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 Abstract 

Objective: The chief objective is to measure the association between 
abdominal hysterectomy and development of pelvic wall dysfunction and sexual 
dysfunction. 
Study Design: Prospective cohort study 
Place and duration of study:  The study was conducted in hospital over a 
period of twelve months from Jan-Dec 2023 
Methodology: We included 100 females undergoing abdominal hysterectomy 
with help of WHO sample size calculator and followed them at six months 
and one year interval to find association between the hysterectomy and 
development of pelvic floor and sexual dysfunction according to criteria 
furnished. 
Results: The relative risk (R.R) development of pelvic dysfunction at six 
months post-operatively was 1.2(95% CI: 0.68-2.10) and one-year post-
operatively was found to be 0.48 (95% CI: 0.10-2.23) which shows that risk 
of development of pelvic dysfunction reduced after one year. The relative risk of 
development of sexual dysfunction at six months was 1.33 (95% CI: 0.55-
3.23) and after one year of surgery was 2.0 (95% CI: 0.54-7.3). 
Conclusion: We arrived at the conclusion that there is risk of development of 
pelvic floor and sexual dysfunction after abdominal hysterectomy but it 
improves over time. 
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INTRODUCTION
Hysterectomy is a frequently performed 
gynecological surgery which has variety of 
indications and types like abdominal, vaginal, 
complete, subtotal and laparoscopic hystrectomy. 
First abdominal hysterectomy was performed in 

18th century, since then it has undergone a lot of 
evolution. It has now being carried out with 
telerobotic assistant in different centers of 
excellence worldwide2. Hysterectomy is a major 
gynecological procedure which has many 
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physiological and psychological implications4. It 
has also been associated with a number of 
complications like prolapsed of pelvic viscera, 
urinary incontinence, bowel disturbances, 
fistulas, pelvic floor dysfunction3. It has also been 
linked to loss of libido and sexual dysfunction 
which is worrisome especially when female is 
young and sexually active. 
The rate of hysterectomy is quite high in 
Pakistani population that is 6.6 hysterectomies 
per one thousand females4. A small fraction is 
contributed by morbidly adherent placenta which 
leads to cesarean hysterectomy and it is attributed 
to multiparity and high cesarean section rate5 and 
unfortunately it leads to hysterectomy in 
comparatively younger females6. The pelvic floor 
dysfunction and sexual disturbances are two 
complication of our interest as local literature 
about these adverse outcomes is scare, low quality 
and somewhat conflicting7. These complications 
have been suggested to arise after hysterectomy as 
indicated by some international literature8. 
The study by Forsgren et al9 which is our 
reference study has highlighted that there is 
development of some degree of pelvic floor and 
sexual dysfunction after hysterectomy which 
improves gradually but remains static after that. 
The sexual maturity, sexual practices, child birth, 
age of marriage or age at which patients become 
sexually active is different in their population 
than ours. The demographic characteristics of 
their population are also diverse which cannot be 
generalized to our varied population. Therefore 
the rationale of our study is to study the 
association of pelvic floor and sexual dysfunction 
after hysterectomy and to ascertain whether there 
is an improvement over time or not in Pakistani 
females considering that the experiences and risk 
factors for complications may differ from those 
observed in the international literature. 
 
Methodology: 
Prospective Cohort Study was conducted in a 
tertiary care hospital in Rawalpindi. We 
calculated sample size with help of WHO sample 
size calculator using the reference study of 
Forsgren et al as mentioned earlier keeping the 
confidence level of 95% (1-α), relative precision 

(ꜫ) of 0.50, anticipated probability of disease 
among exposed (P1) to be 0.20 and anticipated 
probability of disease among non-exposed (P2) to 
be 0.10, anticipated relative risk (R.R) to be 2.00. 
The sample size came out to be 74. We collected 
data prospectively over a period of eight months 
and enrolled 120 patients after application of 
inclusion and exclusion criteria. Inclusion 
criteria: Patients who underwent elective 
abdominal hysterectomy or elective cesarean 
hysterectomy with bilateral salpingoophorectomy 
with age ranging from 25 to 60 years were 
included in the study. We included only married 
patients who had no history of uterine prolaspe 
who have had at two full term pregnancies before 
hysterectomy. Exclusion criteria: Patients who 
had vaginal hysterectomy, subtotal hysterectomy, 
emergency hysterectomy, mentally incapacitated, 
dementia, systemic diseases (diabetes, 
hypertension), having other complications 
(fistula, ureteric injury and visceral prolapsed) 
and patients who failed to follow up were 
excluded from the study. 
We developed objective criteria for assessment of 
pelvic floor muscle strength by utilizing oxford 
grading scale modified by laylock10 and subjective 
criteria by asking patients for absence or presence 
of stress incontienence11. The Modified oxford 
grading scale consisted of six point scale based on 
vaginal muscles strength. If there was no 
contraction then zero point was recorded. If there 
was  flicker then 1 number was recorded, 2  
indicated weak contraction, 3 indicated 
 moderate contraction, 4 indicated  good 
contraction and  5 indicated strong contraction.  
The patients who had modified oxford grading 
scale more than 3 and no stress urinary 
incontinence were labeled to have no pelvic 
dysfunction.  The patients who had Modified 
oxford grading scale less than 3 or had stress 
urinary incontinence were labeled to have pelvic 
dysfunction. The patients who didn’t fulfill the 
criteria of pelvic dysfunction were excluded from 
final results. The assessment of sexual function 
was done through modification of female sexual 
function index (FSI)12. We questioned about six 
domains of sexual function including desire, 
arousal, lubrication, orgasm and satisfaction. The 
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ladies who said yes to greater than 4 of six 
questions were labeled to have sexual 
dysfunction. The patients were booked through 
outpatient department. Their consent was 
obtained after detailed counseling. The patients 
were subjected to detailed investigations and pre-
anesthesia assessment before surgery. All the 
patients underwent elective abdominal 
hysterectomy with pfannenteil incision.  After 
hysterectomy patients were asked for follow up at 
six months and one year. When the patients 
visited gynecology outpatient department they 
were assessed by experienced gynecologist. Pelvic 
floor muscle strength was assessed through 
vaginal examination and patients were asked to 
perform kegel. The Modified oxford grading scale 
was used to grade the pelvic dysfunction. The 
patients were asked about stress in continence. 
The patients who had had Modified oxford 
grading scale less than 3 along with stress 
incontinence were labeled to have pelvic 
dysfunction. The assessment of sexual function 
was done through female sexual function index 
(FSI) by a senior registrar and grade was assigned 
according to positive responses. The presence or 
absence of pelvic dysfunction and sexual 
dysfunction was computed. Following 
demographic details were registered: age, BMI, 
parity and mode of previous deliveries (cesarean 
delivery of simple vaginal delivery). The primary 
outcome was relative risk of development of 
pelvic and sexual dysfunction at 6 months and 
one year after hysterectomy.  
The data was collected on a Performa designed 
for objective and subjective assessment and 
recorded on social package of statistical science 
(SPSS) version 23. Quantitative and qualitative 
variables were analyzed through appropriate 
statistical tools and relative risk was computed to 
find association. The frequencies of primary 
outcomes were compared through chi-square 
analysis and p value less than 0.05 was considered 
significant. 
 
Results: 
Total 100 patients fulfilled the study protocol 
and they were included in the statistics. The 
mean age of the patients was 51.01±9.65 years 

and mean body mass index (BMI) was 28.98±2.83 
kg/m2. The minimum age was 28 years and 
maximum age was 60 years. 20% patients 
underwent elective cesarean abdominal 
hysterectomy while 80% underwent non-cesarean 
elective hysterectomy for benign causes. 
 All the patients were mutipara with parity of 3 
in12% patients, four in 23% patients,  Five in 
42% patients, six in 14% patients and seven in 
9% patients. 18 patients never had vaginal 
delivery, 19% had 1 vaignal delivery, 18% had 2 
vaginal deliveries, 21 had 3 vaginal deliveries, 
16% had 16 vaginal deliveries, 6% had 6 vaginal 
deliveries and 2% had two vaginal deliveries in 
past. Similarly 10 patients never has cesarean 
delivery in past. 20% patient had previous one 
cesarean, 15% had previous two cesareans, 24% 
has previous 3 cesareans, 24% had previous 4 
cesareans and 7% had previous five cesareans. 
The demographics are presented in Table-I. 
39% patients developed pelvic dysfunction after 6 
months post-operatively while 20% patients 
developed sexual dysfunction after 6 months. 
When these patients were assessed after 1 year, 
pelvic dysfunction was present in only 17% 
patients with p value of <0.001 and sexual 
dysfunctions was present in only 9(9%) patients 
with p value of <0.001. The relative risk (R.R) 
development of pelvic dysfunction at six months 
post-operatively was 1.2; 95% confidence interval 
(95% CI: 0.68-2.10) and one-year post-operatively 
was found to be 0.48 (95% CI: 0.10-2.23) which 
shows that risk of development of pelvic 
dysfunction reduced after one year. The relative 
risk of development of sexual dysfunction at six 
months was 1.33 (95% CI: 0.55-3.23) and after 
one year of surgery was 2.0 (95% CI: 0.54-7.3) as 
displayed in Table-II.  
9(45%) patients with cesarean hysterectomy 
developed pelvic dysfunction compared to 
30(37%) patients undergoing non-cesarean 
hysterectomy who developed pelvic dysfunction 
at six months which was reduced to 2(10%) and 
15(18.8%) patients after one year respectively. 
5(25%) cesarean hysterectomy patients developed 
sexual dysfunction after six months and 
15(18.8%) regular hysterectomy patients 
developed sexual dysfunction which reduced to 
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3(15%) and 6(7.5%) respectively after one year as 
shown in Figure-1. 

 

 
Table-I:  The demographic characteristics of the cohort under study (n=100) 
 Mean±SD 

Age (Years) 51.0±9.6 

BMI (Kg/M2) 28.98±2.8 

 Frequency (%) 

Parity 3 12(12) 

4 23(23) 

5 42(42) 

6 14(14) 

7 9(9) 

Type of Hysterectomy Elective Cesarean Hystrectomy 20(20) 

Elective Abdominal 
Hystrectomy 

80(80) 

Previous Spontaneous 
vaginal deliveries 

zero 18 (18) 

1 19 (19) 

2 18 (18) 

3 21(21) 

4 16 (16) 

5 6 (6) 

6 2(2) 

Previous cesarean 
sections 

No previous cesarean 10 (10) 

Previous 1 cesarean 20 (20) 

Previous 2 cesarean 15 (15) 

Previous 3  cesarean 24 (24) 
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Previous 4  cesarean 24 (24) 

Previous 5 cesarean 7 (7) 

 
Table-II: The frequency and Relative Risk (R.R) of pelvic floor dysfunction and sexual dysfunction in 
patients after hysterectomy (n=100). 
 
 At six months  At one year P value 

Pelvic Floor Dysfunction Yes  39 (39) 17 (17) <0.001 

no 61 (61) 83 (83) 

Sexual Dysfunction Yes  20 (20) 9 (9) <0.001 

no 80 (80) 91 (91) 

 Relative.Risk (R.R) 
(95% confidence 
interval) 

Relative.Risk (R.R) 
(95% confidence 
interval) 

 

Relative Risk Of Development Of 
Pelvic Floor Dysfunction 

1.2 (95% CI: 0.68-
2.10) 

0.53 (95% CI: 0.13-
2.1) 

 

Relative Risk Of Development Of 
Sexual Dysfunction 

1.33 (95% CI: 0.55-
3.23) 

2.0 (95% CI: 0.54-
7.3) 

 

 
Figure-1: The Frequency of Pelvic Floor Dysfunction and Sexual Dysfunction With Rest To Different 
Types of Hysterectomies 
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Discussion:  
We observed that there is considerable pelvic and 
sexual dysfunction after hysterectomy. Mostly 
patients are unaware of it or do not recognize it 
or become accustomed to it till the time it 
eventually settles completely or partially. When 
we did objective measurement of pelvic muscle 
strength and asked close ended questions to 
assess sexual dysfunction, patients reciprocated 
appropriately and we were able to draw 
conclusions. Due to misinterpretation of religious 
freedom and cultural barriers , the sexual 
problems are not discussed candidly in Pakistani 
society which leads to problems like barricade to 
contraception, insufficient spacing of children 
and reproductive health of women13.  
Hysterectomy is a leading gynecological surgery in 
Pakistan with peak incidence in middle-aged 
women with mean age of 45 years. Early 
marriage, child birth at tender age, multiparity 
and increased incidence of fibroids are factors 
attributable for comparatively young age for 
hystrectomy14. Owing to a younger age women 
remain sexually active after hysterectomy but they 
require rehabilitation. There is a need to 
highlight and investigate post-hysterectomy pelvic 
floor and sexual dysfunction so as to identify 
patients who require adequate guidance and 
advice regarding early rehabilitation.  Our study 
highlighted that sexual function improves slowly 
but surely.  However there is evidence to support 
the idea that profound psychological trauma and 
fear of marital destabilization can lead to 
prolongation of sexual dysfunction15. We 
followed the patients for one year post-
hysterectomy but we can extrapolate that there 
should be more improvement of sexual function 
in comparatively younger females. Due to time 
constraint, we could only follow-up the patients 
to one year.   
According to a local cross sectional study it was 
established that greater than 90% percent 
patients had no effect on libido rather in 20% 
females there was an increase in sexual desire 
after hystrectomy15. The evidence presented in 
their study was not analogous to findings of our 
study and also the findings of their were 
conflicting to international literature which 

implied that hysterectomy with or without 
bilateral salpingoophorectomy was associated 
with higher incidence of sexual dysfunction116,17.   
The pelvic floor dysfunction is characterized by a 
multitude of symptoms including urinary 
incontinence, difficultly in micturition, stress 
incontinence, pelvic pain, dyspareunia, 
constipation and proctalgia fugax18 . According to 
study conducted by Blandon et al19 the incidence 
of repair of pelvic floor after hysterectomy was 
almost 3 percent. Their data revealed that the 
fraction of female patients who were operated 
upon for pelvic repair after abdominal 
hysterectomy escalated from 3 percent at twenty 
years to five percent at thirty years. However they 
studied pelvic dysfunction post- hysterectomy in 
women who had uterine prolapse. Their study 
also included vaginal hysterectomy which has 
higher correlation with pelvic dysfunction. Our 
study showed that pelvic dysfunction improved 
substantially after one year. However, we cannot 
rule out the theoretical possibility of need of 
pelvic repair in future in these patients due to 
advancing age. In order to ascertain that a longer 
follow up and patience is required. Ideally these 
women should be followed till 70 years of age 
especially for pelvic dysfunction.  
 
Conclusion: 
We arrived at the conclusion that there is risk of 
development of pelvic floor and sexual 
dysfunction after abdominal hysterectomy but it 
improves over time that is almost one year. 
 
Limitations of study: 
We followed patients up to one year only. A long-
term follow-up is required to ascertain the 
longevity of these findings.  
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