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ABSTRACT 

Research question: 1. What are different obstetric emergencies which may require 

performance of hysterectomy as life saving procedure? 

 2. What complications can arise while performing this procedure? 

Settings: Department of Obstetrics and Gynecology, Rural Medical College Loni, 

Maharashtra, India. 

Study design: A retrospective study over a period of eight years from Jan 2004-Dec 2011. 

Participants: Pregnant women, who required emergency obstetric hysterectomy.  

Methodology: A retrospective analysis of cases, who had undergone emergency obstetric 

hysterectomy in the peripartum period. 

Results: There were 60 obstetric hysterectomies among 20,212 deliveries over eight year 

period, giving incidence of 0.30%. Commonest indication was intractable atonic PPH (40%) 

followed by rupture uterus (26.66%). Six women died due to various complications after 

obstetric hysterectomy. 

Conclusion:  Emergency obstetric hysterectomy is a life saving procedure. It is safe, when 

performed by senior experienced surgeon. Most hysterectomies could be avoided by 

identification of high risk pregnancies and by institutional deliveries. 

 

Key words: Emergency obstetric hysterectomy, Maternal mortality, Maternal morbidity, 

Postpartum haemorrhage. 
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INTRODUCTION 

Obstetric hysterectomy, meaning one being performed on gravid uterus was attempted 

more than 200 years ago, as a surgical attempt to manage life threatening obstetric 

hemorrhage. In no other gynecological or obstetrical surgery, is the surgeon in as much a 

dilemma as when deciding to resort to an emergency hysterectomy in young women in the 

peak of their reproductive years. On one hand, it is the last resort to save a mother's life, and 

on the other hand, the mother's reproductive capability is sacrificed.
(1)

 Many a times it is a 

very difficult decision and requires good clinical judgment. Most of the times the operation is 

carried out, when the condition of the patient is too critical to withstand the risks of anesthesia 

or surgery. Proper timing and meticulous care may reduce or prevent maternal 

complications. Although newer drugs like prostaglandins, newer conservative surgical 

methods to control hemorrhage and improved availability of blood transfusion facilities 

have brought down the incidence of obstetric hysterectomy, still it has retained its valuable 

place in obstetrics. The present study was carried out to determine the frequency, 

contributory factors and morbidity of obstetric hysterectomy in rural population and to 

suggest means for reducing the need for this surgical intervention. 

 

MATERIAL & METHODS  

A retrospective analysis of 60 cases of emergency obstetric hysterectomies performed at 

Pravara rural hospital, over a period of 8 years from 2004 to 2011 was done. Maternal 

characteristics, indications for hysterectomy, and causes of maternal morbidity and 

mortality were studied. Hysterectomy for any indication during pregnancy, labor and 

puerperium has been included. Each case record was analyzed in details with special 

emphasis on indication, demographic data (age, parity, booked or emergency case etc.), 

type of operation performed, problems encountered during operation, postoperative 

morbidity, and mortality. 

 

RESULTS: 

a) Incidence –Sixty obstetric hysterectomies were done in 20,212 deliveries, over the period 

of 8 years, giving the incidence of 0.30 % .Out of 60 obstetric hysterectomies, 26 were 

performed after 15,446 vaginal deliveries, an incidence of 0.17% and 34 were performed 

after 4766 caesarean sections, giving rise to incidence of 0.71%. ( Table 1)  
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Table I: Incidence of emergency obstetric hysterectomy 

b) Age and Parity 

Seventy eight percent (46/60) women were in the age group of 21 to 30 years. Sixty four 

percent (38/60) women were second or third para and 23.33% were primipara. 

Table II: Distribution of cases by age and parity (n=60) 

Age (years)                                 Parity Total Percentage 

1 2 3 4 >5 

18-20 6 0 0 0 0 06/60 10.00% 

21-25 6 8 2 4 0 20/60 33.33% 

26-30 0 10 14 2 0 26/60 43.33% 

31-35 0 2 0 0 0 02/60 03.33% 

36-40 2 0 2 0 2 06/60 10.00% 

Total 14 20 18 6 2 60 100% 

 

c) Socio economic class and booked status: Fifty six (93.33%) women belonged to poor 

socioeconomic class. Eight (13.33%) were booked cases and fifty two (86.66%) were 

unbooked, referred from periphery with serious obstetric complications.  

d)  Indications for obstetric hysterectomy: The most common indication was atonic PPH 

(53%). Most common predisposing factor for atonic PPH was Abruptio Placentae (12/32). 

Others being preeclampsia/eclampsia, placenta praevia, polyhydramnios and 

hepatitis.(Table 3) 

Statistical Data    (2004-2011) Number (n=60) 

Total No. of deliveries 20,212  

No. of vaginal deliveries 15,446 

No. of caesarean section 4766 

No. of  obstetric hysterectomies 60 

Overall incidence of obstetric hysterectomies 60/20212 = 0.30% 

Incidence of obstetric hysterectomies following vaginal delivery 26/15,446 = 0.17% 

Incidence of obstetric hysterectomies following cesarean 

section 

34/4766 = 0.71% 
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There were ten patients (16.66%) of rupture uterus, who required caesarean hysterectomy. 

Dehiscence of previous scar was the cause in 7 out of 10 cases. Obstructed labour led to 

rupture in 2 cases and 1 followed forceps delivery. 

Eight cases of morbidly adherent placenta required obstetric hysterectomy. Four out of 8 

cases had placenta praevia, 2 cases previous caesarean section scar and 2 cases had 

placenta praevia as well as previous scar. In 3 cases, obstetric hysterectomy was performed 

for secondary PPH. All three cases had undergone cesarean section in  private hospitals and 

were referred to this centre as  secondary PPH .There was one case (3.3%) of traumatic  PPH 

and two cases of (3.3% ) of puerperal sepsis. 

Table III: Indications for emergency obstetric hysterectomy 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

e) Post-operative complications: Thirty seven percent (22/60) patients had no 

postoperative complications. The most common morbidity was febrile illness in 33.33% 

(20/60) cases. Twenty four patients (40%) required monitoring in intensive care unit with 

ventilatory support and ionotropic drugs for management of hemorrhagic shock .Eight 

patients developed DIC (13.33%) and were managed by transfusion of multiple units of 

blood and components. Six cases had intra operative bladder injury that was detected and 

repaired .There were six maternal deaths, four because of irreversible hemorrhagic shock 

following atonic postpartum hemorrhage, one due to rupture uterus following obstructed 

labour and one due to DIC in infective hepatitis. 

Indications Number 

(n=60) 

Percentage 

A) Rupture Uterus 

a-Scar Dehiscence 

    b-Obstructed labour 

c-Forceps delivery 

10 

7 

2 

1 

16.66% 

B)Atonic PPH 

  a-Abruptio Placentae 

 b-Preeclampsia/eclampsia 

  c-Placenta praevia 

  d- Polyhydramnios 

  e-Hepatitis 

  f-No Predisposing factor 

32 

12 

O6 

08 

1 

3 

2 

53.33% 

C)Morbidly adherent placenta 

a-Placenta praevia 

b-previous LSCS 

c-both pl.pre & prev. LSCS 

8 

4 

2 

2 

13.33% 

D)Atonic plus  traumatic PPH 5 8.33% 

E)Secondary PPH 3 05.00% 

F)Puerperal Sepsis 2 3.33% 
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f) Type of Hysterectomies: Total hysterectomy was done in 36 (60%) cases. Subtotal 

hysterectomy was performed in 24 cases (40%). 

 g) Blood Transfusion: All patients required multiple units of blood and blood components 

transfusion (Fresh frozen plasma , Platelets ) .  

h) Hospital Stay: Average hospital stay was 14 days. Minimum period of stay was 8 days and 

maximum of 58 days, in the patients who developed complications like DIC, renal failure, 

CCF and sub acute bacterial endocarditis. 

i) Other measures: Prostaglandins were used in all cases of atonic PPH. Internal iliac artery 

ligation was done in   20% cases (12/60) of PPH, B-lynch suture was tried in 10% (6/60) cases 

prior to hysterectomy. 

 

DISCUSSION 

Ever since Horatio Storer performed first caesarean hysterectomy in 1868, the procedure 

has been widely used to save maternal life.
(2) 

The incidence of obstetric hysterectomy in the 

present study was 0.30%. It is comparable with the figures quoted by other authors like that 

reported  Mantri et al
(3)

 and Kore et al.
(4)

 It can be compared to 0.38% as reported by Sinha 

and Mishra,
(5)

 0.392% by Chew and Biswas,
(6)

 0.435% by Singh and Nagrath.
(7)

 Atonic PPH 

was the commonest indication (53%) for obstetric hysterectomy. This incidence is more 

than reported by Kant and Vadhwani
(1)

(41.46%)  and  Baskett et al (32.8%).
(8)

 Variable 

results are reported by Praneshwari Devi et al
(9)

 (79.2%) and of Alahabadia et al
(10)

 (16%). 

Majority of the cases had come in state of hemorrhagic shock and there was delay in 

reaching to the hospital for variety of reasons. In some cases, private practitioners 

accompanied the cases till casualty and helped arranging the logistics including blood and 

transport. Resuscitation was started from the casualty and continued till cases were 

administered anesthesia for surgery. Senior consultant had seen all cases and confirmed the 

need for hysterectomy. Team consisting of senior surgeon and anesthesiologist were 

available during all procedures. There was always a difficulty regarding decision of 

hysterectomy in primiparas with or without living babies. Relatives had to be counseled 

regarding the necessity of removing uterus, for saving patients life. Fortunately, there was 

no refusal for consent in any of the cases. In one case, there were subsequent medico-legal 

issues regarding decision of hysterectomy in primipara. This was a case of severe concealed 

hemorrhage, who had delivered in private nursing home. The relatives sued the practitioner 

in consumer forum, for delay in referring the case to higher center that resulted in loss her 

future reproductive potential.  

In the present study, rupture uterus contributed to 16.66% of obstetric hysterectomies 

which is much less than reported by other authors (23% reported by Praneshwari devi et 

al,
(9)

 26.6% by Sahasra bhojane and Jindal
(11) 

and 67% by Mantri et al
(3)

). With increase in the 

rate of primary caesarean section, more and more cases of previous scar are coming for 

delivery. This has definitely increased the incidence of scar dehiscence or rupture. We 

observed that there is improved awareness among women and community as a whole, 

regarding need for subsequent deliveries in the institution in cases of previous caesarean 

section. In rural area, due to transport and communication problems, women still report 

late with scar related complications. We had three cases of previous lower segment 

caesarean section, who were kept for vaginal birth after proper assessment, developed scar 
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rupture, requiring hysterectomy .Previous caesarean section was done in a private nursing 

home in all three cases .The risk of scar rupture depends on number of previous caesarean 

sections .We feel sometimes helpless ,when women do not give consent for sterilization 

operation during second caesarean section. Main reason behind this has been absence of 

male issue in the family. These women pose increased risk of scar related complications, 

including obstetric hysterectomy during subsequent pregnancy and delivery. 

Adherent placenta resulting in third stage hemorrhage during caesarean section has been 

an important cause for obstetric hysterectomy .There were two cases of placenta percreta 

with history of previous two caesarean section. Bleeding continued from vault and bladder 

wall, even after total hysterectomy. Internal iliac ligation was not done in these cases as 

surgeon was not confident enough with the procedure. There was bladder and ureteric 

injury. Unfortunately, both patients died due to irreversible hemorrhagic shock and DIC. 

Morbid adhesions of placenta accounted for 8.0% cases of obstetric hysterectomy in the 

present study, where as, it accounted for 26.9% cases in study by Praneshwari Devi et 

al
(9)

and 13.3 % by  Sahu et al.
(12)

 Internal iliac ligation play important role in control of 

obstetric hemorrhage. It is essential that every gynecologist must be able to do this life 

saving procedure. Postgraduate students in obstetrics and gynecology must be adequately 

exposed to this technique during their residency. This procedure can also  be done as a 

prophylactic measure in cases, where we expect torrential hemorrhage. 

Obstetric hysterectomy for uterine sepsis is seldom required these days, because of 

availability of potent antibiotics. In 40% cases, subtotal hysterectomy was done. It required 

less time and served the purpose of controlling bleeding due to primary atonic PPH. Bladder 

related complications are avoided in sub total hysterectomy. 

The postoperative morbidity is much more following obstetric hysterectomy. Accompanying 

severe anaemia, prolong anaesthesia, peritoneal contamination, handling of bowel ,multiple 

blood and blood component infusions, prolong bladder drainage, peritoneal drains, 

intravenous cannulations predispose women for infective morbidity and  even mortality at 

times. In the present study 15%cases had paralytic ileus, fever, urinary tract infections and 

abdominal wound related complications. The mortality rate in the present study was 10%, 

which was more in comparison to the reported figure (6.01%) by Sinha and Mishra
(5)

 and 

(5.55%) by Sahu et al,
(12)

 but was lower than 14% and 32% reported by Mantri et al
(3)

 and 

Alhabadia et al
(10)

 respectively. 

It is not the operation, but the condition for which obstetric hysterectomy was performed, 

that was responsible for maternal morbidity and mortality. Post operative morbidity 

increases the duration of hospital stay and admission to ICU for critical care. Availability of 

blood and blood components play important role in reducing severe morbidity and 

mortality. 

Delay in reaching to the hospital is the most important preventive factor that can reduce the 

morbidity and mortality. General practitioners running private nursing homes and medical 

officers in the government hospitals must be repeatedly sensitized on this issue of 

identifying the danger signals and shifting the cases to higher centers with adequate first aid 

in the form of intravenous fluids and plasma expanders. Networking of blood banks for up 

to date information of available blood stock can avoid the delay in procuring blood at 

emergency hour. 
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CONCLUSION  

Emergency obstetric hysterectomy is a life saving procedure for managing intractable 

obstetric hemorrhage and in cases of complete rupture uterus. The decision to perform this 

operation is at times difficult in primipara, as one has to sacrifice the obstetric career of the 

patient. With the availability of potent newer drugs like prostaglandins, better availability of 

blood and components, improved antenatal care, modern policy of active management of 

labour, early recognition of complications and timely caesarean section to avoid difficult 

vaginal delivery, obstetric hysterectomy should be required less often. Performance of 

ligation uterine and internal iliac artery and B-lynch suture can further reduce the need for 

obstetric hysterectomy. 
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