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Short Communication

Higher incidence of hysterectomy and oophorectomy in
women suffering from clinical depression: Retrospective
chart review
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The aim of the present study was to retrospectively
evaluate women who were admitted to Hiroshima
University Hospital, Department of Psychiatry and
Neurosciences, from 1979 to 2008. The women were
classified as ‘depressed women’ (n = 159; mean
age, 52.3 ⫾ 5.7 years) or ‘non-depressed women’
(n = 182; mean age, 51.5 ⫾ 4.5 years). A total of
14.5% of the depressed women and 3.3% of the
non-depressed women had a hysterectomy and/or

HE LIFETIME INCIDENCE of mood disorders in
women is approximately twice that of men.1
There are two peaks for the first onset of depression in
women, during the childbearing years and after age
45.1 An endocrine mechanism, especially estrogen
withdrawal, related to the menopausal transition
and perimenopause is considered one factor in the
pathophysiology of perimenopausal depression.2
Gynecologic operations, such as hysterectomy and
oophorectomy, also lead to estrogen withdrawal. A
higher than expected incidence of depressive symptoms or minor depression has been observed in
surgically menopausal women.3 Factors other than
an endocrine mechanism were also assumed to be
among the causes of depression after hysterectomy
and oophorectomy.4,5 Recent prospective studies
have emphasized that hysterectomy and oophorectomy resulted in positive outcomes, improvement of
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oophorectomy; this difference was statistically significant (P = 0.0003). This is consistent with previous
reported information as well as clinical experience
that depressed women had a higher incidence of
hysterectomy and/or oophorectomy.
Key words: affective disorder, depression, hysterectomy, menopausal woman, oophorectomy.

pelvic pain, pressure symptoms, urinary incontinence, sexual function, depression and anxiety.6 The
relationship between the experience of hysterectomy
or oophorectomy and depression is still controversial
and the mechanism of depression associated with
hysterectomy and oophorectomy remains unknown.
We investigated women who were admitted to a
Japanese hospital psychiatric unit for depression
compared to other psychiatric diagnoses as to
whether they had a hysterectomy or oophorectomy,
to determine the relationship between the experience
of hysterectomy or oophorectomy and depression.

METHOD
Subjects
All the women in the present study were admitted to
Hiroshima University Hospital, Department of Psychiatry and Neurosciences, between 1979 and 2008.
Their charts were retrospectively reviewed and classified as ‘depressed women’ or ‘non-depressed women’.
‘Depressed women’ were defined as women who met
the criteria for affective disorder described in the
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ICD-10 classification of mental and behavioral disorders as determined by a clinical interview when they
were admitted. The diagnosis of affective disorder
included major depression, bipolar disorder with
current depressive episode, persistent affective disorder and other affective disorder. Women were
excluded if they had been suffering from both affective
disorder and another psychiatric disorder. Women
who had shown depressive symptoms before the
experience of hysterectomy or oophorectomy were
excluded. If the women had been admitted more than
twice to Hiroshima University Hospital, only the first
admission was examined. If the women had suffered
recurrent depressive disorder, only the first episode of
depression was examined. Non-depressed women
were defined as women who had suffered a psychiatric
disorder other than affective disorder. The psychiatric
diagnoses of the ‘non-depressed women’ were as
follows: organic mental disorders; mental and behavioral disorders due to psychoactive substance use;
schizophrenia, schizotypal and delusional disorders;
anxiety, neurotic, stress-related and somatoform disorders; eating and sleep disorders; adult personality
and behavior disorders; and mental retardation. The
diagnoses of gynecologic disorders are shown in
Table 1. This study was carried out according to the
guideline of the Ethics Committee of Hiroshima University Hospital.

Procedure
These two groups were compared in three respects: (i)
average age at admission; (ii) number of women who
experienced hysterectomy and/or oophorectomy;
and (iii) number of women who had a family history
of psychiatric disorder. We also extracted the age of
onset of psychiatric disorder, the age at hysterectomy
or oophorectomy, psychiatric diagnosis, and gynecologic diagnosis from the medical charts. The hysterectomy or oophorectomy was performed within
10 years before the onset of psychiatric disorder.

Statistical analysis
Parametric data are reported as mean ⫾ SD. Student’s
t-test was used to compare mean differences in parametric data between groups. Fisher’s exact test was
used to compare non-parametric numerical data. The
significance level was set at P < 0.05 (two-tailed test).
Statistical analysis of data was carried out with Statcel
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(2nd edn) in Excel for Windows and StatView 5.0 for
Macintosh.

RESULTS
The mean age at admission of these two groups of
women did not significantly differ (Table 1). The
depressed women suffering from affective disorder
were fourfold more likely to have had a hysterectomy
and/or oophorectomy than the non-depressed
women who suffered from other psychiatric disorders
(14.5% vs 3.3%; P = 0.0003).

DISCUSSION
Review of the literature did not find any reports
showing that the incidence of hysterectomy or
oophorectomy in psychiatric patients with diagnoses
other than affective disorder was different from that
of the general population. Therefore we considered
that the non-depressed women were appropriate for
the control group of this study.
Several studies have reported the effects of hysterectomy and oophorectomy on psychiatric symptoms
and quality of life.6–8 These studies, as well as our
clinical experience, suggested that women who had a
hysterectomy and/or oophorectomy had a higher
incidence of depression, although paradoxically this
surgery resulted in a significant improvement of
depressive symptoms that had been observed before
the operation. The precise mechanism accounting for
the high incidence of hysterectomy and oophorectomy in patients with depression is not known, but
one possible explanation is that the low estrogen
state after hysterectomy and oophorectomy may play
a role. Kugaya et al. showed, using positron emission
tomography, that estrogen increases serotonin 2A
receptor binding in human prefrontal regions, and
suggested that estrogen played some role in depression partly involving the serotonin system.9 Bilateral
oophorectomy leads to a marked decrease in estrogen
levels and might be one of the contributors to developing depression. In the present study, however, the
incidence of bilateral oophorectomy did not statistically differ between the groups, although this may
be attributed to the small number of participants
who had this procedure (Table 1). Alternatively,
factors other than an endocrine mechanism, such as
loss of fertility, poorer body image, or worsened
sexual function, might also be involved in developing depression after hysterectomy and/or
oophorectomy.4,5,10–13
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Table 1. Characterization and incidence of hysterectomy and/or oophorectomy vs presence of depression
Depressed
(n = 159)
52.3 ⫾ 5.7

Age at admission (years)
(mean ⫾ SD)
Psychiatric diagnosis†, n

F0:
F1:
F2:
F3:
F4:
F5:
F6:
F7:

organic mental disorder
psychoactive substance use
schizophrenia
affective disorder
anxiety disorder
eating disorder and sleep disturbance
personality disorder
mental retardation

Non-depressed
(n = 182)
51.5 ⫾ 4.5

P
0.0736

47
4
68
159
50
4
8
1

Gynecologic diagnosis, n

Uterus myomatosus
Ovarian cyst
Uterus cancer
Ovarian cancer
Extrauterine pregnancy
Dysfunctional bleeding
Endometriosis
Uterine prolapse

30
7
4
2
1
1
1
1

12
2
3
0
0
0
1
0

History of hysterectomy

n (%)
Age at operation (years), mean ⫾ SD
Age at onset of psychiatric disorder (years),
mean ⫾ SD

18 (11.3)
45.7 ⫾ 5.1
48.2 ⫾ 5.8

6 (3.3)
46.2 ⫾ 7.9
48.1 ⫾ 8.7

0.0050
0.8961
0.9333

History of oophorectomy

n (%)
Age at operation (years), mean ⫾ SD
Age at onset of psychiatric disorder (years),
mean ⫾ SD

10 (6.3)
44.2 ⫾ 6.4
46.2 ⫾ 4.9

3 (1.6)
44.0 ⫾ 10.5
44.3 ⫾ 10.5

0.0434
0.9710
0.7027

Incidence of hysterectomy and/or
oophorectomy, n (%)

Hysterectomy and/or oophorectomy
hysterectomy(+), oophorectomy(+)
hysterectomy(+), oophorectomy(-)
hysterectomy(-), oophorectomy(+)
hysterectomy(-), oophorectomy(-)
bilateral oophorectomy(+)

23
5
14
5
135
3

Family history of psychiatric
disorder, n (%)

(14.5)
(3.1)
(8.8)
(3.1)
(84.9)
(1.9)

57 (35.8)

6
3
3
0
176
1

(3.3)
(1.6)
(1.6)
(0)
(96.7)
(0.5)

0.0003
0.4805
0.0026
0.2130
0.0002
0.3424

52 (28.6)

0.1635

Student’s t-test was used to compare mean age, and Fisher’s exact test was used to compare the incidence of each operation and
family history of psychiatric disorder.
†ICD-10 classification of mental and behavioral disorders criteria.
Depressed women were diagnosed as having affective disorder; non-depressed women were diagnosed as having psychiatric
disorders other than affective disorder.

ACKNOWLEDGMENT

REFERENCES

The authors would like to thank Dr Shoichiro Ohta,
Department of Laboratory Medicine, Saga Medical
School, for his assistance in statistical analysis.

1 Weissmman MM, Olfson M. Depression in women: Implications for health care research. Science 1995; 269: 799–
801.

© 2010 The Authors
Journal compilation © 2010 Japanese Society of Psychiatry and Neurology

98

A. Mantani et al.

2 Schmidt PJ. Mood, depression, and reproductive hormones in the menopausal transition. Am. J. Med. 2005;
118: 54S–58S.
3 Bukovsky I, Halperin R, Schneider D, Golan A, Hertzianu I,
Herman A. Ovarian function following abdominal hysterectomy with and without unilateral oophorectomy. Eur. J.
Obstet. Gynecol. Reprod. Biol. 1995; 58: 29–32.
4 Leppert PC, Legro RS, Kjerulff KH. Hysterectomy and loss
of fertility: Implications for women’s mental health. J. Psychosom. Res. 2007; 63: 269–274.
5 Yen JY, Chen YH, Long CY et al. Risk factors for major
depressive disorder and the psychological impact of hysterectomy: A prospective investigation. Psychosomatics
2008; 49: 137–142.
6 Carlson KJ, Miller BA, Fowler FJ. The Maine women’s
health study: I. Outcomes of hysterectomy. Obstet. Gynecol.
1994; 83: 556–565.
7 Gath D, Rose N, Bond A, Day A, Garrod A, Hodges S.
Hysterectomy and psychiatric disorder: Are the levels of
psychiatric morbidity falling? Psychol. Med. 1995; 25: 277–
283.

Psychiatry and Clinical Neurosciences 2010; 64: 95–98

8 Richards DH. A post-hysterectomy syndrome. Lancet 1974;
2: 983–985.
9 Kugaya A, Epperson CN, Zoghbi S et al. Increase in prefrontal cortex serotonin 2A receptors following estrogen
treatment in postmenopausal women. Am. J. Psychiatry
2003; 160: 1522–1524.
10 Bachmann GA. Psychosexual aspects of hysterectomy.
Womens Health Issues 1990; 1: 41–49.
11 Thakar R, Manyonda I, Stanton SL, Clarkson P, Robinson
G. Bladder, bowel, and sexual function after hysterectomy
for benign conditions. Br. J. Obstet. Gynaecol. 1997; 104:
983–987.
12 Jewett JF. Intra-abdominal hemorrhage after hysterectomy.
N. Engl. J. Med. 1957; 256: 475–476.
13 Oldenhave A, Jaszmann LJ, Everaerd WT, Haspels AA. Hysterectomized women with ovarian conservation report
more severe climacteric complaints than do normal climacteric women of similar age. Am. J. Obstet. Gynecol.
1993; 168: 765–771.

© 2010 The Authors
Journal compilation © 2010 Japanese Society of Psychiatry and Neurology

