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Abstract

Objective: To study the sexual experience of women after gynecological hys-
terectomy in the obstetrics and gynecology department of Yalgado Ouedrao-
go University Teaching Hospital in Burkina Faso. Patient and Method: We
conducted a cross-sectional study from October 1, 2016 to March 30, 2017. It
included any patient who had a gynecological indication for a hysterectomy
in the Department of Obstetrics and Gynecology of Yalgado Ouedraogo Uni-
versity Teaching Hospital (CHU-YO) during the study period. A total of 85
patients were included. We collected information from the consultation
records, clinical records, and operating room registries and by surveying the
patients themselves. Result: The frequency of hysterectomy in the gyneco-
logical period was 3.9%. The mean age of the patients was 51.71 (extremes: 35
and 66 years) and the mean parity was 4.8. Married women were the majori-
ty. Fibromyoma and genital prolapse accounted for 56.47% and 23.53% re-
spectively of operative indications. Regarding postintervention sexuality, 29.41%
of women declared no longer having sexual desire. Also, they complained of
vaginal dryness (31.8%), decreased frequency of orgasm (42.3%), dyspareunia
(37.65). Sexual dysfunction was present in 82.35% of women. There was a
statistically significant difference between global sexual functioning and geo-
graphic origin, educational attainment, socio-economic level, surgical ap-
proach, preintervention sexual counseling, women’s psychological profile and
their emotional relationship with their spouses. Conclusion: The psychosex-
ual soundness of hysterectomy is important. A diagnosis of sexual disorders

DOI: 10.4236/0jog.2019.99123 Sep. 17,2019

1273 Open Journal of Obstetrics and Gynecology


https://www.scirp.org/journal/ojog
https://doi.org/10.4236/ojog.2019.99123
https://www.scirp.org/
https://doi.org/10.4236/ojog.2019.99123
http://creativecommons.org/licenses/by/4.0/

D. A.Somé et al.

prior to the intervention and psychological follow-up throughout the thera-
peutic process of the pathology indicative of a hysterectomy is necessary for
successful postoperative sexuality.

Keywords

Sexual Experience, Gynecological Hysterectomy, Satisfaction, Ouagadougou,
Burkina Faso

1. Introduction

Sexuality is the set of affects, fantasies, and behaviors related to the enjoyment of
the body of another person and/or of his [1]. Hysterectomy is the surgical re-
moval of the uterus that usually carries the body and cervix [2]. It is widely prac-
ticed in Western countries; 8.5% of women in France or 72,000 interventions per
year [3], 100,000 cases per year in England [4]; and 602,500 cases per year in the
USA [6]; in Germany more than one-third of people have no uterus. In Africa,
gynecological hysterectomy accounted for 2.8% of all surgical interventions in the
CHU-YO Department of Obstetrics and Gynecology in 2013 and 5.9% of activities
in gynecological surgeries at Beijing Hospital in Dakar, Senegal, in 2014 [5].

The uterus being the symbol of femininity, sexuality and motherhood, its re-
moval has consequences on the sexual and therefore affective life of the patients.
A study carried out on the sexual experience of women after hysterectomy in
October 2003 in the obstetrics and gynecology department of the Nantes Hos-
pital in France showed that hysterectomy had no deleterious effects on erotic
function [6]. Another study conducted at the Brazzaville Teaching Hospital from
July 2014 to July 2015 on this subject also showed that all couples were satisfied
sexually after treatment [1].

In Burkina Faso, the absence of a study on this subject and the increasing
number of hysterectomies performed in the Department of Obstetrics and Gy-
necology of the Yalgado Ouedraogo Teaching Hospital (CHU-YO) motivated us
to carry out this study.

2. Materials and Method

It was a cross-sectional study with a descriptive and analytical purpose. The data
collection method was prospective from October 1, 2016 to March 30, 2017, for a
period of six months.

We performed an exhaustive sampling of patients who had a hysterectomy
with gynecological indication in the Department of Obstetrics and Gynecology
at CHU-YO during the study period. Included in our sample was any patient
who had an abdominal or vaginal gynecological hysterectomy in the Department
of Obstetrics and Gynecology CHU/YO from October 1, 2016 to March 31,

2017. Each woman gave her verbal, free and enlightened agreement. We also got
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a written agreement of the general director of the hospital before undertaking
this study. A total of 85 patients were finally included.

A sheet was used as the data collection carrier. Were collected social and
democratic data: age, parity, number of deliveries, residence and marital status.
Clinical records collected were essentially the indication of the operation, coun-
seling, the postoperative complications and the duration of stay at the hospital
after operation. Records of the operating room were the incision site, duration of
the operation and any complication. We also did sexuality evaluation based on
female sexual function index’s score of Giuliano F 60 days after operation:
through individual and direct interviews, women were invited to testify about
their sexual experience since their gynecological hysterectomy. The collected
data were entered using a microcomputer and analyzed with Epi info version
7.2.1.0. The statistical test used was Chi-square for the comparison of propor-
tions. Statistical differences were considered significant for p less than 0.05. The

text processing was done using the Microsoft Office 2010 software.

3. Results
3.1. Frequency

During the study period, 85 gynecological hysterectomies were performed in the

Gynecology Department, representing 3.98% of surgical procedures.

3.2. Sociodemographic Characteristics

The average age of the patients was 51.71 years with extremes of 35 and 66 years.

Of the patients operated on, 67.06% came from urban areas, 16.47% from the
semi-urban environment and 16.47% from the rural areas. Women were illite-
rate in 43.53%; those with secondary level of schooling accounted for 31.76%;
tertiary and primary level accounted respectively for 12.94% and 11.76% of pa-
tients. Housewives represented 42.30%, employees 40% and traders 10.59%.
Married women were found in 70.59% of cases; widows were 9.41%, concubines
5.88%, single 1.18% and divorced women 12.94% of the sample.

The socioeconomic status was low, middle or high for respectively 32.94%,
43.53% and 23.53% of the women of the study. The average number of gesta-
tions was 4.38 with extremes of 0 and 12 gestations. Those who got more than
three gestations accounted for 41.18%. The average parity was 4.8 with extremes of

0 and 12 deliveries. Of all our patients, 48.23% delivered at least for four times.

3.3. Hysterectomy Data

Distribution of patients according to the indication is presented in Table 1.

In this study, abdominal hysterectomy was performed in 62.35% of cases and
the vaginal route in 37.65% of cases. Total hysterectomy was performed in
98.82% of cases and subtotal hysterectomy in 1.18% of cases.

Patients who did not receive preintervention sexual counseling accounted for

54.12%; pre-intervention counseling was performed in 45.88% of patients.
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In 83.53% of the cases there was no intraoperative complication. Excluding
minimal blood loss, an intraoperative complication was observed in 16.47% of
cases, including 14.12% of intraoperative bleeding and 2.35% of bladder injury.

Operative follow-up was without complication in 67.06% of cases and com-
plicated in 16.47% of cases. A fever was present in 5.87% of cases. Vesico-vaginal
fistula and abdominal wall dehiscence were each found in 1.18% of cases.

Mean hospital stay was 4.7 days plus or minus 3.1 days with extremes of 2 and
24 days.

3.4. Sexual Dysfunction after Hysterectomy

The distribution of patients according to sexual dysfunction was reported in Table 2.

3.5. Globalsexual Functioning According to Sociodemographic
Data (Tables 3-7)

There was a statistically insignificant association between globalsexual function-
ing and age. But patients between the ages of 35 and 45 were 3.1 times more sa-
tisfied than those who were 55 years of age or older.

There was a statistically significant link between global sexual satisfaction and
origin. In addition, patients from urban areas had normal globalsexual func-
tioning 4.2 times more than those from rural areas.

A statistically significant association between overall sexual functioning and

Table 1. Distribution of patients according to the indication of hysterectomy.

Indication n %
Fibromyoma 48 56.47
Genital prolapse 20 23.53
Cervical dysplasia 7 8.23
Suspicion of the cancer of the cervix 4 4.71
Suspicion of the cancer of the endometrium 3 3.54
Ovarian tumor 1 1.18
Others 2 2.35
Total 85 100

Table 2. Distribution of patients according to sexual malfunction.

Malfunction Yes (%) No (%)
Desire 294 70.6
Excitement 27 73
Lubrication 31.8 68.2
Dyspareunia 62.3 37.7
Orgasm 42.3 57.7
Satisfaction 46 54
Global malfunction 82.3 17.7
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Table 3. Distribution of patients global sexual functioning relative to age.

Global sexual functioning

Age slice Total
Normal malfunction
<45 5 15 20
45-54 7 27 34
>55 3 28 31
Total 15 70 85

X2=151P=0.220R, =13and OR, = 3.1.

Table 4. Distribution of patients global sexual functioning by geographic origin.

Global sexual functioning

Origin
Normal
Urban 13 (23.21)
Semi-urban 1(7.14)
Rural 1(6.25)
Total 15 (17.65)

malfunction
43 (76.79)
13 (92.86)
14 (93.75)
70 (82.35)

Total

56 (100)
14 (100)
16 (100)
85 (100)

X2=3.8P=0.041 OR, = 3.9 and OR, = 4.2.

Table 5. Distribution of patients globalsexual functioning relative to educational attainment.

global sexual functioning

Education attainment Total
Normal malfunction
Upper 6 (54.55) 5 (45.45) 11 (100)
Secondary 6 (22.22) 21(77.78) 27 (100)
Primary 2(18.18) 9 (81.82) 11 (100)
Uneducated 1(2.78) 35(97.22) 36 (100)
Total 15 (17.65) 70 (82.35) 85 (100)

X2=19 P =0.00001 OR, = 4.2; OR, = 5.4 and OR, = 42.

Table 6. Distribution of global sexual functioning versus Socio-economic level.

Socio-economic level

High
Medium
Low

Total

Global sexual function

Normal
6(27.3)
8 (23.5)
1(3.5)

15 (17.6)

malfunction
16 (72.7)
26 (76.5)
28 (96.5)
70 (82.4)

Total

22 (100)
34 (100)
29 (100)
85 (100)

X2 =3P =0.0004 OR, = 1.2 and OR, = 10.5

Table 7. Distribution of patients global sexual functioning relative to the occupation.

Global sexual function

Occupation Total
Normal malfunction
Employed 11 (32.4) 23 (67.6) 34 (100)
Informal sector 1(6.7) 14 (93.3) 15 (100)
housewives. 3(8.3) 33 (91.7) 36 (100)
Total 15 (17.6) 70 (82.4) 85 (100)

X*=9.8P =0.001 OR, =6.7 and OR, = 5.3.
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the education attainment of patients (p = 0.0001) has been found. In addition,
patients with a higher level of education had normal global sexual functioning 42
times higher than patients who were not educated.

There was a statistically significant link between the global sexual functioning
and the Socio-economic level of the patients (p = 0.0004). In addition, patients
with a high socio-economic level had normal global sexual functioning 10.5
times higher than those with a low socio-economic level.

A statistically significant link has been established between globalsexual satis-
faction and the patient’s occupation (p = 0.001). In addition patients who were
employed had normal global sexual functioning 5.3 times more than patients

who were housewives.

3.6. Globalsexual Functioning

According to hysterectomy data a statistically insignificant association between
overall sexual functioning and indications for hysterectomy was found (p =
0.22); it was the same as the route of approach (p = 0.12). In contrast, we noted a
significant relationship between preintervention counseling and overall sexual
functioning (p = 0.0014) Table 8.

There was a statistically significant link between overall sexual functioning
and pre-intervention sexuality counselling (p = 0.0014). In addition, patients
who received sexual counselling prior to the procedure had normal overall sex-

ual functioning 8.3 times more than those who did not receive counselling

4. Discussion

e Frequency

The frequency of gynecological hysterectomy in our studywas 3.98%; which is
higher than the frequencies reported in Burkina Faso by Yonli [7] in 2010 and
Bambara [8] in 2015, who found, respectively, 2.6% and 2.8%.

This difference may be attributable to the increase in the frequency of certain
pathologies, such us fibromyoma, prolapse of uterus, and cervical tumors, the
treatment of which sometimes require hysterectomy
e Sociodemographic characteristics

The average age of our patients was 51.71 + 7.4 years with extremes of 35

years and 66 years. This result differs from those of Laassouli in Morocco [9],

Table 8. Distribution of patients overall sexual functioning compared to pre-intervention
sexuality counseling.

pre-intervention counseling

Global sexual function Total
Yes No
Normal 11 (73.33) 4 (26.67) 15 (100)
malfunction 28 (40) 42 (60) 70 (100)
Total 39 (45.88) 46 (54.12) 85 (100)

X*=0.25P =0.0014 OR, = 8.3.
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which in 2012 had found an average age of 46.6 years; as well as for Buam-
bo-Bamanga et al. in Congo-Brazzaville [10] in 2009, which reported an average
age of 42.7 years. This difference could be explained by the increased number of
patients in the age group of 50 to 54 years (22.4%) in our study as well as the ex-
treme ages of 35 and 66 years compared to that of Bambara [8] whose extremes
were 20 and 76 years old.

The average parity was 3.8; corroborating the results of Bambara [8] who re-
ported 4.3 deliveries per woman, and the average parity in Burkina Faso urban
area, which is 4.6 children per woman, with a global fertility rate of 5.7 [11]. On
the other hand, it is different from that of Diallo et a/ which in Senegal in 2005
[12] recorded an average parity of 07 children in a series relating to vaginal hys-
terectomy whose indications were exclusively cases of genital prolapse, which are
pathologies in which multiparity constitutes a risk factor.

The rate of married patients (70.6%) was higher than the national rate of mar-
ried women in the female population aged more than 12 years, which is 61.9%
[13]. This rate could highlight a link between marital life and pathologies that
require hysterectomy as part of the treatment.

The socioeconomic level was medium in 40% of patients. This rate is close to
the country’s 2006 poverty line, when 46.6% of the population were living below
the poverty line estimated at 82672 XOF per adult per year [11].

e The indications of hysterectomy

The most frequent indications were fibromyoma found in 56.47% of cases
followed by genital prolapse (23.53%) and cancerous and precancerous patholo-
gy of the cervix (12.94%).

In relation to fibromyoma, Buambo-Bamanga et al [10] in Congo Brazzaville
in 2009, Yonli [7] in 2010 and Bambara in 2015 in Burkina Faso [8], Modupeola
et al. [14] in Nigeria in 2009 reported frequencies of 63.9%, 63.8%, 51.1% and
61.8% respectively.

These high rates in all african studies are the expression of the racial factor of
this pathology which constitutes a real public health problem in our tropics.

Regarding genital prolapse, in a study in Finland in 2009, Brummer ef al. [15]
reported 28% of genital prolapse among indications of gynecological hysterect-
omy; which is higher than that reported in our series (23.53%).

For precancerous cervical pathology and gynecological cancers, our results are
superior to those of Laassouli in Morocco [9] who found 03.1% of cases of cer-
vical dysplasia and 34.2% of gynecological cancers. This difference could be ex-
plained by the fact that the fight against precancerous lesions including vaccina-
tion against HPV is better organized in Morocco where the health system is close
to that of Europe (early detection and management). In addition, cervical cancer
is an infectious disease and, therefore, is more frequent among the poor.

o Effect of hysterectomy on sexuality

In our studies, we noted that hysterectomy had no negative effect on desire,
vaginal lubrication, excitement, orgasm and satisfaction with rates of 70.59%;
68.23%; 73%; 57.65% and 54%. These results corroborate those in the literature
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that reveal overall consequences that are most often beneficial to women and
their sexuality if the indication of hysterectomy is licit [3] [16].

These positive effects may be explained by the consequences related to the
problem that leads to hysterectomy because if the uterus is removed by surgery,
is that there is a medical reason, now to cure or treat a problem generally has
very positive impacts on the comfort of life, including on sexual comfort. On the
contrary, a Quebec study on the sexual experiences of patients after gynecologi-
cal hysterectomy showed that between 33% and 46% of women have trouble
achieving arousal and orgasm after hysterectomy [17]. The diminution of or-
gasm for this author is explained by the functional consequences of hysterecto-
my because for the latter, at the moment of orgasm occur uterine contractions
but without uterus, contractions disappear at this level. And the diminution of
the excitement would be related to the anatomical consequences of the hyste-
rectomy because to remove the uterus implies to cut tissues, thus to cut certain
nerve fibers likely to innervate the sexual zone.

Dyspareunia was noted in 62.35% of cases. Our rate is lower than that of
Graesslin O. et al. [17] who found 15% of patients reporting painful intercourse.
Postoperative dyspareunia are most often the indisputable responsibility of
myorraphy and perineorraphy, which are often performed during vaginal hyste-
rectomy.

For perimenopausal and menopausal sexually active women of our study
(40%), dyspareunia could be directly linked to the dryness of the vagina induced
by menopause rather than being a complication of hysterectomy.

The women who experienced a global sexual malfunction after hysterectomy
represented 82.3% of our sample.

Hysterectomy subject to compliance with basic rules of good practice (prepa-
ration for this act of excision, specific medical interview to demystify a gesture
experienced by some women but also sometimes by their spouse as a break of
their image of women, respect for fundamentals technics with primarily the pre-
servation of sufficient vaginal length to allow a harmonious sexual act) does not
obfuscate the result on sexual function [2].

The high rate of overall sexual malfunction recorded in our study could be ex-
plained by the lack of preparation of patients for hysterectomy.

The controversial impact of the age factor is also mentioned by some authors;
for Ewert [18], young women under 40 would be most at risk for this parameter.
These confirm the results of our study which reveal a high proportion of sexual
malfunction because the average age of our patients was 51.71 years with ex-
tremes of 35 and 66 years.
¢ Global sexual functioning according to sociodemographic data

There was a statistically insignificant association between overall sexual func-
tioning and age (p = 0.22). In contrast, a statistically significant association was
found between geographic origin (p = 0.041), educational attainment (p =

0.0004), and overall sexual functioning.

DOI: 10.4236/0jog.2019.99123

1280 Open Journal of Obstetrics and Gynecology


https://doi.org/10.4236/ojog.2019.99123

D. A.Somé et al.

Sexuality is becoming less taboo in urban areas than in rural areas because of
access to the media and various sources dealing with sexuality. Indeed, to be
schooled offers contribute to a better understanding of the sex life.
¢ Global sexual functioning according to the surgical approach and the

counseling before hysterectomy

In our study, there was no statistically significant relationship between global
sexual functioning after hysterectomy and the route of approach (p = 0.12).

Two prospective studies comparing sexual function outcomes after vaginal
and abdominal hysterectomy came to the same conclusion; this is the case of
Costantini et al. [19] for the abdominal hysterectomy and that of Henni [20] et
al. for the vaginal one which found no difference in the functional sexual results.
Many studies and the review of the literature of Mokate in 2006 also go in this
direction and do not find any difference for the feeling of sexuality according to
operative techniques.

For some authors, sexual dysfunctions defined as being related to desire,
arousal, orgasm and the existence of dyspareunia are dependent on certain psy-
chological factors and not related to hysterectomy. These factors are: fear of the
local consequences of a resumption of sexual activity; the fear of losing the part-
ner, feelings of guilt and loss of interest.

According to the literature other factors unrelated to hysterectomy such as ex-
cision, spousal infidelity, the existence of spousal impotence, genital infections,
infertility of the couple, menopause may be the origin of sexual dysfunction.

Unlike our study, Ayoubi et al. [21] noted that sexual deterioration appears to
be more important for vaginal hysterectomies because of the absence of a visible
scar and a more rapid recovery of activities. There was a statistically significant
relationship between overall sexual functioning and pre-intervention counseling
(p = 0.0014). In addition, patients who received counseling before hysterectomy
had a normal globalsexual functioning 8.3 times higher than those who under-
went surgery without counseling.

That could be explained by the fact that, during the counseling, the woman
and her partner are prepared to face the procedure, and they are given informa-
tion about the condition and its management. That information contributes to
making the condition and the procedure less dramatic for the patient and helps

improve her sexual experience after the surgery.

5. Limitations

These difficulties stem primarily from the bias in relation to the cross-cutting
nature of our study, which did not allow patients to be interviewed prior to the
procedure.

The subjective, sensitive, modest and even taboo nature of the subjects about
sexuality in our context could have influenced the responses of the patients in-
terviewed.

The fact that some of the patients interviewed were circumcised could be a bias
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in our study because sexual disorders could also be related to female circumcision.

6. Conclusion

Hysterectomy subject to compliance with the basic rules of good practice does

not obfuscate the result on sexual function. Sexual malfunctions defined as being

related to desire, excitement, orgasm and dyspareunia would be dependent on

psychological factors and not associated with hysterectomy. However, patients

must be counseled by a psychologist before and after hysterectomy to minimize

the psychic factors.
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