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ABSTRACT
Objectives: Objective of the present study to evaluate the incidence, indications, and complications associated with emergency obstetric hysterectomy.
Methods: This is a retrospective observational study was conducted in Smt. Hira Kunwar Ba Mahila Hospital, Jhalawar attached to Jhalawar medical
college between January 2018 and April 2021, and who had and Emergency obstetric hysterectomy during the same admission, were identified from
the hospital database.
Results: The incidence of emergency obstetric hysterectomy in our study 0.2/1000 deliveries following vaginal deliveries and 0.9/1000 deliveries
following caesarean deliveries. The overall incidence was 0.4/1000 deliveries. Rupture uterus 5 (38.5%) was the most common indications followed
by postpartum hemorrhage 4 (30.8%) and morbidly adherent placenta 4 (30.8%).
Conclusions: Emergency obstetric hysterectomy is a lifesaving procedure in those cases where medical management has failed.
Keywords: Emergency obstetric hysterectomy, Normal vaginal delivery, Caesarean delivery.
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INTRODUCTION

Emergency obstetric hysterectomy in obstetric practice was first
proposed in 1869, with no desirable results. It was followed 7 years
later by a successful operation, the first cesarean subtotal hysterectomy
in which case mother and infant survived [1]. It includes both cesarean
hysterectomies that are performed after caesarean delivery and
postpartum hysterectomy performed after vaginal delivery. Postpartum
hemorrhage is an important and dangerous complication after delivery.
1 in 100,000 women in countries with high medical standards and 1
in 1,000 women in developing countries die after childbirth due to
bleeding complications [2].

The incidence of emergency postpartum hysterectomy and caesarean
hysterectomy varies in different countries from 1 in 1420 deliveries in
Australia [1] to 1 in 348 deliveries in Nigeria [3]. Incidence of emergency
obstetric hysterectomy 0.24/1000 in Denmark as reported by Sakse
et al. [4] and 0.36/1000 in United Kingdom as reported by Smith et al. [5].
The indications for the hysterectomy are placenta praevia, secondary
postpartum hemorrhage, abruptio placentae, atonic postpartum
hemorrhage, placenta accreta, traumatic postpartum hemorrhage,
broad ligament hematoma, and others.
METHODS

This is a retrospective observational study was conducted in Smt.
Hira Kunwar Ba Mahila Hospital, Jhalawar attached to Jhalawar
medical college between January 2018 and April 2021, and who had
an Emergency obstetric hysterectomy during the same admission,
were identified from the hospital database. Data were abstracted
from individual admission file from medical record department.
After collecting data from the operation theatre records, each patient
case record was scrutinized with regard to incidence, age, parity,
antenatal high-risk factors, indications, hysterectomy type, and
complications along with maternal outcome. In all cases, the decision
and the performance of the procedure were undertaken by two to three

consultant obstetricians. Every one of them had obstetric experience of
more than 10 years. Elective surgery was performed for other purpose
such as myoma, malignancy was excluded from the study.
RESULTS

Out of 23326 deliveries the incidence of emergency obstetric
hysterectomy in present study was 0.02% following vaginal deliveries
and 0.09% following cesarean section. The overall incidence was 0.04%
(0.4/1000 deliveries). Table 1 shows incidence of emergency obstetric
hysterectomy following vaginal delivery and cesarean section.

Table 2 shows the indication of emergency obstetric hysterectomy.
The most common indication of emergency hysterectomy was rupture
uterus present in 5 (38.5%) cases, in which 3 (23.1%) cases were due to
rupture of previous caesarean scar, 1 (7.7%) case was due to obstructed
labor and 1 (7.7%) case was due to rupture of uterus in grand multipara.
In our study, postpartum hemorrhage was present in 4 (30.86%) cases,
in which 2 (15.38%) cases were due to atonic uterus, 1 (7.7%) case was
due to traumatic PPH, and 1 (7.7%) case was due to placenta previa.
Third common indication was morbid adherent placenta in 4 (30.8%)
cases, in which previous cesarean section and placenta previa were in
2 (15.38%) cases and prior curettage 1 (7.7%) case.
Table 3 shows the complications associated with the emergency obstetric
hysterectomy. The most common complication febrile illness which was
present in 5 (38.5%) cases and second common complication wound
sepsis 4 (30.76%) and other complications are renal injury 2 (15.4%),
disseminated intravascular coagulation 1 (7.7%), septicemia 1 (7.7%),
and shock 1 (7.7%) cases. There was no maternal death in our study.
DISCUSSION

During the study period, there were a total number of 33124 deliveries
in our institution out of which 23326 (70.4%) were vaginal deliveries
and 9778 (29.6%) were caesarean deliveries.
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Table 1: Incidence of emergency obstetric hysterectomy
Mode of delivery Number of Emergency obstetric Incidence
patients
hysterectomy
Vaginal deliveries 23326
Cesarean sections 9798
Total
33124

4
9
13

0.02%
0.09%
0.04%

Table 2: Indications for emergency obstetric hysterectomy
Indication of emergency obstetric
hysterectomy

No of patients
(n=13)

Percentage

Rupture Uterus
Rupture of cesarean scar
Obstructed labor
Grand multipara
Postpartum Hemorrhage
Atonic
Traumatic
Placenta Previa
Morbid Adherent Placenta
Previous cesarean and placenta
previa
Prior curettage

5
3
1
1
4
2
1
1
4
2

38.5
23.1
7.7
7.7
30.86
15.38
7.7
7.7
30.8
15.38

1

7.7

Table 3: Maternal complications
Complications

No of patients

Percentage

Renal injury
DIC
Febrile illness
Septicemia
Wound sepsis
Shock

2
1
5
1
4
1

15.4
7.7
38.5
7.7
30.76
7.7

13 women underwent emergency obstetric hysterectomy during this
study period. The overall incidence was 0.4/1000 deliveries (0.04%)
in our study which is also comparable to reported by 0.4/1000 in New
Zealand [6] and East Africa [7], 0.48/1000 in Israel [8], and Great
Britain [9] to 1.74/1000 in the USA [10].
The rate of emergency obstetric hysterectomy was 0.2/1000 vaginal
deliveries and 0.9/1000 caesarean hysterectomy. The caesarean section
rate in the study period was 29.6%. The primary reason for this higher
incidence is due to the fact that our hospital is a referral center to most
of the primary health care center in surroundings rural area.

The most common indication of emergency hysterectomy was rupture
uterus 5 (38.5%), in which 3 (23.1%) due to rupture of previous
caesarean scar, 1 (7.7%) due to obstructed labor and 1 (7.7%) case
due to rupture of uterus in grand multipara. The incidence is similar to
finding from other centers in Nigeria [11].
Second most common indication of obstetric hysterectomy in our
study is postpartum haemorrhage 4(30.86%), in which 2(15.38%) due
to atonic uterus, 1(7.7%) due to traumatic PPH and 1(7.7%) due to
placenta previa. The incidence of uterine atony decreased due to wide
use of preventive medical and surgical approaches (uterotonics, Bakriballoon, and BLynch/Hayman suture) and an increase in antenatal care.
Other factors that led to a decrease in atony-related hysterectomies
include the emergency obstetric care education given to all obstetricians
by the government and the coordinated care for hemorrhagic incidents
at highly experienced maternity centers.
Third common indication was morbid adherent placenta 4 (30.8%),
previous caesarean section and placenta previa 2 (15.38%), and
prior curettage 1 (7.7%). The risk of morbidly adherent placentation
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increases proportionally with the number of cesarean deliveries or
curettages [12].

The most common complication febrile illness which was present
in 5 (38.5%) cases and wound sepsis 4 (30.76%), prolonged labor,
antepartum hemorrhage, anemia, obstructed labor, and intrauterine
manipulation for placenta removal probably accounts for these
complications. Other complications are renal injury 2 (15.4%),
disseminated intravascular coagulation 1 (7.7%), septicemia 1 (7.7%),
and shock 1 (7.7%) cases. Complications from emergency obstetric
hysterectomy are high because of the increased blood supply to the
pelvic organs during pregnancy, the pelvic anatomy is also distorted
because of the enlarged uterus, and the pelvic tissues are fragile [13].
Blood transfusion was the most common adjunct therapy. However, this
also increases the risk of blood transmitted diseases such as hepatitis
or HIV [14]. According to Singh et al., complication in emergency
obstetric hysterectomy was fever of unspecified origin 22.2%, wound
infection 11.1%, fluid overload 11.1%, ascites 11.1%, peritonitis 11.1%,
intraperitoneal hemorrhage 11.1%, bladder injury 11.1%, and VVF
11.1% [15].
CONCLUSIONS

Emergency postpartum hysterectomy is a lifesaving procedure which
although is associated with substantial morbidity necessary in case of
severe hemorrhage not responding to any alternative methods, rupture
uterus, and morbid adherent placenta. Timely decision and intervention
may mean life and death to the patient and minimize morbidity.

Based on the findings of this retrospective study, a primary objective
to improve maternal care should be to decrease the caesarean section
rate and women at high risk of postpartum hysterectomy should be
identified using by better diagnostics modalities, provided antenatal
management, and delivered in highly experienced maternity centers
that have coordinated care team.
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