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ABSTRACT

Background: Alteration of the female sexual functions after hysterectomy have a great concern to patients and clinicians. The introduction
of many assessment tools as the Female Sexual Function Index (FSFI) allowed researchers to assess the sexual functions in a
more standardized method.

Aim of the work: To assess the consequence of abdominal and laparoscopic hysterectomy on sexual functions.

Patients and Methods: 60 women aged between 30 to 60 years who underwent hysterectomy (abdominal or laparoscopic) for benign reasons
were included in this study, and divided into two groups, total abdominal hysterectomy (TAH) and total laparoscopic
hysterectomy (TLH). Using FSFI questionnaire, the sexual functions were assessed 1 day preoperatively and six months
postoperatively.

Results: The score for Desire was 5.08+0.62 for TAH, 5.06+0.60 for TLH preoperatively; and 5.12+0.58 for TAH, 5.20+0.62 for TLH
postoperatively. Arousal was 5.14+0.42 for TAH, 5.19+0.42 for TLH preoperatively and 5.15+0.53 for TAH, 5.22+0.46 for TLH
postoperatively. Lubrication was 5.05+0.49 for TAH, 5.15+0.52 for TLH preoperatively and 5.23+0.48 for TAH, 5.23+0.53 for
TLH postoperatively. Orgasm was 5.01+0.62 for TAH, 5.00+0.57 for TLH preoperatively and 5.04+0.59 for TAH, 5.13+0.59 for
TLH postoperatively. Satisfaction was 4.89+0.63 for TAH &4.89+0.60 for TLH preoperatively and 5.00+0.66 for TAH, 5.20+0.60
for TLH postoperatively. Pain was 4.95+0.48 for TAH, 4.95+0.51 for TLH preoperatively and 5.12+0.53 for TAH, 5.01+0.51 for
TLH postoperatively.

Conclusion: There was a significant improvement in the female sexual functions after laparoscopic hysterectomy, but after abdominal
hysterectomy, there was no improvement.
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INTRODUCTION

Hysterectomy is the most commonly performed
operation in the gynecological practice [l. About
40% of women undergo Hysterectomy before
reaching the age of 64. However, 90% of these
surgeries are due to benign reasons [2, in order to
raise life quality. However, it can bring some post-
operative long-term problems such as depression,
sexual dysfunction and especially, urinary
incontinence B3l

To date, many studies have confirmed the
advantage of the laparoscopic hysterectomy as a
safe method with good postoperative recovery, a
shorter hospital stay and reduced need for
analgesics [1.

Most of the women who proceed hysterectomy
are worried about how it will affect their sexuality,
and, regrettably, there is still no consensus about the
effects of the surgery on female sexuality [51.

In addition, it is assumed that the removal of the
uterus basically affects the anatomical structures of
the pelvis, including the nerve supply of the pelvis [61,
On the sexual side, neural supply in the upper part
of the vagina is thought to interfere with orgasm and
lubrication [71,

It has been supposed that a significant minority
of females who undergone hysterectomy had a
decrease in their sexual function [51. On the other
hand, some studies reported improvement in female
sexual function after hysterectomy (81,

Moreover, some studies found that alleviation
of sexuality problems and anxieties of partners
underwent hysterectomy has a positive effect quality
of life of the patients [9 101,

Therefore, there is an outstanding debate
regarding the benefits and drawbacks of the various
types of hysterectomy. Therefore, in this study we
tried to investigate the impact of different types of
hysterectomy on the female sexual functions.

AIM OF THE STUDY

The aim of this study was to evaluate the effect
of abdominal and laparoscopic hysterectomy on
sexual functions.

PATIENT AND METHODS

Sixty women aged between 30 to 60 years old
participated in this study, where they were divided
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equally into two groups. The first one had abdominal
hysterectomy while second group had laparoscopic
hysterectomy. The study was conducted in
Obstetrics and Gynecology Department of Al-Azhar
University (Damietta) from May 2019 till January
2020.

Study Design: Analytical prospective study.
Inclusion criteria

Patients who were sexually active and
performed hysterectomy for benign causes, patients
aged between (30-60) years, patients who under-
went hysterectomy (from June 2019 to January
2020), patients that free from medical problems such
as DM or hypertension and patients in which
hysterectomy without concurrent unilateral or
bilateral adnexectomy was done for a benign
gynecological disease were included .

Exclusion criteria

Patients who were under severe depression
before the operation, patients who had been using
antidepressant medications, patients who had
sexual dysfunction, patients who had complications
during the operation or in the period after operation,
patients whose partners had a severe illness or had
died in the meantime, patients who did not want to
continue, patients who were suspected of
malignancy and the need for concurrent
interventions such as prolapse repair were excluded.

Methodology

Before operation, all patients undergone trans-
vaginal ultrasounds, gynecological examination,
routine laboratory tests were performed and medical
histories were obtained. Patients were categorized
into two groups according to the type of surgical
operation: the total abdominal hysterectomy group
(TAH) and the total laparoscopic hysterectomy group
(TLH).

Data collection

A written consent for participation in the study
was obtained from each woman. Also, each woman
was interviewed for an about of half an hour verbal
interview for assisting the sexual function and quality
of life were. This done on two sets, assessed 1 day
preoperatively on admission to the hospital & after 6
months postoperatively. The questionnaire included
Female data as age (years), parity, educational level,
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menopausal status at time of surgery (pre, peri or
postmenopausal), type of surgical procedure
(abdominal or laparoscopic), in addition to the data
for assessing the sexual function.

Female Sexual Function Index (FSFI) [11]

For the evaluation of their sexual functions,
FSFI scales were used through face-to-face meeting
held 1 day preoperatively on admission to the
hospital and six months after the operation.

This index consists of 19 questions grouped in
six domains or dimensions:

o Desire (items 1 and 2);

o Arousal (items 3 - 6);

o Lubrication (items 7 — 10);

o Orgasm (items 11 - 13);

o Satisfaction (items 14 — 16) and
o Pain (items 17 - 19).

Cases having a total FSFI score of < 26.55
were defined as having sexual dysfunction. All
questionnaires were coded with an identifying
number, and women could not view their previous
answers.

Operating procedures

All patients received preoperative prophylactic
antibiotics as well as anticoagulants during
immobilization. All Hysterectomies either TLH or
TAH were performed using the standard extra-fascial
technique by means of clamps and suture ligation.
The technical aspects of both types of hysterectomy
were discussed with each patient, and the
appropriate hysterectomy type was selected through
mutual discussion.

Statistical analysis: Data were analyzed using
Statistical Program for Social Science (SPSS)
version 24. Quantitative data were expressed as
mean + standard deviation (SD). Qualitative data
were expressed as frequency and percentage. T-
tests were used to compare between two means. P-
value < 0.05 was considered significant.

RESULTS

A total number of 60 patients aged between 30
to 60 years old. 30 patients had abdominal
hysterectomy (TAH) with mean age 44.53 *+ 5.59
years and 30 patients had laparoscopic
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hysterectomy (TLH) with mean age 44.37+6.72
years. When comparing the mean age between
groups there were no statistically significant
difference (P- value=0.92). The mean body mass
index for the TLH group were 33.20 + 7.51 kg/m2 and
31.78 £ 7.99 kg/m? for the TAH group. When
comparing the means between groups there were no
statistically significant difference (P-value=0.48).
The mean Partner age for the TLH group were 50.83
+ 8.63 years and 51.90 + 8.74 years for the TAH
group. When comparing the means between groups
there were no statistically significant difference (P-
value=0.64) (Table 1).

Regarding the Indication for hysterectomy 25
women (41.7%) had uterine leiomyomas, 21 (35.0%)
had abnormal uterine bleeding, 8 (13.3%) had
Adenomyosis & 6 (10.0%) had cervical pathology.
More than two-third of women were Pre-
menopausal. Disruptive data of Education,
Occupation, Residence, Parity & Route of delivery of
the studied population were presented in table [2].

The Female Sexual Function Index (FSFI)
Questionnaire in the TLH group, the Desire
questions taken 1 day before operation in the TLH
group have a mean of 5.06 £ 0.60 score and the
questions taken 6 months after operation have a
mean of 5.20 £ 0.62. When comparing the means
between groups there were no statistically significant
difference (P-value=0.26).

Regarding the Arousal questions, the average
score for 1 day before operation was 5.14 £ 0.42 &
5.19 £ 0.42 for TAH & TLH respectively. Six months
after operation the score was 5.15 £ 0.53 & 5.22 +
0.46 for TAH & TLH respectively. No statistically
significant difference was observed between pre &
post-operative score regarding each group (Table 3,
4). When asking about the Lubrication, the average
score for 1 day before operation was 5.05 £ 0.49 &
5.15 £ 0.52 for TAH & TLH respectively. Six months
after operation the score was 5.23 + 0.48 & 5.23
0.53 for TAH & TLH respectively. There was only a
statistically significant increase in the TAH group (P-
value=0.01) (Tables 3 and 4).

The Orgasm questions taken 1 day before
operation in the TAH group have a mean of 5.01
0.62 score and the questions taken 6 months after
operation have a mean of 5.04 + 0.59. When
comparing the means between groups there were no
statistically significant difference (P-value=0.83). On
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the other hand, the score taken 1 day before
operation in the TLH group have a mean of 5 + 0.57
and the questions taken 6 months after operation
have a mean of 5.13 + 0.59. When comparing the
means between groups there were no statistically
significant  difference  (P-value=0.26). Women’s
sexual Satisfaction increased significantly (P-
value=0.04) in the TLH group from score of 4.89 +
0.6 to 5.2 £ 0.6 post- operatively. However, in the
TAH group despite that there was an increase in the
score from 4.89 + 0.63 to 5 + 0.66, the increased
score was not no statistically significant (P-
value=0.23) (Tables 3 and 4).

Pain occurs within intercourse had reported &
recorded a score of 4.95 + 0.48 in the day before
operation in the TAH group & the score increased to
5.12 £ 0.53 post-operatively with no statistically
significant difference (P-value=0.09). On the other
hand, Pain recorded in TLH group have a mean of
4.95 + 0.51 score in the day before operation that
increased also to 5.01 + 0.51 post-operatively no
statistically significant difference (P-value=0.57)
(Tables 3 and 4).

The total score of questions taken 1 day before
operation in the TAH group have a mean of 30.12 £
2 score and the questions taken 6 months after
operation have a mean of 30.66 £ 2.32. When
comparing the means between groups there were no
statistically significant difference (P- value=0.12).
While the total score of questions taken 1 day before
operation in the TLH group have a mean of 30.24+
1.92 score and the questions taken 6 months after
operation have a mean of 31+2.49. When comparing
the means between groups there were a statistically
significant difference (P-value=0.02) with the mean
score after 6 months being higher than 1day before.

Correlation between patient's data in the TLH
group and TAH group showed that there is no
statistical ~ significance  between the groups
(Education: P-value= 0.93, Occupation: P-value=
0.59, Residence: P-value= 0.80, Route of delivery:
P-value= 0.79, Menopausal status: P-value= 0.78,
Parity: P-value= 0.86 and Indication for
hysterectomy: P-value= 0.05).

The Female Sexual Function Index (FSFI)
Questionnaire in the TAH group revealed that, the
Desire questions taken 1 day before operation in the
TAH group have a mean of 5.08 + 0.62 score and
the questions taken 6 months after operation have a
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mean of 5.12 £ 0.58. When comparing the means
between groups there were no statistically significant
difference (P-value=0.72).

Regarding the Arousal questions taken 1 day
before operation in the TAH group have a mean of
5.14 £ 0.42 score and the questions taken 6 months
after operation have a mean of 5.15 £ 0.53. When
comparing the means between groups there were no
statistically significant difference (P- value=0.91).

The Lubrication questions taken 1 day before
operation in the TAH group have a mean of 5.05 +
0.49 score and the questions taken 6 months after
operation have a mean of 523 + 0.48. When
comparing the means between groups there were a
statistically significant difference (P-value=0.01) with
the mean score after 6 months being higher than
1day before. The Orgasm questions taken 1 day
before operation in the TAH group have a mean of
5.01 £ 0.62 score and the questions taken 6 months
after operation have a mean of 5.04 + 0.59. When
comparing the means between groups there were no
statistically significant difference (P-value=0.83).

The Satisfaction questions taken 1 day before
operation in the TAH group have a mean of 4.89 +
0.63 score and the questions taken 6 months after
operation have a mean of 5 £ 0.66. When comparing
the means between groups there were no
statistically significant difference (P- value=0.23).
The Pain questions taken 1 day before operation in
the TAH group have a mean of 4.95 £ 0.48 score
and the questions taken 6 months after operation
have a mean of 5.12 + 0.53. When comparing the
means between groups there were no statistically
significant difference (P-value=0.09). The total score
of questions taken 1 day before operation in the TAH
group have a mean of 30.12 £ 2 score and the
questions taken 6 months after operation have a
mean of 30.66 £ 2.32. When comparing the means
between groups there were no statistically significant
difference (P- value=0.12).

Correlation between patient's data in the TLH
group and TAH group showed that there is no
statistical ~ significance between the groups
(Education: P-value= 0.93, Occupation: P-value=
0.59, Residence: P-value= 0.80, Route of delivery:
P-value= 0.79, Menopausal status: P-value= 0.78,
Parity: P-value= 0.86 and Indication for
hysterectomy: P-value= 0.05).
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Table [1]: Numeric demographic data of patients included in the study groups and comparing the means of each group (n=30).

Type of operation Mean £ SD DF P-value 95% Confidence Interval of Difference
Lower Upper
Age (years) TLH 44.37 +5.59 58 0.92 -3.36 3.03
TAH 4453 £6.72
BMI (Kg/m2) TLH 33.20 £ 7.51 58 0.48 -2.59 543
TAH 31.78 £7.99
Partner age (years) TLH 50.83 + 8.63 58 0.64 -5.56 342
TAH 51.90 + 8.74
Table [2]: Descriptive statistics of patient’s data included in the study.
n (%)
Education Primary 14 (23.3%)
Secondary 15(25.0%)
High 14(23.3%)
None 5(8.3%)
University 12(20.0%)
Occupation House wife 38 (63.3%)
Work 22 (36.7%)
Residence Rural 33 (55.0%)
Urban 27 (45.0%)
Menopausal status Peri-menopausal 10 (16.7%)
Post-menopausal 10 (16.7%)
Pre-menopausal 40 (66.7%)
Parity PO 9 (15.0%)
P1 8 (13.3%)
P2 16 (26.7%)
P3 12 (20.0%)
P4 11 (18.3%)
P5 3 (5.0%)
P6 1(1.7%)
Route of delivery CS. 23 (38.3%)
Vaginal 37 (61.7%)
Indication for hysterectomy Uterine leiomyomas 25 (41.7%)
Abnormal uterine bleeding 21 (35.0%)
Adenomyosis 8 (13.3%)
Cervical pathology 6 (10.0%)
Type of operation TLH 30 (50.0%)
TAH 30 (50.0%)
Table (3): Comparing means of Questionnaire scores in the TLH group before and after operation (n=30).
Time of Questionnaire Mean SD DF P-value 95% Confidence Interval of the Difference
Lower Upper
Desire One day Before 5.06 0.60 29 0.26 -0.39 0.11
Six months After 5.20 0.62
Arousal One day Before 5.19 0.42 29 0.77 -0.23 0.17
Six months After 5.22 0.46
Lubrication One day Before 5.15 0.52 29 0.50 -0.32 0.16
Six months After 5.23 0.53
Orgasm One day Before 5.00 0.57 29 0.26 -0.37 0.10
Six months After 513 0.59
Satisfaction One day Before 4.89 0.60 29 0.04 -0.59 -0.02
Six months After 520 0.60
Pain One day Before 4.95 0.51 29 0.57 -0.30 0.17
Six months After 5.01 0.51
Total score One day Before 30.24 1.92 29 0.02 -1.39 -0.12
Six months After 31.00 249
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Table (4): Comparing means of Questionnaire scores in the TAH group before and after operation (n=30).

Time of Questionnaire Mean SD DF P-value 95% Confidence Interval of the Difference
Lower Upper

Desire One day Before 5.08 0.62 29 0.72 -0.27 0.19
Six months After 512 0.58

Arousal One day Before 5.14 0.42 29 0.91 -0.18 0.16
Six months After 515 0.53

Lubrication One day Before 5.05 0.49 29 0.01* -0.32 -0.04
Six months After 5.23 0.48

Orgasm One day Before 5.01 0.62 29 0.83 -0.27 0.22
Six months After 5.04 0.59

Satisfaction One day Before 4.89 0.63 29 0.23 -0.29 0.07
Six months After 5.00 0.66

Pain One day Before 4.95 0.48 29 0.09 -0.38 0.03
Six months After 512 0.53

Total score One day Before 30.12 2.00 29 0.12 -1.22 0.14
Six months After 30.66 2.32

*: Statistically significant (P<0.05
DISUCSSION

Female sexual dysfunction affects all kinds of
races, socioeconomic backgrounds and the entire
spectrum of ages. Since various conditions and
personal experiences adversely affect sexual health,
it is not surprising that the prevalence of female
sexual dysfunction (FSD) is high, ranging from 30 to
50% [21. In the last years, the impact of hysterectomy
on female sexual function have become a significant
research topic. The introduction of validated
assessment tools such as the Female Sexual
Function Index (FSFI) made it easier to researchers
to evaluate sexual function in a more standardized
manner [13],

Regarding the age in this study, it is
comparable to other studies that focused on the
effect of hysterectomy on the female sexual function.
Kim et al. [4, made a study on the total hysterectomy
on the sexual function and the mean age (years) was
43.1 £ 2.12 slandered deviation in the total hyster-
ectomy group. In addition, the mean age in years
were 51.3 £ 9.0 and 47.3 + 5.9 in the Laparoscopic
approach and vaginal route of hysterectomy
operation respectively ['31. In the same line, Eken et
al. '3, discovered that the mean age in years were
428 £ 2.5 and 41.1 £ 5.5 in the total abdominal
hysterectomy (TAH) and total laparascopic
hysterectomy (TLH) groups respectively.

In the current study, the partner age was added,
as a variable and the mean partner age is
comparable to another study where the mean
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partner age (year) were 46.8 + 3.6 and 48.6 + 6.3
TAH and TLH groups respectively [13],

Regarding the mean body mass index for the
TLH group, it was 33.20 £+ 7.51 kg/m2 and 31.78 +
7.99 kg/m2 for the TAH group. When comparing the
means between groups there were no statistically
significant difference (P-value=0.48). Unlike the
above results, the BMI was relatively lower in other
studies focusing on hysterectomy and female sexual
function. Nam et al. ['6], reported a BMI 0of 22.8 £ 3.16
and 22.5 £ 2.39 kg/m? in their study groups. In
addition, Radosa et al. ['71, found that the mean BMI
were 26.93 + 6.57 and 28.17 + 7.16 and 26.14 +
5.92 kg/m?in their study groups. Also, Eken et al. ['],
found that the mean BMI were 28.6 £ 4.0 and 29.5 £
6.9 kg/m2 in the total abdominal hysterectomy (TAH)
and total laparoscopic hysterectomy (TLH) groups
respectively. This difference may be due to the
cultural and dietary habits in Egypt and Middle East
region. Farrell and Kieser!'8 conducted a systematic
review of sexuality after hysterectomy and concluded
that research in this field was mostly retrospective
without the use of validated outcome measures.

Most of the studies found either no change or
improvement of sexuality after hysterectomy.
Theoretically hysterectomy should increase sexual
pleasure by eliminating the fear of pregnancy,
relieving dyspareunia and uterine disease especially
malignant diseases 19,

Regarding the FSFI in the desire and arousal
questions, in consistent with the present study
differences in libido and sexual sensitivity following
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different types of hysterectomies have been
evaluated by Wierrani et al.[20 and showed no
difference at 12 months after operation. In the same
line, Galyer et al.2!l, compared sexual function in
women who had underwent TAH with those who
underwent VH. There was no difference in sexual
desire postoperatively between the groups. In
addition, Roovers et al.l®l conducted a prospective
study over 6 months and found a decrease in sexual
problems with vaginal hysterectomy, TAH or sub-
TAH. On the other hand, a prospective study done
on a large scale (the Maryland Women's Health
study) which included 1299 women who were
interviewed with validated questionnaire pre-
operatively and at 6, 12, 18 and 24 months after
hysterectomy for benign diseases and noticed
a significant increase in frequency of sexual activity,
a reduction in dyspareunia and a decrease in low
libidol221,

A prospective study showed that there were no
change of the sexual function in premenopausal
women underwent either conventional or single port
laparoscopic vaginal hysterectomy 1231,

Regarding the FSFI in the lubrication and
orgasm there were no difference before or after
operation in both groups. The satisfaction questions
showed improvement after operation in the TLH
group but not in the TAH group. Dyspareunia
following hysterectomy may be due to vaginal
dryness. It may be present before hysterectomy.
Vaginal dryness is usually not worsened in most of
patients and is usually improved, particularly in
women using hormone replacement therapy (HRT)
following bilateral oophorectomy(241,

Vaginal dryness before hysterectomy is highly
predictive of post-hysterectomy vaginal dryness.
Vaginal dryness developed after hysterectomy is
uncommon but may be associated with premature
ovarian failure leading to decrease in endogenous
estrogen production, or with inadequate hormone
replacement [, It has been hypothesized that the
interruption of innervation of upper vagina and cervix
after total hysterectomy interferes with orgasm and
lubrication 1191,

The effect of anatomical changes was
highlighted by comparing coital frequency,
dyspareunia, libido and frequency of orgasm before
and at 6 weeks, 6 months and 1 year in 105 women
with TAH and 107 with sub TAH. The two groups
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showed an equal but mild reduction in dyspareunia
and coital frequency with statistically significant
deterioration after sub TAH. The frequency of
orgasm was significantly reduced in TAH group but
not in sub TAH group [26.271, However, two randomly
designed studies [28:29] showed no change in orgasm
or frequency of intercourse between TAH and sub
TAH. In addition, Thakar et al. [3%1, conducted a study
on 279 women (146 TAH and 133 sub TAH and all
women were followed for 1 year) showed that no
statistical difference was noticed between the two
groups before and after surgery. The desire for
intercourse, frequency of intercourse, orgasm, and
initiation of intercourse did not differ significantly
among the groups.

The results in the current study showed a slight
increase in the pain score, which means slight
decrease in the pain during intercourse. This may be
explained by that hysterectomy results in decrease
in dyspareunia, with significant increase in the
frequency of intercourse, which is considered as
improvement of sexual function and enjoyment. The
presence of symptoms before hysterectomy,
adversely affect frequency of sexual relations in most
cases and severely disturb relations. Elimination of
these symptoms leads to improvement in sexual
frequency, reflecting improvement in sexual
functioning and enjoyment 1251, Chronic dyspareunia
causes frequent painful sexual relations and therefor
to avoidance. Therefore, the condition has a
negative effect on emotional intimacy directly and
indirectly by straining personal relationships. The
probability of an unchanged or worsening the sexual
function is greater for cases with depression and
pain and for those who are less satisfied with the
surgery they have had 311,

On the other hand, it has been assumed that
hysterectomy could result in dyspareunia by
decreasing the length of the vaginal vault, or even by
causing vaginal fibrosis. Hysterectomy can also
result in pain and dyspareunia due to the residual
ovary syndrome and bowel adhesions [23],

Conclusion: The results of this study showed
that there was a significant improvement in the
female sexual functions after total laparoscopic
hysterectomy, but after total abdominal hyster-
ectomy, there was no improvement.

The strength of this study is that this type of
research is not common in our society, hoping that it
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will have a good impact and encouraging the
research in this field.

Limitations of this study are: The small
number of cases that meet the inclusion criteria.
Some women may choose not to contribute in the
study because of the cultural factors present in our
Middle Eastern community. The short-term follow-up
after operation (six months) because long-term
follow up may fail due to lake of interest of the cases.

Financial and Non-Financial Relationships
and Activities of Interest

None
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