   hysterectomy  ranges  from  20%  to 35% 
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(Sait et al., 2008;Spilsbury et al., 2006; MacKenzie et al., 
2004). 

The emergence of effective medical and conservative 
treatment for benign uterine conditions is now casting 
doubts on the justification of hysterectomy (Pandey et al., 
2014) with its well-known possibly associated significant 
risk of morbidity (Spilsbury et al., 2008). It is associated 
with intraoperative and postoperative complications just 
like any other surgery. Rates of various complications with 
hysterectomy have been reported in the range from  0.5% 
to 43% (Pandey et al.,2014;Hadi et al.,2014). 

Though hysterectomy is the commonest gynaecological 
surgery closely following caesarean section (Pandey et al., 
2014; Wu et al., 2007; Spilsbury et al., 2008), it can also be 
done peripartum to save the life of a dying woman as a 
result of haemorrhage that conservative procedures have 
failed to control; though peripartum hysterectomy is a 
tragedy for a young and fertile woman as it deprives her the 
chance of having more children (Colmon et al., 2016). 

The route of carrying out hysterectomy include 
abdominal, laparoscopy, and vaginal approach. The vaginal 
and laparoscopic hysterectomies are associated with fewer 
complications (Onah et al., 2004; Jones, 2003). 

Hysterectomy can also be total or subtotal, the incidence of 
cancer of the stump following subtotal hysterectomy is 
0.3%(Colmon et al.,2016). The presence of cancer within 
the stump with the absence of the uterine body may make it 
spread more rapidly to the contiguous structures like the 
bladder and the rectum (Reich et al., 1989; Chang et al., 
2005; Ahmed et al., 2005), hence, the woman is advised not 
to exit the cervical screen program (Joseph et al., 2005). 
 
Objectives 
 
To determine the incidence and indications for 
hysterectomy in Sacred Heart Hospital Lantoro 

To determine the different types of hysterectomy done in 
the hospital 

To determine the factors that influenced  hysterectomy as 
a treatment option 
 
 
MATERIALS AND METHODS 
 
This study was a retrospective study of all hysterectomies 
carriedin the obstetrics and gynaecology unit of Sacred 
Heart Hospital, Lantoro, Abeokuta between January 2010 
and December 2017. Records of all patients that were 
admitted and had hysterectomy during this period were 
extracted from the case files retrieved from the Medical 
Health Record of the hospital. The hospital is a 300 bedded 
private missionary hospital that serves Abeokuta and its 
environ.All patients that had hysterectomy during the 
period of study were included irrespective of the indication 
and route of surgery. Other information extracted from the 
patients’ case notes included age, parity, symptomatology, 
educational status, route and type of hysterectomy, 
estimated blood  loss,  duration of  hospital  stay, choice of 

 
 
 
 
 anaesthesia, intra- and postoperative complications. 

This study was motivated to contribute to existing 
research in Nigeria as audits of hysterectomy are available 
from public institutions and none from private institutions 
like Sacred Heart Hospital.SPSS 21 was used in the analysis 
of results. 
 
 
RESULTS 
 
Four hundred and eleven folders were retrieved from the 
medical health records of the hospital. The total number of 
hysterectomies carried out during the period of study; 
January 2010 to December 2017 in the Obstetrics and 
Gynaecology unit was 411. During the period under review 
7,772 major obstetrics and gynaecological surgical 
procedures were carried in the unit; out of which 411 were 
hysterectomy thus making the hysterectomy rate to be 
5.3%.   Information about the socio-demographic 
characteristics of the patients was extracted as shown in 
Table 1. As shown in Table 2 out of the 411 hysterectomies 
done 233(56.7%) were total abdominal hysterectomy, 
162(39.4%) were subtotal hysterectomy, and the vaginal 
hysterectomy was 3.9%(16). Table 3 shows the various 
indications identified in the patients reviewed; the 
commonest indication was symptomatic uterine fibroid, 
this constituted 56.7% followed by uterine atony 
85(20.7%) and uterine rupture 38(9.2%) respectively; the 
least indications were categorised as other obstetric 
indications that included unresolved postpartum 
endometritis, recalcitrant secondary postpartum 
haemorrhage, and uterine necrosis following prolonged 
obstructed labour. Therefore, peripartum hysterectomy 
accounted for 127(30.9%) out of the 411 hysterectomies 
that were done during the period under review. As shown 
in Table 4; a significant statistical relationship was found 
between the choice of anaesthesia and the amount of blood 
loss during surgery with a p-value of 0.000. There was a 
statistically significant relationship between the level of 
education of the patients whose case notes were reviewed 
and acceptance of hysterectomy as a form of treatment with 
a p-value of 0.000 as depicted in Table 5. The type of 
hysterectomy had no significant relationship with the 
duration of the hospital stay as depicted in Table 6.  
 
 
DISCUSSION  
 
During the period reviewed 7,772 major obstetrical and 
gynaecological surgeries were carried out in Sacred Heart 
Hospital, 411 were hysterectomies. This gave an incidence 
rate of 5.3%. This is similar to the finding of the study 
carried out in Kano by Ahmed et al(Ahmed et al.,2005) but 
lower than the findings in most public hospital institutions 
worldwide (Oyewoye,1996;Yousaf et al., 2016; Siwatch et 
al., 2012). The reasons for this low value could not be 
farfetched, the hospital is a private missionary hospital so 
the cost of surgery could account for why people generally  
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Table 1. Sociodemographic character of subjects 
  

Age range N = 411 Percentage (%) 
≤20 
20-24 
25-29 
30-34 
35-39 
≥40 

1 
14 
10 
41 
59 

286 

0.1 
3.4 
2.4 

10.0 
14.4 
69.6 

Marital status N=411 Percentage (%) 
Single 
Married  
Divorced 
Widowed   

15 
386 

5 
5 

3.6 
93.9 
1.2 
1.2 

Educational level N=411 Percentage (%) 
No education 
Primary 
Secondary 
Tertiary 

10 
90 

200 
111 

2.4 
21.9 
48.7 
27.0 

Occupation N=411 Percentage (%) 
Housewife 
Self-employed 
Civil servant 
Others 

35 
252 
104 
20 

8.5 
61.3 
25.3 
4.9 

 
 

Table 2. Types of Hysterectomy 
  

Type of hysterectomy Frequency Percentage (%) 
Total abdominal hysterectomy 233 56.7 
Subtotal hysterectomy 162 39.4 
Vaginal hysterectomy 16 3.9 
Total  411 100 

 
 

Table 3. Indications for hysterectomy 
 

 
 
 
 
 
 
 
 
 
 
 

Table 4. Choice of anaesthesia and estimated blood loss 
 

Choice of anaesthesia                                   Estimated blood loss   
     x2 <1000ml <2000ml <3000ml <4000ml ≥5000ml Total  

G.A       54     49      20 2 8  133  
0.000 S. A     238     21      16 3 0  278 

Total      292     70      36 5 8  411 

 
 
 
shy away from an establishment like the hospital in 
addition to fear for surgery.The age group in which 
hysterectomy was most associated with was age group 

40years and above, this finding was similar to the finding 
by Ahmed et al in Kano (Ahmed et al.,2005). The 
commonest indication for hysterectomy was uterine fibroid  

Symptoms     Frequency  Percentage (%) 
Abdominal swelling         27         6.6 
Menstrual disorder           8         1.9 
Uterine fibroid       233       56.7 
Uterovaginal prolapse        16         3.9 
Uterine atony        85       20.7 
Uterine rupture        38         9.2 
Other obstetric complications          4         1.0 
Total       411       100 
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Table 5. Educational status and hysterectomy 
 

                         Type of hysterectomy  
 TAH Subtotal hysterectomy Vaginal hysterectomy X2 
No education 
Primary              
Secondary         
Tertiary  

1 
18 
87 

127 

9 
56 
80 
17 

0 
8 
8 
0 

 
 

0.000 

Total  233 162 16  

 
 

Table 6. Type of hysterectomy and duration of hospital stay 
 

 Duration of hospital stay x2 
Hysterectomy ≤4days >4days Total  
TAH  
Subtotal hysterectomy 
Vaginal hysterectomy 

146 
98 
10 

87 
64 
6 

233 
162 
16 

 
0.908 

Total  254 157 411  

 
 
 
associated with menstrual disorder. Most of the subtotal 
hysterectomy carried were done during the peripartum 
period, this was not a surprise since this procedure is 
faster, often time the patient is haemodynamically unstable, 
and the essence of this type of surgery is to save the life of 
the parturient. However one should bear in mind that those 
patients that had a subtotal hysterectomy are not 
completely free from the risk of cervical cancer considering 
our environment where there is no designed program on 
routine screening for cancer of the cervix. Patients’ 
acceptance of hysterectomy is largely influenced by their 
level of education as depicted in this review. 
 
 
Conclusion 
 
Hysterectomy is a commonly performed surgery worldwide 
and noted to be commonest among women aged 40 years 
and above. Its low incidence in the hospital probably must 
have been influenced by cost and level of education. The 
most frequent indication being uterine fibroids associated 
with menstrual disorder.  The education level of patients 
has a significant influence on the acceptance of 
hysterectomy as a treatment option. Peripartum 
hysterectomy though a great obstetric tragedy that can 
befall any woman of reproductive age could be live-saving 
especially if all conservative measures proved abortive with 
the woman’s life in jeopardy; this option should not be the 
first choice until all conservative options have been 
exhausted. 
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