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PSYCHIATRIC REACTIONS IN HYSTERECTOMY

AL & BHATIAL NERALALLT KAUR?, NEENA BOHRA®, UMA GOYAL!

SUMMARY

) women yndergoing hystereciomy at St Sacheta Kriplani Hospital, New Delhi, when compared with age
and pacity matched 25 control eases on neuroticisi and depression scales showed stadstically insignificant diffevence
at vartons points of ume. “The improvement in both groups was insignificant one week alier procedure but became
signilicant after 3 weeks ip< 0010, The nearoticisim or depression in seudy cases was havdly atiributable o hystere-
clop. The marital as well we social adjustnents after 4 weeks of procedure were either uitchanged or improved.
It is enuphasized 1hat an avenpt should be maile wo identifv the patients whe are more prone 1o get psychiatric distur-
bance in oarder to prevent or mminitnise these psychiatric disturbances,

The apparent support for the hypothesis tionable pelvic pathology. In a review of
that the hysterectomy leads o adverse psy- the large and conflicting literature, Meikle
chiatric sequetae, has come irom some retros- (1977) selected the 21 studies from which
peetive studies (Polivy, 1974; Gath et al, inferences could be drawn, 15 of these showed
1982 reporting an excess of psychiatric and that hysterectomy is followed by undesirable
somatic symploms in post  drysterectomized psychological reactions, whereas six found no
women.  Richards  (1974)  posits a > Post- such ceffect.
hysterectomy syndrome” with depressed mood, Three groups of factors have been put
hot Mushes, arinaey svmaptoms, Latigue, heada- forward as determinants of psychiatric out-
ches, dizainess, and insomnia and alse, deteri- come  after  hysterectomy—-demographic,
oratinn of sexual lunctioning  (Denuersiein psychiatric and phvsical (Gath et al., 1982).
et al, 1977).  Kaltreider et al, (1979) sugges- The present study was undertaken with the
ted a0 post-hyvstepectomy “stress response syns aim to determine the psychiatric morbidity
drome’ as a reaction to the Jogs of child bear- among pateints undergoing hysiercciomy.

ing capacity.  Bus these retrospective studies,
however, sufler from inadequate  assessment MATERJAL & METHODS

of prehsstercctemy psychiatric status, which The preseit study inc'uded a consecutive
provents exaination of the hypothesis that series comprising 50 indoor cases who had a
the hysterectomy, itself precipitates svimptoms, hystercctorny for menorrhagia of benigr
Alternatively, an excess of post hysterectomy origin (due to dysfuncuonal bleeding, fibroids
sympoms, nuy acme from the overpresen- ctc. but not due to malignancy) in Gynaeco-
tation of already sympiomatic women among logy and Obstetrics department of Smt.
those  scleced  for hvsterectomy. Hunter Sucheta Kriplani Hospital, New Delhi over
(197 £, for example, proposed a “pre-hystere- the period January 1986 10 December 1987.
ctomy svndroine’, pointing out that in several The paticnts were interviewed thrice (first
retrospective  studies, symptoms  attributed within onc week beflore hystercctomy, secondly
10 hysterectomy had been as [requent belore within one week after hysterectomy and
swrgery, particularly in women with ques- lastdy afier four weeks of surgery) by the
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same doctors. The interview included socio-
demographic  history (age, marital status,
literacy, socio-economic status, cte.), gynae-
cological history, physical status (past and
present), family health, marital and social
adjustment (it was asscssed after 4 wecks
of operation; marital adjustment was with
respect to hushand, sex, work and other
relations; social adjustment was in relation
to peer group and other social activities),
scoring on N-2  scale (Verma. 1975)
and Hamilton’s rating scale for depression
(Hamilton, 1967). The paticnts  with
history of chronic physical illness like diabe-
tes, malignancy etc., psychiatric illness, intake
of psychotropic medication or lic score more
than 3 on the N-2 scale were excluded {rom
the study. The control group consisting
of 25, age and parity matched women under-
going major gynaccological surgery other
than hysterectomy. They also underwent
similar examination and interviews. Kuppus-
wamy scale (Kuppuswamy, 1976) was uscd
for the classification of socio-cconomic status,

RESULTS

The mean age of patients undergoing
hysterectomy was 46.4 years (S.D.+4. 2).
Maijority of cases belonged to 35-44 years of
age group (44.0%) followed by 45-54 years
(28.0%), 53-64 years (16.0%,), 65 and above
(8.0%) and 25-34 years (4.0%). Majority
of these (62%,) were illiterates or low literates
{upto primary level} and were houscwives
(78 percent). 86 percent of these were Hindus,
10 percent Sikhs and 4 percent Christians.
The mean age ol marriage was 16.4 4-3.51.
The married cases constituted 70 percent of
the sample while 20 percent were widowed,
6 percent separated and 4 percent unmar-
ried. The distribution of cases according to
socio-economic class was—Class I (8.09)},
Class IT (16.0%,), Class 1il (28.0%,), Class
IV (28.0%) and Class V (20.0%). Major-
rity of cases had parity 2 (40.0%,) followed by
those having parity 3 (26.0%)}, 4 or above

(14.0%), 1 (12.0%) while 8 percent cases
were nullipara. The cases underwent hys-
terectomy because of dysfunctional bleeding
(809, fibroid (8%,) and endometriosis (29%).
In the study group, 41 cases (82.0%,) under-
went total hysterectomy, 7 cases (14.940)
subtotal type while 2 cases (4.09;) had pan-
hysterectomy. The abdominal bystercciomy
was donc in 48 cases {96.0%,) while 2 cases
(4.0%,) underwent  vaginal hystercctomy.
There was no statistically significant assucia-
tion between the type of hysterectomy and
psychiatric outcome.  The average duration
of hospitalization of cases in the study group
was 12.3 days (range 8 to 18 days). This
was in comparison fo the average duration of
hospitalization of 12.9 days (range 10 to 2i
days) in the control group. The degree of
neuroticism (in study and control groups)
and its progress with time is shown in Table
I. Thce patients scoring high neuroticism
{more than 9 on N-2 scale} before undergoing
hystercctomy were 62 percent as compared
to 56 percent in control group (the difference
was not statistically significant). The fall in
number of patients having high neuroticism
was comparablc in two groups after one and
four weeks of operation. The improvement
was, however, not significant after the opera-
tion but became significant after 4 weeks of
surgery (p<0.01),

Table I shows the distribution of cases
according to scores on Hamillon rating scale
for depression. The number of women who
scored high (more than 12) beforc procedure
were 28 percent in the study group as com-
pared to 24 percent in the control group
(N.S.). The degrec of improvement was com-
parable in study and control groups afier one
and four weeks of operation (NS;. The
improvement became significant after 4 weeks
in both study and conwoel groups {p< 0.05).

The patient’s perception of marital and
social adjustment was studied alter four weeks
of procedwre (Table H). It could be studied
in 35 cases {70.0%) of study group and 20



M. 8. BHATIA ET AL.

‘TasLe L. Scores on N-2 Newvoticism Scole and Hamillon Scale for Depression

Before procedure After procedure Afeer 4 weeks
Scores on Study Group  Control Group  Study Group  Control Group  Study Group  Control Group
(N=30) (N ==25) (N=50) (N=25) (N=50) (N==25)
(A) N-2 Scale
less than 9 19(38.0) L1(44.0) 26(52.0) 15(60.0) 39(78.0) 19(76.0)
more than 9 31(62.0) 14(56.0) 21(48.0) 10(40.0) 11(22.0 6(24.0)
(B) Hamilton Scale
lews than 12 36(72.0) 19(76.0) 37(74.0) 20(80.0) 43(86.0) 22(88.0)
mote than 12 14(28.0) 6(24.0) 13(26.0) 5(20.0) 7(14.0} 3(12.0)

Figures in brackets indicate perceniage.

Taste Il. Social and marital adjustments after & 1woeeks of surgery.

Study Group {N-35) Adjustment

Control Group (N-20) Adjustment

Patient’s perception

Marital Social Marital Sacial
Much improved 318.5) 2(5.7) 2(10.09 1{5.0)
Improved 6(16.3) H11.4) 5(25.0) 3(15.0)
Slightly improved 7(20.0) 6(16.3) 4{20.0) 2(10.0}
Unchaaged 16(46.8) 2(60.0) 8(40.0) 12{60.0)
Slightly worse 1{2.8) 1(2.8) - 1(5.0)
Worse 1(2.8) H2.8) 1(5.00 —_—
Much worse 1(2.8) - — 1(5.0)
Figurer in brackets indicate percentage.
cases (80.0%) of control group (because of this interval. But, none of the cases in the

their marital status). Most of the cases in
both study and control groups {above 90
percent) fele their marital and social adjust-
ment as either unchanged or improved.
After 4 weeks, the comparison of cases
with high scores on Neuroticism scale (22.09%)
and Hamilton ratiug scale {14.69;) according
to marital status, parity, indication of surgery,
type of surgery (with or without eoplierec-
tomy) cid not show any statistical significant
difference.  In the study group, only one case
shifted after 4 weeks from low-scores on the
neuroticism and depression scales 10 high
scores. This patient was a 41 years old, illi-
terate, housewife, of parity one, whose only
son had developed viral encephalitis during

control group showed this type of shift from
low score to high score on these scales.

DISCUSSION

In the present study no significant asso-
ciation of socio-demographic factors like age,
literacy, marital status, parity and socio-
economic class could be found with psychia-
tric outcome (i.e. scores on N-2 scale and
Hamilton rating scale for depression.). None
of our sample showed a clearcut ‘Post-
hysterectomy syndrome described by Richards
{1974,

In both study and control groups, the
degree of ncuroticism and depression were
higher before the procedure, which decreased
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gradually with the passage of time. The dif-
ference in both the groups was not statistically
significant. So, the high scoring on N-2 and
depression scales might be attributed to other
lactors like the cffect of hospitalization, the
fear ol operative procedure, personality factors
ete, and not becausc, the patients underwent
hysterectomy. The trend in improvement of
neuroticism and depression was also com-
parable in both groups. It was not signifi-
cant during any interview. The improve-
ment was significant in both the groups after
4 weeks of operation. This refiects increased
vulnerability of patents having high scores
on N-2 and Hamilton rating scale for depres-
sion before the procedure but they showed
improvement with the passage of time, Thus
contradicting the hypothesis that hysterec-
tomy leads to increased psychiatric morbi-
dity as was reported by Ankner (1960),
Barglow ct al. (1965) and Richards (1973).
The recent prospective studies (Martin et al.,
1980; Gath et al., 1982) also reported the
similar hypothesis {as of present study) that
there is no post-hysterectomy increase in
neuroticism or depression. The difference in
the findings of studies reporting high post-
hysterectomy psychiatric morbidity could
be due to the facts that they either did net
study the patients preoperatively (Barker,
1968 ; Richards, 1973) or did not use stand-
ardized psychiatric measures (Bragg, 1965) or
studied psychiatric referrals of hysterecto-
mized patients (Barker, 1968) or the prescri-
bing of medication in general practice
(Richards, 1973) or used mixed gynaecolo-
gical samples e.g. patients hysterectomized for
prolapse, cancer or in combination with
abortion or childbirth (Barker, 1968). In
another similar study conducted on women
who underwent tubal ligation {Bhatia et al.,
1988b), we found high neuroticism and de-
pression scores in preoperative period which
showed no statistically significant differcnce
with the control group and improved with
the passage of time. So if these patients

with a high degree of neuroticism are more
proie to get psychiatric disturbance, it is
important to identify these patients and help
them before and after operation by the appro-
priate psychiatric intervention.

Most of the women in both study and con-
trol groups felt their marital and social adjust-
ment as either unchanged or improved after
4 weeks of operation.  The patients who felt
deterioration in adjustments attributed this
to the operation and not to the hysterectomy.
This finding is similar to the findings of the
study conducted in the same department
which studied social and interpersonal adjust-
ment after therapeutic abortion {Bhatia et al.,
1988a). This is in contrast to nther studies
(Dennerstein et al., 1977; Richards, 1974)
which report the deterioration in marital and
sexual adjustment after hysterectomy. The
difference in the observations of these studies
could be due to the facts that first, they
included mixed gynaecological samples inclu-
ding cancer patients etc. where the psychiacric
morbidity could be due to chronic illness like
cancer and not due to hysterectomy and secon-
dly, they did not take a control group.

From the findings in the present study, it
can be concluded that hysterectomy rarely
leads to any adverse psychological outcome.
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