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Abstract
Objective:  This study aimed to explore the social and physiological changes that Iraqi women may experience after a hysterectomy.
Methods:  A cross-sectional study was conducted at the consultation clinic of Al-Elwiya Maternity Teaching Hospital in Baghdad, Iraq. A total 
of 81 women who underwent emergency hysterectomy and could comprehend and respond to the questionnaire were recruited for this 
study. A structured, self-administered Arabic-language questionnaire was developed, and it included sociodemographic characteristics, 
surgical history, preoperative awareness, psychological symptoms, and sexual health impact. 
Results:  The mean age of patients was 43.5 ± 10.6 years. Symptoms of depression, anxiety, and sadness decreased slightly after surgery, 
but 33.3% still struggled with persistent worry. Sexual difficulties were reported by 29.6%, and 37% experienced worsening partner 
relationships, while 55.6% reported improved sexuality over time. Logistic regression identified several predictors: depression was notably 
lower one year after surgery (P = 0.002), while higher education and ovary removal were linked to fewer sexual problems (P = 0.048, 0.011). 
There were no significant predictors for climax, arousal, pain, or self-confidence.
Conclusion:  While many women experience gradual improvements in emotional well-being and sexual function, a substantial proportion 
continue to face challenges. Age, education level, time since surgery, and ovary removal significantly influence recovery and adaptation. 
These findings highlight the importance of individualized post-surgical care, including psychological support and sexual health counseling, 
to enhance long-term quality of life.
Keywords:  Hysterectomy, psychosexual outcomes, sexual function, ovary removal

Introduction
Hysterectomy is among the most performed surgeries in gyne-
cology practice. Most hysterectomies are performed for benign 
reasons. One in three women is predicted to have a hysterec-
tomy at some time in their life.1,2 Numerous pre-hysterectomy 
symptoms can impair sexual performance and quality of life. 
It is also anticipated that a hysterectomy done to alleviate 
these symptoms will improve the patient’s sexual function and 
quality of life.1,3

There are several ways to perform a hysterectomy, 
including laparoscopic, vaginal, and abdominal techniques. 
‘Total abdominal hysterectomy and bilateral salpingo-
oophorectomy’ refers to the complete abdominal removal of 
the uterus, cervix, fallopian tubes, and ovaries.4 Depending on 
the surgical rationale, patient features, surgeon experience, and 
personal preferences, a hysterectomy may be performed using 
a different approach. In addition to endometrial illnesses, 
malignancies of the reproductive system, and localized genital 
endometriosis inside the myometrium, other grounds for a 
hysterectomy include irregular bleeding, menstrual disorders, 
fibroids, pelvic discomfort, and uterine prolapse.4,5 Worldwide, 
hysterectomy incidence rates vary, with wealthier nations 
reporting greater rates. As one ages, the chance of having a 
hysterectomy rises. In the United States, for example, less than 
2 percent of women between the ages of 20 and 29 have had a 
hysterectomy, and almost 4 out of 10 women between the ages 
of 70 and 79 have had one.6

An individual’s quality of life, psychological well-being, 
self-perception, and body integrity are all significantly 
impacted by surgical procedures. Women’s sexual and repro-
ductive abilities are impacted by the added pressures caused 

by gynecological surgeries such as hysterectomies.7 In addi-
tion, women who have such surgery run the risk of developing 
anxiety, social dysfunction, and depression since they may lose 
their ability to conceive after the treatment.8

As a sexual organ, a reproductive organ, a secretory organ, 
a representation of youth, motherhood, beauty, and strength, 
the uterus has many metaphorical implications for women. 
These views are significantly shaped by cultural influences.7 
As a result, a hysterectomy affects women physically, emotion-
ally, and sexually in addition to causing the loss of a valuable 
organ.9

The uterus is frequently seen as a representation of fem-
ininity and fertility in a variety of cultural contexts. Accord-
ingly, cultural differences in women’s attitudes and views of 
this surgery can be substantial, as evidenced by studies by 
Hsieh et al.,7 and Skorupska et al.8

The impact of minimally invasive hysterectomy proce-
dures on female sexual function is still up for debate. Women 
frequently express anxiety about the procedure’s possible 
effects on sexual function during hysterectomy counselling.10 
It is noteworthy that some women express the assumption that 
a hysterectomy may enhance sexual function or remove obsta-
cles to sexual satisfaction during counselling for the surgery. 
Others, on the other hand, worry that having a hysterectomy 
would make it harder for them to have sex. However, some 
people have significant worries about their ability to have sex 
after surgery, which makes them more stressed before the 
procedure.1

To provide comprehensive, patient-centered treatment, it 
is essential to understand the psychosexual repercussions of 
emergency hysterectomy. This understanding helps doctors 
predict mental health needs, offer timely interventions like 
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hormone therapy or counseling, and ultimately improve sur-
vivors’ long-term quality of life.10 This study aimed to explore 
the social and physiological changes that Iraqi women may 
experience after a hysterectomy.

Materials and Methods

Study Design, Setting, and Time
A cross-sectional study with an analytic component was used. 
This study was conducted at the consultation clinic of Al-Elwiya 
Maternity Teaching Hospital (a major tertiary referral center 
for obstetric and gynecological care in the region) in Baghdad, 
Iraq, for one year, from March 1, 2024, to March 1, 2025.

Study Population
The study involved adult women (aged 18 and above) who had 
previously undergone an emergency hysterectomy and visited 
the hospital’s consultation clinic during the study period. All 
eligible women attending the clinic during this time were 
consecutively invited. Of the 108 women approached, 81 met 
the inclusion criteria, 20 were excluded, and 7 refused partic-
ipation, resulting in a response rate of 75%. Inclusion criteria 
included: (1) a history of emergency hysterectomy for obstetric 
or gynecological reasons, (2) the ability to understand and 
respond to an Arabic-language questionnaire, and (3) pro-
viding informed consent. Women with a known psychiatric 
illness before surgery or incomplete responses were excluded.

Data Collection Tools
A structured, self-administered Arabic-language question-
naire created via Google Forms. The questionnaire was devel-
oped after reviewing relevant literature and consulting senior 
obstetricians and psychiatrists. After piloting on 10 healthcare 
workers, the final version of the questionnaire included the 
following data:  

1.	 Sociodemographic characteristics: Age, marital status, 
number of children, educational level, and occupation.

2.	 Surgical history: Cause and type of hysterectomy (total/
subtotal), oophorectomy status, and time since surgery.

3.	 Preoperative awareness: Participants’ level of knowledge 
about hysterectomy before undergoing the procedure.

4.	 Psychological symptoms were evaluated using Arabic ver-
sions of symptom frequency scales based on the PHQ-9 
(Patient Health Questionnaire-9) and GAD-7 (Generalized 
Anxiety Disorder-7), assessing depression, sadness, anx-
iety, and uncontrollable worry before and after surgery. The 
Arabic PHQ-9 has been validated in several studies among 
Arabic-speaking populations, demonstrating strong internal 
consistency and construct validity. Likewise, the Arabic 
GAD-7 has shown satisfactory psychometric properties for 
screening generalized anxiety disorder in Arabic speakers. 
Using these adapted and validated tools ensures that our 
findings on depression and anxiety are comparable with 
results from other Arabic-speaking populations, thereby 
enhancing the generalizability of our conclusions. None-
theless, we recognize that the absence of sexual function 
assessment may reduce the overall scope of postoperative 
quality-of-life evaluation. This limitation could be addressed 
in future research through culturally sensitive approaches.

5.	 Sexual health impact: Included domains of desire, arousal, 
orgasm, pain during intercourse, overall satisfaction, and 
relationship with partner. These were rated on a 5-point 
Likert scale, where higher values indicated greater negative 
change.

6.	 Coping strategies and physical complaints: Included psy-
chological counseling, family support, and post-surgical 
physical symptoms (e.g., fatigue, musculoskeletal pain).

Scoring and Variables
Psychological symptoms were scored from 0 to 3 per item, 
based on symptom frequency (“not at all” to “nearly every 
day”). Sexual function domains were assessed with scores indi-
cating the degree of change post-surgery. Composite scores 
were calculated for each domain. Open-ended responses were 
also included for qualitative insights. The FSFI was excluded 
because our primary objective was assessing psychological 
symptoms (depression and anxiety) rather than sexual func-
tion. Additionally, cultural and ethical considerations in our 
target population made sexual function assessment less fea-
sible, with a high likelihood of non-response.  

Statistical Analysis
Data was extracted into Microsoft Excel and analyzed using 
SPSS version 25. Descriptive statistics such as mean, standard 
deviation, frequencies, and percentages were used to summa-
rize data. Cross-tabulations and comparative analyses explored 
associations between surgical characteristics (e.g., type of  
hysterectomy, oophorectomy) and post-operative emotional 
and sexual outcomes. Missing values were handled using pair-
wise deletion.

Results
This study included a total of 81 women who underwent 
emergency hysterectomy. The age range was 23 to 67 years, 
with a mean and standard deviation of 43.48 ± 10.56 years. 
Most participants were married (81.5%) and housewives 
(74.1%). Educational attainment was equally distributed 
between secondary-preparatory (37%) and college or 
higher (37%) levels. Placenta accreta was the indication for 
hysterectomy in 33.3% of cases. Total hysterectomy was more 
frequent than partial (66.7% vs. 33.3%), and the ovaries were 
removed in 55.6% of patients. More than half of the participants 
(59.3%) had undergone surgery more than one year before 
the study, and 59.3% reported having prior knowledge of the 
hysterectomy procedure, as shown in Table 1.

Psychological Outcomes Before and After Surgery
Before surgery, a high proportion of participants reported 
feeling pleasure and interest (85.2%), depression/sadness 
(81.5%), and anxiety/worry (85.2%). After surgery, pleasure 
and interest decreased to 77.8%, depression/sadness decreased 
to 70.4%, anxiety or worry decreased to 77.8%, and 33.3% of 
women struggled to manage these feelings, as illustrated in 
Table 2.

Sexual and Relationship Outcomes
After surgery, 24 women (29.6%) reported sexual troubles, 
and 30 (37%) experienced a worsening of their partner 
relationship. More than half of the women, 45 (55.6%) noted 
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an improvement in sexuality over time. Effects on sexual 
desire, arousal, and climax were less commonly reported by 
21 (25.9%), 15 (18.5%), and 12 (14.8%), respectively. Pain 
during sexual intercourse was reported by 21 (25.9%) of the 
participant women. Moreover, 33 (40.7%) reported an effect 
on sexual satisfaction, and 57 (70.4%) reported that their self-
confidence had been affected postoperatively, as shown in 
Table 3.

Predictors of Psychosexual Outcomes
Binary logistic regression analyses were conducted to iden-
tify predictors of psychosexual outcomes. The findings were 
as follows: Postoperative depression was significantly less 
likely in women whose surgery occurred more than one year 
ago (OR = 0.04, P = 0.002). Postoperative inability to control 
anxiety was more likely in older women (P = 0.039), married 
women (P = 0.046), and women with a history of preoperative 
worry (P = 0.026). Conversely, higher education (P = 0.031), 
ovary removal (P = 0.018), and a longer time since surgery 

(P = 0.023) were associated with better anxiety control. Wors-
ening of partner relationships was significantly associated 
with older age (P = 0.002), lower education (P = 0.008), and 
a longer time since surgery (P = 0.022). Sexual troubles were 
less likely among women with higher education (P = 0.048) 
and those whose ovaries were removed (P = 0.011). Improve-
ment in sexuality over time was significantly more likely in 
women who had awareness about hysterectomy (P = 0.017), 
while secondary education was paradoxically associated with 
no improvement (P = 0.001). Reduced sexual desire was 
significantly associated with ovary removal (P = 0.001) and 
partial hysterectomy (P = 0.026). Women with secondary edu-
cation had a higher likelihood of reporting increased sexual 
desire (P = 0.014). Sexual satisfaction was influenced by age 
(P = 0.022), education (higher in the secondary-preparatory 
level; P = 0.002), and the type of hysterectomy (less satisfaction 
with partial; P = 0.028). Physical troubles were significantly 
less common among women who had a partial hysterectomy 
(P = 0.027) and those whose surgery occurred over a year ago 
(P = 0.048). No statistically significant predictors were found 
for sexual arousal, sexual climax, pain during sex, effects on 
self-confidence, or adaptation strategies. The predictors of 
psychological and sexual outcomes are summarized in Table 4.

Discussion
The potential effect on sexual function is a frequently men-
tioned concern for numerous people planning a hysterec-
tomy. Current literature suggests that sexual performance is 
generally constant or slightly improved for most patients after 
hysterectomy; nonetheless, numerous studies reveal a minor 
subset of individuals experiencing a deterioration in sexual 
function post-surgery.12

In Iraqi society, cultural norms regarding modesty, mar-
ital obligations, and the stigma surrounding sexual discussion 
may influence how women report sexual function and emo-
tional well-being after hysterectomy. These societal factors can 
affect both openness in responses and the actual adaptation 
process post-surgery.

It is widely believed that a hysterectomy may negatively 
impact psychological well-being, thereby elevating the risk of 
depression. In the present study, postoperative depression was 
significantly less prevalent in women whose surgery was per-
formed over one year before. In a different manner, and despite 
the mean score of depression decreased three months after the 
hysterectomy (which was a shorter duration than the current 

Table 1.  Sociodemographic and clinical characteristics of the 
participants

Variable Category Frequency (%)

Social Status Single 9 (11.1%)

Married 66 (81.5%)

Divorced 6 (7.4%)

Education Level Primary 21 (25.9%)

Secondary/Preparatory 30 (37.0%)

College or Higher 30 (37.0%)

Occupation Housewife 60 (74.1%)

Employed 21 (25.9%)

Cause of 
Hysterectomy

Placenta accreta 27 (33.3%)

Other 54 (66.7%)

Type of 
Hysterectomy

Total 54 (66.7%)

Partial 27 (33.3%)

Ovary Status Intact 36 (44.4%)

Removed 45 (55.6%)

Time Since Surgery <12 months 33 (40.7%)

≥12 months 48 (59.3%)

Knowledge of 
Procedure

Yes 48 (59.3%)

No 33 (40.7%)

Table 2.  Psychological outcomes before and after surgery

Variable Yes (%) No (%)

Preoperative Interest & Pleasure 69 (85.2) 12 (14.8)

Postoperative Interest & Pleasure 63 (77.8) 18 (22.2)

Preoperative Depression/Sadness 66 (81.5) 15 (18.5)

Postoperative Depression/Sadness 57 (70.4) 24 (29.6)

Preoperative Anxiety/Worry 69 (85.2) 12 (14.8)

Postoperative Anxiety/Worry 63 (77.8) 18 (22.2)

Postop. Inability to Control Worry 27 (33.3) 54 (66.7)

Table 3.  Sexual and relationship outcomes after surgery

Variable Change (%) No effect (%)

Partner Relationship Worsened 30 (37.0) 51 (63.0)

Sexual Troubles 24 (29.6) 57 (70.4)

Sexuality Improved Over Time 45 (55.6) 36 (44.4)

Sexual Desire Affected 21 (25.9) 60 (74.1)

Sexual Arousal Affected 15 (18.5) 66 (81.5)

Sexual Climax Affected 12 (14.8) 69 (85.2)

Pain During Sex 21 (25.9) 60 (74.1)

Sexual Satisfaction Affected 33 (40.7) 48 (59.3)

Self-Confidence Affected 57 (70.4) 24 (29.6)
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results), the difference was not statistically significant.13 In the 
same regard, Ferrandina and colleagues reported in an earlier 
study that depression did not reveal any substantial changes in 
the scores of the women investigated 3, 6, 12, and 24 months 
after their hysterectomies for endometrial carcinoma.14 Still, 
another earlier study done by Dhital et al., indicated a statistically 
significant reduction in the level of depression 6 and 12 weeks 
after hysterectomy for advanced prolapses (stages 3 and 4).15  
So, it was obvious that the etiology of hysterectomy was one 
of the commonest determinants for the difference men-
tioned above. Women who have a hysterectomy for fibroids 
or heavy menstrual bleeding may find that their sexual func-
tion improves because of their complaints being resolved. 
However, women who have surgery for persistent pelvic pain 
may still feel pain following the procedure and thus not see 
an improvement in their sexual function. This study indicated 
that postoperative anxiety control was less likely in older mar-
ried women and those with a history of preoperative anxiety. 
In contrast, further education, oophorectomy, and prolonged 
duration since surgery are associated with better anxiety con-
trol. Differently, Al-Amer et al., study16 reported an elevated 
anxiety after hysterectomy, observing a negative association 
between age and anxiety among hysterectomized patients. 
Also, he found that levels of stress, post-surgery duration, and 
social support predicted the levels of anxiety.16 On the other 
hand, Björkström et al., study indicated that postoperative 
anxiety was significantly associated with preoperative life 
crises, depression, anxiety, and postoperative anxiety mirrored 

pre-surgery anxiety, but did not demonstrate a notable inde-
pendent influence of age.17

Worsening of partner relationships in the current study 
was significantly associated with older age, lower education, 
and a longer time since surgery. Advanced age seems to cor-
relate with decreasing sexual activity following hysterectomy, 
maybe indicating a reduction in partner relationship quality. 
This had been approved by the Till et al., study, in which 
older age was associated with a lower likelihood of main-
taining sexual activity at six months post-surgery. Addition-
ally, Higher preoperative relationship satisfaction raised the 
possibility of postoperative sexual engagement. Although it 
may not directly assess relationship decline as well, recurrent 
sexual inactivity indicates deteriorating couple dynamics.12 
A five-year follow-up cohort study conducted by Forsgren  
et al., showed no significant impact of age on sexual/relational 
function overall.18 Advanced age can contribute to reduced 
sexual activity post-hysterectomy, thereby affecting partner 
relationships; nevertheless, age alone is not a conclusive factor.  
No reliable evidence exists indicating that the level of formal 
education influences partner relationship outcomes in this 
instance.  Furthermore, a longer duration post-surgery does 
not consistently indicate deterioration in couple relationships.  
Individual resilience, partner support, and communication 
assume greater significance.  This necessitates further research 
to confirm this fact.

The present work revealed that improvement in sexuality 
over time was significantly more likely in women who knew 
hysterectomy, while secondary education was paradoxically 

Table 4.  Predictors of psychological and sexual outcomes

Outcome Significant predictor AOR (95% CI) P-value

Postoperative Depression Time since surgery ≥ 1 year 0.040 (0.005 – 0.299) 0.002

Inability to Control Worry Age 1.879 (1.034 – 3.416) 0.039

Married vs. single 2.838 (1.158 – 4.24) 0.046

College education vs. secondary education 0.632 (0.232 – 0.986) 0.031

Ovaries removed 0.761 (0.341 – 0.952) 0.018

Time since surgery ≥ 1 year 0.534 (0.112 – 0.732) 0.023

Preop inability to control worry 1.461 (1.023 – 3.824) 0.026

Partner Relationship Age 1.305 (1.099 – 1.549) 0.002

College education 0.035 (0.003 – 0.418) 0.008

Time since surgery ≥ 1 year 10.250 (1.401 – 74.96) 0.022

Sexual Troubles College education 0.069 (0.005 – 0.977) 0.048

Ovaries removed 0.085 (0.013 – 0.571) 0.011

Sexuality Improved Secondary-preparatory vs. primary 0.039 (0.006 – 0.272) 0.001

Knowledge about hysterectomy 8.302 (1.464 – 47.08) 0.017

Sexual Desire Secondary-preparatory vs. primary 14.028 (1.721 – 115.1) 0.014

Partial hysterectomy 0.116 (0.017 – 0.776) 0.026

Ovaries removed 0.131 (0.092 – 0.488) 0.001

Sexual Satisfaction Age 1.183 (1.025 – 1.964) 0.022

Secondary-preparatory vs. primary 3.776 (1.356 – 6.404) 0.002

Partial hysterectomy 0.110 (0.015 – 0.792) 0.028

Physical Troubles Partial hysterectomy 0.147 (0.0229 – 0.512) 0.027

Time since surgery ≥ 1 year 0.124 (0.021 – 0.874) 0.048
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associated with no improvement. Regardless of whether there 
were any unfavorable sexual effects following the procedure, 
education regarding the possibility of such events might 
improve hysterectomy satisfaction. This was supported by a 
previous study by Bradford et al., which showed that, after 
adjusting for self-reports of both good and negative sexual 
results, knowledge of potential unfavorable sexual effects 
predicted overall satisfaction with hysterectomy.19 Addition-
ally, Danesh and colleagues demonstrated that preoperative 
knowledge about hysterectomy may not lead to better func-
tional outcomes, although it does improve satisfaction and 
potentially facilitate adjustment.20 Women with prior knowl-
edge or counselling regarding hysterectomy were significantly 
likely to experience improvements in sexuality over time, 
attributable to psychological readiness, realistic expectations, 
and improved coping strategies.21 Reduced sexual desire was 
significantly associated with ovary removal and partial hyster-
ectomy, and women with secondary education had a higher 
likelihood of reporting increased sexual desire. Dedden et al., 
study found that hysterectomy without ovaries removal was 
associated with significantly stronger improvements in sexual 
desire compared to that with ovaries removal.22 This had been 
confirmed in Bradford et al., study, which claimed that the 
occurrence of bilateral oophorectomy is strongly correlated 
with reduced sexual desire and overall sexual function after 
hysterectomy.19 Women who have their ovaries removed after 
a hysterectomy frequently encounter diminished sexual desire 
because of sudden hormonal changes.  A partial hysterectomy 
does not offer protection against this.  Women with secondary 
education may experience enhanced sexual outcomes due to 
greater knowledge of their bodies and improved communi-
cation abilities, which necessitates more recent studies.23 In 
the current study, sexual satisfaction was influenced by age, 
education (higher in the secondary-preparatory level), and 
the type of hysterectomy (less satisfaction with partial). Phys-
ical troubles were significantly less common among women 
who had a partial hysterectomy and those whose surgery 
occurred over a year ago. No statistically significant predictors 
were found for sexual arousal, sexual climax, pain during sex, 
effects on self-confidence, or adaptation strategies. In com-
parison to Dedden et al., study, hysterectomy performed for a 
benign indication is not associated with significant changes in 
sexual satisfaction. subtotal hysterectomy was associated with 
an improvement in sexual function, and total hysterectomy 
with an improvement in sexual pain; however, the difference 
in change was not statistically significant. Moreover, younger 
women tend to experience greater improvements compared 
to older women.22 Similarly, Elzeblawy and the companions 
found that post-hysterectomy women’s quality of life and 
sexual satisfaction increased with guided education.23 Differ-
ently, patients who participated in Till et al., study reported 
significant improvement in desire, arousal, and pain domains. 
However, significant decreases were reported in orgasm and 
satisfaction domains.12

The inconsistencies in the results of the previously 
mentioned studies regarding sexual dysfunction post-
hysterectomy may be attributed to heterogeneity among 
studies. Variations in methodology, such as differences in 
sample size, participant characteristics, and the timing of 
assessments post-hysterectomy, are likely to contribute to 
these conflicting findings. 

In general, future research should consider a larger multi-
center approach for a broader application of findings.

Limitations
Limitations of this study included the inability to determine 
temporality, recall, and social desirability bias due to self-
reported data, and possible selection bias from voluntary 
participation. The cross-sectional design limits causal 
inference; temporality cannot be established.

Conclusions
This study concluded that while many women experienced 
improvements in psychological well-being and sexual func-
tion over time following emergency hysterectomy, a consid-
erable number continued to face emotional challenges, sexual 
difficulties, and strained partner relationships. The predictors 
of psychosexual outcomes were age, marital status, educational 
level, ovary removal, and time since surgery. Higher education 
and a longer duration since surgery were generally associated 
with better adaptation, while older age and lower educational 
attainment predicted worse outcomes in several domains. 
These findings highlight the importance of comprehensive, 
individualized postoperative support that addresses not only 
physical recovery but also emotional and relational well-being.
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