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Histopathological Analysis of Hysterectomy Specimens
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abstract
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This was a retrospective study carried out on all hysterectomy specimens sent to Department of 
Pathology of Tribhuvan University Teaching Hospital,  Kathmandu, Nepal from 1st September  
2005 to 28th February 2006, to study  the histopathological findings of these specimens.

All informations used in the study were obtained from the records of Department of Pathology of 
the hospital.

Out of 221 hysterectomy specimens received during the study period, 139 (62.9%) were total ab-
dominal and 82 (37.1%) were vaginal hysterectomy specimens. Mean age of the patient was 53.4 
years for vaginal hysterectomy group where as it was 37.6 years for total abdominal hysterectomy 
with unilateral salpingo-oophorectomy and 46.3 years for total abdominal hysterectomy with bi-
lateral salpingo-oophorectomy group. Uterine prolapse was commonest indication of hysterectomy 
overall (37.1%) and accounted for 98.8% of vaginal hysterectomies. Other common indications 
of hysterectomy were uterine fibroid (24.9%), ovarian tumor (14.9%) and dysfunctional uterine 
bleeding (7.7%). Leimyoma was the most common pathology found in uterine corpus (27.1%). 
Chronic cervicitis in cervix, functional cysts in ovaries and paratubal cysts in fallopian tubes were 
most common histological findings. Ovarian neoplasms accounted for 18.3% of ovarian pathology. 
38% specimens were unremarkable histopathologically.

In Tribhuvan University Teaching Hospital, abdominal hysterectomies are more common than 
vaginal hysterectomies. Most vaginal hysterectomies are done for uterine prolapse and patients   
are older than those undergoing abdominal hysterectomies. Most abdominal hysterectomies are 
performed for uterine leiomyomas. Hysterectomy specimens may be unremarkable histopathologi-
cally, most of which are vaginal hysterectomies done for uterine prolapse.
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INTRODUCTION

Hysterectomy came into widespread use in the early 20th 
century. Advances in anesthesia, aseptic technique and 
antisepsis during the 19th and early 20th centuries allowed 
the development of safe surgical treatments for benign and 
malignant gynecologic diseases. The rate of death due to 
abdominal hysterectomy decreased from 70 % in 1880 to 
3 % in 1930. Currently, the mortality rate associated with 
hysterectomy is less than 0.1 percent.1

Hysterectomy is second only to cesarean section as the 
most frequently performed major operation in the United 
States.2 The number of hysterectomies performed each 
year is more than 600,000 in the United States. The 
cost of hysterectomies is $5-6 billion per year. Women 
aged 30 to 54 most frequently undergo hysterectomy as 
compared to other age groups  and contribute 74% of all 
hysterectomies.3

This study was conducted with the aim to analyze the 
histopathological findings in hysterectomy specimens 
sent to Department of Pathology of Tribhuvan University 
Teaching Hospital (TUTH).

MATERIALS AND METHODS

This was a retrospective study carried out in Department 
of Pathology, TUTH, Kathmandu, Nepal. All hysterectomy 
specimens sent to the Department of Pathology from 1st 
September 2005 to 28th February 2006 were included in 
the study. Duplicate histopathological reports of the speci-
mens were obtained from the records of Department of 
Pathology and all required informations such as age, type 
of operation performed like vaginal hysterectomy (VH), 
total abdominal hysterectomy with bilateral salpingoo-
phorectomy (TAHBSO), total abdominal hysterectomy 
with unilateral salpingoophorectomy (TAHUSO) or total 
abdominal hysterectomy without salpingoophorectomy, 
clinical indications and histopathological findings in the 
endometrium, myometrium, cervix, right and left fallopian 
tubes and right and left ovaries were noted. The histo-
pathological findings were given by pathologists where as 
all other information present in the report were sent from 

Department of Gynaecology.

Apart from physiological changes in the endometrium 
(secretory, proliferative and atrophied endometrium),  
chronic cervicitis that was not severe, ovaries with cystic 
follicle, follicular cysts  ,luteal  cysts and inclusion cysts 
that  did not form the indication of hysterectomy  and 
paratubal cysts that  were asymptomatic and just a chance 
finding were not considered pathological. Thus specimens 
with only one or more of those findings were considered 
“unremarkable” histologically.

The data was analyzed using software program SPSS 10.0 
for windows

RESULTS

During the study period, a total 221 hysterectomy speci-
mens were sent to the Department of Pathology, TUTH for 
histopathological examination. Out of these, 139(62.9%) 
were total abdominal hysterectomies (TAH) and 82(37.1%) 
were vaginal hysterectomies (VH). 124 TAH were accom-
panied by bilateral salpingo-oophorectomies (TAHBSO), 
13 were accompanied by unilateral salpingo-oophorec-
tomies (TAHUSO) and in 2 TAHs   both ovaries were 
preserved.

Patients undergoing VH, TAHBSO and TAHUSO were 
in age range of 34 to 91 years (mean 53.4 years), 23 to 
82 years (mean 46.3 years) and 30 to 47 years (mean 37.6 
years) respectively. There were two patients whose both 
ovaries were preserved. One was 28 years old and indica-
tion for hysterectomy was post partum heamorrhage while 
another patient was 38 years old and hysterectomy was 
done for leiomyoma uterus.

Overall most common clinical indication for hysterectomy 
was uterine prolapse (81 cases), accounting 98.8% of 
vaginal hysterectomies and 37.1% of all hysterectomies. 
Other common indications were fibroid (24.9%), ovarian 
tumor (14.9%) and dysfunctional uterine bleeding (DUB) 
(7.7%). Tubo-ovarian disease (non neoplastic as well as 
neoplastic) were clinical indication of hysterectomy in 45 
cases (20.4%). (Table I)
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HISTOPATHOLOGICAL FINDINGS

Endometrium
Histopathologically, 58 hysterectomy specimens (26.2%) 
showed atrophied endometrium (43 from VH group and 
15 from TAH group) and 11 (5%) showed hyperplasia 
(10 simple, 1 complex). Tumor was present in 4 (1.8%) 
specimens out of which 1 was noninvasive complete 
hydatidiform mole, 2 were endometrial carcinomas and 1 
was endometrial sarcoma. (Table II)

Myometrium
Ninety Nine specimens had myometrial pathology. Most 
common histopathological abnormality in myometrium 
was leiomyoma followed by adenomyosis. Isolated leio-
myoma was seen in myometrium of 53 (24%) hysterec-
tomies and adenomyosis in 38 (17.2%) where in 7 myo-

metriums, both were present together. Most myometrial 
pathology were seen in abdominal hysterectomy group 
(85/99=85.9%) as compared to vaginal hysterectomy group 
(14/99=14.1%). (Table III)

Cervix
Cervix from 213 (96.4%) specimens showed chronic cervi-
citis out of which severe chronic cervicitis was seen in one 
only. Cervical intraepithelial neoplasia (CIN) I, CIN III and 
microinvasive squamous cell carcinoma were seen in one 
specimen each (Table IV) and were just chance findings 
in hysterectomies done with clinical indication of ovarian 
tumor and fibroid uterus respectively. One hysterectomy 
was performed with indication of CIN II and two with 
indication of CIN III. However in these three specimens, 
dysplasia was not seen histologically. (Table I & IV)

Table I: Distribution of hysterectomies according to clinical indication and type of operation performed
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Tubes and Ovaries
Bilateral tubes and ovaries were removed in 124 and uni-
lateral in 13 patients. Thus, a total of 261 tubes and ovaries 
were removed (128 right and 133 left). Most common 
finding in ovaries were functional cysts. Benign tumors 

were seen in 27 (13.34%) and malignant tumors in 13 (5%) 
ovaries. Serous cystadenoma was the most common benign 
tumor (12/261) seen where as serous cystadenocarcinoma 
accounted for most of the malignant tumors (10/261) 
(Table V). In one TAHBSO specimen, along with bilateral 
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Table IV: Histopathology of cervix

Table III: Histopathological findings in myometrium

Table II: Histopathological findings in the endometrium in hysterectomy specimens 
obtained by different type of operations
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serous cystadenocarcinoma, metastatic gastrointestinal 
stromal tumor (GIST) was also seen in one ovary.

Paratubal cyst was found attached to 6.1% of fallopian 
tubes removed. 5.4% removed fallopian tubes were in-
flammed and metastasis was present in 3.4%. (Table VI)

Unremarkable Histopathology
38% hysterectomies (84/221) were unremarkable. 66 of 
these belonged to VH group out of which 65 were per-
formed for uterovaginal prolapse. Four out of 17 hysterec-
tomies (23.5%) done for DUB had no microscopic abnor-
mality and this was the most common clinical indication in 
TAH group with unremarkable histopathological analysis.

DISCUSSION

Hysterectomy is second only to cesarean section as the 
most frequently performed major operation in the United 
States.2 Data from the National Hospital Discharge Survey 
(NHDS) indicate that approximately 590,000 hysterecto-
mies are performed annually. By the age of 60, over one 
third of U.S. women have undergone hysterectomy.4 An 
estimated 3.5 million women aged 15 to 44 years in the 
United States underwent hysterectomy between 1970 and 
1978.5 Rates for hysterectomy in 1990 were 5.5 per 1000 
women and increased slightly by 1997 to 5.6 per 1000 
women in United States.6

Hysterectomy may be performed by a vaginal, an abdomi-
nal or a laparoscopic approach and may or may not include 
removal of the ovaries.

Before laparoscopically assisted vaginal hysterectomy 
(LAVH), 75% of hysterectomies performed were total 
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Table V: Histopathological findings in removed right and left ovaries

Table VI: Histopathological findings in removed right and left fallopian tubes
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abdominal hysterectomies (TAH) and the rest were total 
vaginal hysterectomies (VH). Rate of TAH decreased to 
39% while that of VH remained the same (29%) after the 
introduction of LAVH. In 1990, 73% of all hysterectomies 
were TAH which dropped to 63% in 1997 whereas the rate 
of LAVH, which was 0.3% in 1990, increased to 9.9%.6

In a study carried in Istanbul, there were 3 274 (82.7%) 
TAH, 424 (10.7%) VH, 28 (0.7%) subtotal hysterectomies 
and 230 (5.8%) radical hysterectomies.3

There were more hysterectomies done by abdominal ap-
proach (77.3%) in study by Gaym A7 also with vaginal 
hysterectomy being done in only 22.7%.

Similar to the literatures, in this study also there was a 
preference for abdominal approach for hysterectomy 
(62.9%), rate of vaginal hysterectomy being 37.1%. LAVH 
is not done in TUTH.

Appropriate indications for hysterectomy include benign 
uterine disease and/or symptoms like dysfunctional 
uterine bleeding, uterine pain, uterine prolapse, uterine 
leiomyomas, septic abortions and obstetric catastrophes. 
Other indications include benign diseases of the tubes and 
ovaries in which the uterus is not primarily involved such 
as pelvic inflammatory disease, pelvic endometriosis and 
ectopic pregnancy. Other indications are neoplastic dis-
eases. Miscellaneous indications for hysterectomy include 
cervical problems such as cervical stenosis with recurring 
pyometra and chronic pelvic pain. A partial list of inappro-
priate indications for hysterectomy includes prophylaxis 
against uterine cancer, contraception in a gynecologically 
normal patient, management of menopause, leucorrhea and 
chronic cervicitis, dysmenorrhea and premenstrual tension 
and mild urinary incontinence.8

Leiomyoma of uterus was commonest indication of hys-
terectomy in most studies. Leiomyoma uteri  accounted 
for 38.49% of hysterectomies and were the commonest 
clinical indication, followed by gynecological cancers 
(21.6%) and uterine prolapse (11.9%)  in study by  Aksu 
F et al.3 In study of Tan XJ et al9 also common indications 
for hysterectomy included uterine leiomyomas (56.2%) 

followed by adenomyosis (12.2%), benign ovarian tumor 
(9.2%) and genital prolapse (7.7%). The most common 
indications for TAH and LAVH were uterine leiomyomas 
and adenomyosis, whereas the most common indication 
for VH was genital prolapse.9 Weaver F et al after study of 
1722 hysterectomies concluded that most frequent indica-
tions for vaginal hysterectomy were prolapse (26%), for 
abdominal hysterectomy were leiomyomas (37%), and for 
LAVH again were leiomyomas (31%).10 In study of 969 
hysterectomies by Gaym A the three major indications 
for hysterectomy were found to be leiomyomas (41.1%), 
uterovaginal prolapse (23%) and ovarian tumors (19.5%).7 
Our study included only 221 specimens but major indi-
cations of hysterectomy in our study were also similar 
though percentage varied. Although uterine leiomyomas 
was the most common indication in TAH group (30.7%), 
overall uterine prolapse was the most common indication 
for hysterectomy (37.1%). Other common indications 
were ovarian neoplasia and dysfunctional uterine bleeding.

Women undergoing VH are older as compared to women 
undergoing TAH. Chryssikopoulos A et al observed that 
about 74.8% of the patients subjected to abdominal hys-
terectomy were aged 36 to 55, and 70.6% of the women 
subjected to vaginal hysterectomy (VH) were aged 56 to 
75.11 Mean age in years was 42.1 for TAH, 44.3 for vaginal 
and 40.3 for LAVH in another study.10 Similar to other 
studies, we also found that   mean age was higher for VH 
as compared to abdominal hysterectomies.

Leiomyoma was the commonest lesion of uterine corpus 
(27.1%) in our study followed by adenomyosis (20.4%). 
This was similar to findings of study of Jamal S and  
Baqai S,12 who concluded leiomyomas to be the common-
est lesion of uterine corpus (35.7%) followed by  adeno-
myosis (30%). In their study also, chronic cervicitis in 
cervix (41.53%) and functional cysts in ovaries (66.12%) 
were most common histological finding. In our study also, 
chronic cervicitis in cervix (96.3%) and functional cysts in 
ovaries (32.6%) were most common histological finding. 
In TUTH, cervical biopsy is not reported as “normal” as 
some inflammatory cells are always found. This could be 
the reason of high rate of chronic cervicitis in our study.
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Many times histopathological examination of hysterec-
tomy specimens don’t reveal any pathology. Pathological 
examination of the hysterectomy specimens were normal 
in 5.1% in TAH group and  42.1 in TVH group in study 
of Aksu F et al.3 The uterus was histologically normal in 
20% of abdominal hysterectomies, the rate rising to 70% 
for vaginal hysterectomies in study by MacKenzie IZ 
et al.13 In the systematic review of the literature Meikel 
et al stated that 36% of hysterectomy specimens had no 
pathological findings.14 Histopathological examination 
of 38% (84/221) hysterectomies was unremarkable in 
our study. Most of these unremarkable specimens were 
vaginal hysterectomies. Out of 82 VH, 66 (80.5%) were 
unremarkable. Where as this rate was 12.9% (18/139) for 
abdominal hysterectomies. 23.5% of hysterectomies done 
with clinical indication of DUB (4/17) were unremarkable. 
This rate was 3.6% (2/55) for uterine fibroid.

HA salmon et al after review of 854 hysterectomy speci-
mens over two year period found that 139 were normal 
macroscopically and only one of the 139 cases harbored 
a microscopic abnormality that necessitated specific 
clinical follow up. In their view microscopic assessment 
of macroscopically normal hysterectomy specimens were 
unnecessary. Those 139 specimens if not examined micro-
scopically, would have saved approximately 278 blocks 
each year.15 However some authors strongly encourage a 
microscopic evaluation of all the normal looking hysterec-
tomy specimens, as the occasional presence of malignant 
tumors can only be accurately diagnosed by microscopic 
examination.16,17

Complications of hysterectomy were not studied in our 
study. However literatures show that hysterectomy is a 
relatively “safe” procedure. Mortality rate associated with 
hysterectomy is less than 0.1%.1 Postoperative rates of 
complications are considerably lower with vaginal than 
with abdominal hysterectomy. Postoperative fever and 
infections account for the majority of complications.3 
In a study carried out in France the rate of postoperative 
complications was 0.8-4.9%, 1.6-19.4%, and 5% for vagi-
nal, abdominal and vaginal laparoscopic hysterectomies 
respectively.18

CONCLUSION

In TUTH, abdominal hysterectomies are more common 
than vaginal hysterectomies. Patients undergoing vaginal 
hysterectomies are older than those undergoing abdominal 
hysterectomies. Most vaginal hysterectomies are done for 
uterine prolapse whereas most abdominal hysterectomies 
are performed for uterine leiomyomas. Hysterectomy spec-
imens may be unremarkable histopathologically, most of 
which are vaginal hysterectomies done for uterine prolapse.
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