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ysterectomy is the most common 
gynecological surgical procedure worldwide. 
It can be performed using various approaches; 

abdominal hysterectomy is the classic technique that 
remains in use, although other innovative techniques 
are now available that have shown greater short- and 
long-term benefits (vaginal, laparoscopic, robotic, 
natural orifice (vNOTES). 1 This review describes the 
most relevant aspects of abdominal hysterectomy for 
benign gynecological pathology and the experience in 
Mexico. 
 
Definitions 
 
 An abdominal hysterectomy involves the 
removal of the uterus through an incision in the lower 
abdomen. There are several types. Specifically, a 
subtotal hysterectomy (also known as a partial or 
supracervical hysterectomy) is a surgery to remove the 
uterus, leaving the cervix in place. A total abdominal 
hysterectomy (TAH) is a surgical procedure used to  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
remove the uterus and cervix through an incision in 
the abdomen. A radical hysterectomy is a surgery to 
remove the uterus, cervix, part of the vagina, and 
surrounding ligaments and tissues, including the 
parametrium and paravaginal tissues. In some cases, 
the ovaries, fallopian tubes, and nearby lymph nodes 
may also be removed. 1,2 

 
Historical data 
 

The first abdominal hysterectomy was 
performed by Charles Clay in Manchester, England, in 
1843. Edward Richardson introduced the TAH in 
1929; his technique remains the gold standard today. 
Abdominal hysterectomy is an open procedure. It is 
the most common type, accounting for approximately 
54% of hysterectomies performed for noncancerous 
(benign) conditions. The infraumbilical midline 
incision is the most frequently used approach. The 
transverse incision, introduced by Johanns 
Pfannenstiel in the 1920s, is the other option for the 
abdominal approach in selected cases. 3 

H
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Technique selection 
 

Selecting the access technique for performing 
abdominal hysterectomy for benign gynecological 
pathology requires considering several factors, 
including the size and shape of the vagina and uterus, 
accessibility to the uterus, extent of uterine and 
extrauterine disease, the need for concurrent 
procedures, the average uterine volume in previous 
cases, the training and experience of the surgeon and 
assistants, available technology, devices, and hospital 
support, whether the surgery is urgent or elective, the 
estimated recovery time, quality of life, scar 
cosmetics, and patient preference once the information 
has been provided. 4, 5 
 
Indications 

 
The most common indications for abdominal 

hysterectomy have not changed over the years and 
include abnormal uterine bleeding, the presence of 
malignancy or premalignant disease, uterine 
leiomyomatosis, endometriosis, pelvic organ prolapse, 
chronic pelvic pain, and pelvic infection or abscess. 6 

 
Complications 
 

The most common complications include 
wound or surgical site infections (10.5%), injuries to 
adjacent organs (genitourinary tract 1% to 2%, 
gastrointestinal tract 0.1% to 1%), hemorrhage (mean 
238 to 660.5 ml), nerve injury (0.2% to 2%), vaginal 
cuff dehiscence (0.15%), deep vein thrombosis during  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
surgery and pulmonary embolism detected 
postoperatively (1% to 12%). 7 

Complications are inherent to the technique 
and factors associated with patient morbidity, the 
complexity of the benign gynecological pathology, 
and the skills of the surgical team, especially if the 
surgery is performed by surgeons or gynecologists 
with limited operative experience. 8-10 

 
Experience in Mexico 
 

Abdominal hysterectomy is a conventional 
open surgery that continues to be performed 
worldwide and in Mexico as the "gold standard" for 
interventional management of benign gynecological 
diseases. Table 1 shows the main data from research 
conducted and published in Mexico. The publications 
correspond to Hollman 11 (Gynecology and Obstetrics 
Hospital, Maternal and Child Institute of the State of 
Mexico (IMIEM)), Aguilar 12 (Angels Pedregal 
Hospital, Mexico City), Camarena 13 (Dr. Juan I 
Menchaca Civil Hospital of Guadalajara, Jalisco), 
Aurioles 14 (Spanish Hospital, Mexico City), and 
Flores 15 (High Specialty Medical Unit, Gynecology 
and Obstetrics Hospital No. 3, National Medical 
Center “La Raza”, Mexican Institute of Social 
Security, Mexico City). The mean complication rate 
was 16.50% of the 2,162 patients included in the five 
reports. 11-15 

The average rate of Mexican complications 
rate is within the estimated range according to the 
international reports. Figure 1 8,9,16-18 As can be seen, it 
is exceeded by the frequency of investigations carried 
out in Tanzania, India and Nigeria. 8,9,16 

Table 1. Comparison of findings in research conducted in Mexico 
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Figure 1. Complication rate in patients undergoing abdominal 
hysterectomy in international research. 8,9,16-18

 

 
In all series, the main complication of 

abdominal hysterectomy is blood loss (intraoperative 
hemorrhage, postoperative bleeding) followed by 
wound or surgical site infections and genitourinary 
tract injuries. 
 
Predisposing factors 
 

The most common predisposing factors are: 
prolonged surgical time associated with intraoperative 
bleeding, increased transfusion requirements, 
reinterventions, infections, prolonged hospital stay, 
and readmissions. Evidence has shown that 
morbidities can also play a key role, such as diabetes 
mellitus, high blood pressure, obesity, heavy tobacco 
use, and heart failure. Uterine weight >250 g, 
coexisting genitourinary infections, removal of the 
tubes and ovaries, removal of the cervix, and vascular 
procedures to control bleeding also play a role. 

These factors can increase the complexity of 
the surgery and the surgical time. In turn, prolonged 
surgical time has been determined to be a factor 
clearly associated with increased bleeding, anemia and 
transfusions, urgent reinterventions, the need for 
vascular surgery, infections or sepsis, damage to vital 
organs, prolonged hospital stay, readmissions, and 
increased mortality. 19-21 

Abdominal hysterectomy has been associated 
with a 54% increased risk of bowel obstruction 
compared with minimally invasive laparoscopic or 
vaginal hysterectomy. Furthermore, postoperative 
ileus is more common in patients undergoing open 
hysterectomy than in patients undergoing other 
procedures. 22,23 

 
Prevention 
  

Models for predicting surgical procedure 
duration, complications and hospital stay after 
gynecological surgery using machine learning 
methods are useful tools for selecting patients and 
choosing the appropriate hysterectomy technique. 

Their application is recommended in all gynecological 
surgery cases. 24 

Blood loss is the main cause of complications 
after abdominal hysterectomy. This finding is relevant 
because the reports include patients with scheduled, 
but non-urgent surgery, in which case a higher rate of 
complications would be expected. The research data 
source does not include the specific involvement of 
resident physicians in the surgery, which is important 
because it has been reported that the frequency of 
complications in patients undergoing surgery in a 
private hospital (7%) increases significantly (15%) 
when the procedures are performed in hospitals with 
resident physicians. 25 

 
Recommendations 
 

The findings allow for the development of 
some specific recommendations to reduce the 
possibility of complications: (a) Selecting candidate 
patients for elective abdominal hysterectomy using 
more rigorous criteria and the application of validated 
predictive models; (b) Proposing the available surgical 
approach that offers the greatest advantages and the 
lowest rate of complications (abdominal hysterectomy 
versus minimally invasive surgery); (c) Emphasizing 
the training of surgeons and gynecologists with the use 
of simulators; (d) Assistance from more experienced 
advisors during open surgery; (e) Involvement of 
surgeons expert in vascular procedures in the 
management of bleeding; (f) Monitoring trainees' 
skills and abilities using validated learning curve 
instruments; (g) Periodically reviewing surgical 
results; (g) Publish the data and (h) Developing a 
feedback plan. 26,27 
 
Conclusions 
 

The frequency of complications from 
abdominal hysterectomy in women with benign 
gynecological conditions is higher in developing 
countries. Reports identify blood loss as the main 
cause. A series of practical recommendations can 
improve outcomes. 
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