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Frequency, Indications and Maternal Outcome in
Obstetric Hysterectomy in a Tertiary Care
Centrein India
Absiract Dilpreet Kaur Pandher, Alka Sehgal, Nupur Aggar wal

Theaim of present study isto review thefrequency, indications, associated risk factors, maternal morbidity,
maternal and fetal mortality associated with emergency obstetric hysterectomy in atertiary care academic
referral centre. A retrospective descriptive analysisfrom Jul 2005 to Jun 2010 wascarried out in atertiary
careacademic referral centre. Main outcome measures were frequency, indications, associated risk factors,
maternal morbidity, maternal and fetal mortality associated with emergency obstetric hysterectomy. There
were41 casesof obstetric hysterectomy over the study period and the frequency of obstetric hysterectomy
was 22.9/10,000 births. Theincidence of hysterectomy for vaginal delivery was0.017% and for caesarean
section was 0.318%. Maximum number of patients (36.5%) were in the age group 26-30 years. 60.9%
patients were antenatal ly unbooked emergency cases. It was most common in paratwo (46.3%) followed
by parafour or more (26.8). Mainindicationsfor obstetric hysterectomy wererupture uterus and postpartum
haemorrhage (31.7% each) followed by morbidly adherent placenta (21.9%). All women required blood
transfusion, 26 (63.42%) were anaemic, 5 (12.19%) required ICU stay. Therewas one maternal mortality
and varied morbidity pattern. 12 fetal mortalitieswere noted, including 9 for uterinerupture, 2 for placenta
previain scarred uterusand onein obstructed |abor case. Emergency obstetric hysterectomy still remains
alifesaving procedure and complications can be minimized by timely and thoughtful decision. Unnecessary

delay or undue haste increase maternal morbidity.
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Introduction

Emergency obstetric hysterectomy (EOH) is one of
the life saving procedure performed in gravid uterus or
immediate postabortal or postpartum period in cases of
intractable hemorrhage due to uterine atony, rupture
uterus, placental disorders, uterine perforation and septic
abortion. The procedure is usually reserved for the
situations where conservative measures fail to control
hemorrhage. Obstetric hysterectomy remains one of the
obstetric catastrophes. It is associated with increased
maternal mortality, considerable morbidity, and it brings
an abrupt and usually unwelcome end to a woman's
reproductive potential. (1)

In past the most common indication of EOH wasatony
and uterine rupture. (2) Recent reports show that

abnormal placental adherence and placenta previa is
emerging as the major indication for EOH and islikely
related to increase in the number of caesarean delivery
observed over the past two decades. (3) The high
incidence of associated morbidity and mortality isreported
from devel oping countries. (4)
Material and Methods

A retrospective descriptive analysis of 41 cases of
emergency obstetric hysterectomies done for any
indication during pregnhancy, labor, postabortal or
puerperium over aperiod of five yearsfrom Jul 2005 to
Jun 2010 was done. Each case record was analyzed in
details for maternal characteristics (age, parity, booked
or emergency cases etc), indications of hysterectomy,
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type of operation performed, intra-operative problems
encountered, maternal morbidity and maternal and fetal
mortality.
Results

There were 41 cases of emergency hysterectomies
amongst 17,836 deliveries during the study period of five
yearsgiving an incidence of 22.9/10,000 birthsi.e. onein
435deliveries(Tablel). 2 cases underwent hysterectomy
following vaginal delivery givingincidence of 0.017%i.e.
onein 5,748 vagina deliveries. 20 hysterectomieswere
donein caesarean section caseswithincidence of 0.318%
i.e. one in 314 caesarean section. 13 obstetric
hysterectomieswere done during laparotomy for rupture
uterus and 5 were done for complications of termination
of pregnancy in first and second trimester. One
hysterectomy on gravid uterus was done for invasive
mole. Out of these 41 cases, 19 were pregnancies with
previously scarred uterus (13 were previous one
caesarean, 5 were previous two caesarean and one was
previous hysterotomy). Out of these, eight cases
presented with morbidly adherent placenta, six with
rupture uterus, two cases had placenta previa in this
pregnancy, and one case had broad ligament hematoma
and atonic PPH each. One case of previous two LSCS
presented with secondary hemorrhage following
hysterotomy with tubal ligationin thispregnancy.

Maternal characteristics (Table 2): Age: Maximum
number of patients (36.5%), who had to undergo
hysterectomy were in 26- 30 years of age group, which
ispeak of thereproductive age. Thelowest age recorded
was 21 years and the maximum age in study group was
43 years.

Parity: Only three patients were primipara while
maximum number of patients (65.8%) belonged to parity
two or three. One patient was para five and one was
para seven. Antenatal booking status: 16 cases were
booked for antenatal check-upsat various health centers,
out of which five cases were antenatally supervised in
our institute, rest were referred as an emergency to us.
25 cases were unbooked for antenatal care.

Period of gestation: 21 cases were of term
pregnancy, 10 were preterm, five cases were of mid-

trimester abortion (either induced or post-abortal) and
one case was at 12 weeks with invasive mole.

Indication of hysterectomy (Table 3): Postpartum
hemorrhage and rupture uterus were two major
indications (n=13, 31.7% each) of emergency obstetric
hysterectomy (EOH) followed by morbidly adherent
placenta(MAP, n=9i.e. 21.9%). Mid-trimester abortion
caseswere 12.1% (n=5) included septic abortion (n=2),
perforation in MTP and rupture uterus during induction
of abortion (one each) and post hysterotomy with
secondary hemorrhage (one case). One case of EOH
was of invasive mole in first trimester with massive
hemorrhage. Type of hysterectomy: 13 cases (31.7%)
underwent total hysterectomy whilein 28 patients (68.3%)
subtotal hysterectomy was done.

Intra-operative complications (Table 4): Two cases
with previous L SCS and one case of primary caesarean
had bladder injury, which were repaired but out of these
one case presented with vescico-vagina fistula. Gut injury
was encountered in one case for which Hartman's
procedure was done. One patient went into DIC, which
wasonly maternal mortality reported in our study giving
incidence of 2.4%.

Post-operative morbidity: Nine cases (24.3%)
suffered fromfebrileillness. Six caseshad wound infection
and four had generalized septicemia. Five patientswere
keptinintensive care unit for varying time period of 4to
12 days. Renal failure, seizures due to electrolyte
imbalance and intubation granuloma were the other
morbidities reported in one case each.

Mortality : There was one maternal mortality during
study period out of the 41 cases of EOH due to
disseminated intravascular coagul opathy, givingincidence
of 2.4%. Therewereninefetal mortalities, six inrupture
uterus, twoin placentapreviaand onein obstructed labor
cases.

Discussion

Theincidence of EOH in present study is2.2/1,000, it
is similar to the frequency reported by an Indian and
Nigerian study. (5,6) Zelop et al (3) review theliterature
regarding overall incidence and found the range to be
onein 300to onein 5000 deliveries, making arate of 3.3-
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Table 1. Route of Delivery/ Obstetric Complication and
I ncidence of Emergency Obstetric Hysterectomy (n=41)

Ddivey routed Total No of Percentage

complication number emergency
hysterectomies

Total deliveries | 17836 | 41 0.229

Caesarean 6,287 20 0.318

sections

Vaginal 11496 |2 0.017

ddiveries

Laparotomy for | 34 13 38.235

rupture uterus

Abortion 5

complications

I nvasive mole 1
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than are patients who undergo vaginal delivery. (7,8)
Similar findings are observed in our study.

The risk of peripartum hysterectomy increases with
the number of prior caesarean deliveries.

Themost frequent indicationsfor EOH in present study
wererupture uterus and obstetric hemorrhagei.e. placenta
previa, atonic, traumatic and secondary postpartum
hemorrhage and technical difficulty dueto fibroid uterus
(31.7% each), followed by morbidly adherent placenta
(21.9%), complication of abortion (12.1%) and invasive
mol e (2.4%), the patternisquite similar to another Indian
study. (9) Other studies have also noted that more than
half of the peripartum hysterectomies performed were

Table 2. Characteristics of Cases Undergone Obstetric Hysterectomy

Agein years Number Percentage
20-25 11 26.83
26-0 15 36.58
31-3H 11 26.83
36-40 2 4.88
Above 40 2 4388
Parity
1 3 7.32
2 19 46.34
3 8 19.51
4 and above 11 26.83
Period of gedation at the time of hysterectomy
Term 24 58.54
Preterm 11 26.83
Mid trimester abor tions 5 12.19
I nvasive mole 1 244
Antenatal car e booking status
Book ed 16 39.02
Un-booked 25 60.98
Previously scarr ed uterus (n=19/41)
Pr evious 1 caesarean 13
Pr evious 2 caesarean 5
Pr evious hyster otomy 1

0.2/1000 ddliveriesrespectively. Theincidencevariesover
time, depends on the health care settings, and isstrongly
influenced by caesarean delivery rates. Caesarean
delivery isthe most important risk factor for peripartum
hysterectomy. Those who undergo abdominal delivery
aremorethan sx timesmorelikely torequire hysterectomy

for uterine atony. Other indicationsinclude uterinerupture,
morbidly adherent placenta, extension of a uterine
incision, leilomyoma, infection and genital lacerations. (4,
8, 10). The incidence of morbidly adherent placenta
(MOP) as the indication of obstetric hysterectomy is
increasing significantly over the time due to rising
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Table 3. Indication For Emergency Obstetric Hysterectomy
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incidence of caesarean section. According to a recent
studyl of the hysterectomy cases with a diagnosis

Indication Number Percentage Categorization Number Per centage
Rupture uter us 13 3171
Previous scarred 6 14.63
Scarred 7 17.07
PPH 13 3171
Primary Atonic LSCS 7 17.07
NVD 2 488
Traumatic 2 438
Tech diff d/t fibroid 1 244
Secondary Endometritis 1 244
Morbid adheent| 9 21.95
placenta
Scarred 8 1951
Unscarred 1 244
Post abortal 5 12.19
Septic abortion 2 4388
Perforation 1 244
Rupture uterus 1 244
Hemorrhage-placental 1 244
previa
Invasive mole 1 2.44
Table 4.Morbidity And Mortality Pattern/ Complications
Intraoper ative complications NUmber recorded as accreta, 18% accompanied a primary
; — caesarean delivery and 82% had a prior procedure, the
Urinary Bladder injury 2 . L .
Gut inj ury 1 association observed issimilar to that in the present study.
DIC 1 Subtotal hysterectomy was the commonly performed
M ater nal death 1 surgery inour study aswasin other studies (4, 11) which
I mmediat e postoper ative complications may beduetotheinstability of maternal condition requiring
Febr ile mor bidity 9 asimpler and speedy procedure. A subtotal hysterectomy
Wound infection 6 may control hemorrhage successfully in cases of uterine
ICU stay 5 rupture or atony. If there is no cervical involvement, a
gqe?qiﬂsfajlure ‘11 subtotal may be technically easier but may not reduce
Sezures(electrolyteimbalance) 1 complication rates.(11) In cases of pathological
I ntubation gr anuloma 1 placentation, particularly involving the cervix, a total
Delayed complications hysterectomy is required to control the hemorrhage,
Sub-acute intestinal obdruction 2 which is surgically more difficult and more likely to be
Secondary hemorr hage 1 associated with maternal morhbidity if placental localization
Vesdcovagina fistula 1 involves the bladder. (10,12) The present study re
Intra-uterine death of fetus . . . .
Ruptur € Uterus case 6 witnesses the previous observations that EOH is
Placentaprevia case 2 associ ated with high perioperativemorbidity and mortality.
Obstructed labor case 1 The maternal mortality in our study was 2.4% whichis

decreased as compared to previously reported in various
Indian studies (9, 13) i.e. 9.7% and 9.3% respectively

Vol. 17 No. 1, Jan - March 2015

www.jkscience.org 11


www.jkscience.org11

but very high as compared to the developed countries
e.g. 1.6% and nil.1, 3 High mortality may be dueto delay
inarriva to hospita asin most of the devel oping countries
health care system is poorly developed, most of the
patientswere un-booked, reached the hospital from some
referral centres.(4) Obstetric hysterectomy isassociated
with extensive blood |oss and need for higher number of
transfusions (3, 8). All the patients in present study
required blood transfusion as in other studies.(4, 14)
Magjority of the complications observed were febrile
morbidity, septicemia, shock, wound infection, urinary
tract injuries and DIC as reported in other
studies.(1, 3, 15)

Newer alternatives to hysterectomy: In recent years,
anumber of surgical techniques have been pioneered to
avoid hysterectomy in obstetrics. A meta-analysisfound
four newer techniquesto beequally effectivein controlling
hemorrhage. The successrates for arresting postpartum
hemorrhage were 84.0% for balloon tamponade, 90.7%
for arterial embolisation, 91.7% for compression sutures,
84.6% for pelvic devascul arisation (including uterine or
internal iliac artery ligation). The choice of measurewill
beinfluenced by the availability of expertise.(16)

Obstetric hysterectomy is a dangerous though life
saving technique that needs experienced surgeons to
minimizeits potential complications. The number of OH
for atonic hemorrhage will decrease with more effective
useof oxytocics, theuseof guidelinesand theintroduction
of new surgical techniques. Uterine rupture cases will
declinewith close supervision of labor inwomen especially
those with previous caesarean section, and with timely
operativeintervention.

The age of the rising caesarean delivery rate now
brings obstetricians with increasing frequency - the
challenge of caesarean hysterectomy for morbidly
adherent placenta. Obstetriciansal so have aresponsibility
to take awoman'slong term reproductive outcomesinto
consideration when they are considering primary
caesarean delivery in the absence of sound medical
indications.(17)
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