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INTRODUCTION 
Emergency peripartum hysterectomy is a rare but a very 
challenging obstetric procedure. It is done as a last resort to 
save the life of a parturient mother in case of severe 
haemorrhage. Incidence of emergency peripartum 
hysterectomy varies from region to region. It varies between 
0.004-1.5 per 1000 deliveries. Incidence also varies with the 
m o d e  o f  d e l ive r y. E P H  ( e m e rge n c y  p e r i p a r t u m 
hysterectomy) following vaginal delivery is constant and 

1varies between 0.1-0.3 per 1000 vaginal deliveries.  EPH 
following caesarean section varies widely between 0.17-8.7 
per 1000 caesarean deliveries as it depends on other factors 

1 like presence of morbidly adherent placenta.

EPH includes hysterectomies done during caesarean section 
2and after vaginal delivery or any time within the puerperium.  

EPH is a very challenging procedure, as the patient would be 
critically ill and since it is rare, expertise among obstetricians 
is minimal. Indications for EPH have been changing over 
years. Uterine atony and rupture uterus are now being 

1replaced by abnormal placentation as a major cause of EPH.  
This is because of vigilant care given during labor to prevent 
prolonged labor and also early management of atonic PPH 
(postpartum haemorrhage) with uterotonic agents. This 
change may also be due to the increasing tendency towards 
caesarean deliveries which predisposes to abnormal 
placentation. Severe post-partum haemorrhage continues to 
be the leading cause of maternal deaths accounting for 27.1% 

3of deaths worldwide.  There has been a steady rise in 
incidence of post-partum haemorrhage, in spite of there 
being great advances in availability of better drugs for 

4conservative management of postpartum hemorrhage.  

A meta-analysis showed that incidence of obstetric 
5hysterectomy has been increasing at the rate of 8% annually.  

Risk factors for EPH include advanced maternal age, 
multiparity , previous caesarean, uterine myoma , placenta 
previa ,induced labor, operative vaginal delivery, caesarean 

6delivery and fetal macrosomia.  Early identification of risk 
factors, good antenatal and obstetric care, early referral to 
tertiary centre would certainly help in preventing obstetric 
hysterectomies and reducing maternal mortality. 

We conducted this study to know the incidence, patient 
profile, indications and complications of EPH.

METHODS 
This was a retrospective observational study conducted at the 
Government General Hospital,Kadapa. This institution is a 
teaching hospital, and is a major referral center for nearby 
villages. 

We included all women undergoing hysterectomy after 28 
weeks of gestational age and within 6 weeks of delivery from 
February 2019 to January  2020 for a period of 1 year. 

Information about the patients undergoing EPH were 
collected from the parturition and operation registers. 
Medical records and operation notes of all women who 
underwent peripartum hysterectomy were scrutinized. The 
study included women who were referred to our hospital 
either for delivery or after delivery with severe postpartum 
hemorrhage, apart from patients who were booked at our 
hospital. 

Patient characteristics such as age, parity, history of previous 
cesarean or curettage, type of antenatal care, mode of 
delivery, type of hysterectomy were documented. Details 
regarding newborn were recorded. Intra-operative 
complications if any and post-operative morbidity such as 
fever, urinary tract infection, need for blood transfusion and 
duration of hospital stay were recorded.

RESULTS 
There were 8930 deliveries from 1st February 2019 to 31st 
January 2020. A total of 6 Emergency peripartum 
hysterectomies were performed with the incidence being 
0.67 per 1000 deliveries in our institution 2(33.3%) patients 
were referred from nearby hospitals, with 1(16.6%) being 
referred after delivery. Most of the patients were multiparous 
4(66.6%). Maternal age was between 21-35 years with mean 
being 27years. The mean gestational age at which EPH was 
performed was 36.3 weeks. There was 2 (33.3%) between 30-
34 weeks, 4 (66.6%) between 37-41weeks. 

Table 1:Demographic and clinical data of 6 women who 
underwent emergency peripartum hysterectomy.
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Background: Emergency peripartum hysterectomy (EPH) is a rare but a lifesaving procedure done as a last resort to 
save life of mother. We conducted this study to know the incidence, leading causes, risk factors and complications of EPH. 
Methods: We conducted a retrospective analysis of all the patients who underwent EPH from February 2019 to January 
2020 at GGH,Kadapa. All patients who underwent EPH from 28 weeks of gestation to 6 weeks postpartum were included 
in the study. 
Results: There were 6 emergency peripartum hysterectomies, with deliveries during the same period being 8930 and 
the rate of EPH was 0.67 per 1000 deliveries. Most common indication for EPH was uterine rupture (33.3%) and morbidly 
adherent placenta (33.3%) followed by uterine atony (16.6%), Most of the patients (66.6%) had primary cesarean 
deliveries. EPH was done following cesarean in 100% patients. 
Conclusions: Uterine rupture and morbidly adherent placenta are the most common causes for EPH in our population. 
Multiparity is an important risk factor among patients with rupture uterus. Cesarean delivery and repeat cesarean 
deliveries are the likely risk factors for EPH. 

Characteristics Values 

Mean maternal age (years) 27years

Mean parity 2

Mean gestational age (weeks) 36 weeks 3days
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EPH was done for atonic PPH in 1(16.6%), uterine rupture in 2 
(33.3%) ,morbidly adherent placenta in 2 (33.3%) and  
traumatic PPH in 1 (16.6%) of the patients. Obstructed labor 
was seen in 3 (50%) of the patients among which 2 had rupture 
uterus ,in them 1 is gravida 3. All the 2 (33.3 %) patients with 
adherent placenta had history of previous caesarean sections. 

Table 2: Indications for emergency peripar tum 
hysterectomy.

Table 3: Complications with emergency peripartum 
hysterectomy.

In all the 6 (100%) patients EPH was done following caesarean 
delivery. 2 (33.3%) patient had uterine rupture with fetus in 
the peritoneal cavity. Of the 6 patients for whom EPH was done 
following caesarean delivery 4 (66.6%) had primary 
caesarean delivery and 2 (33.3%) had repeat caesarean 
delivery. Indications for primary caesarean deliveries were 
rupture uterus  due to obstructed labour in 2(50%)  
,Obstructed labor with fetal distress in 1 (25%) and traumatic 
PPH in 1(25%).In the 2 patients with repeat caesarean 
delivery both the patients  had central placenta previa and 
morbidly adherent placenta . 

The mean birth weight of the new-born was 2.93 kg. There 
were 2 uterine rupture which had fresh still birth.

Subtotal hysterectomy was done in 4 (66.6%) patients and 
total hysterectomy was performed in all 2 (33.3%) patients. 
Hysterectomy was done immediately following delivery in all 
6 patients(100%). 

Most common intra-operative complication in our study was 
haemorrhage with all patients requiring transfusion of blood 
and blood products. A mean of 3.8 units of packed red blood 
cells were transfused. There were no other intra-operative 
complications. Post-operative septicemia was seen in 1 
(16.6%) patient and was managed conservatively. Acute 
kidney injury was seen in 1 (16.6%) patient. Duration of 
hospital stay was between 10-26days.

DISCUSSION 
Obstetricians have been performing EPH since the last 100 
years. The first successful EPH was performed in 1876 by 
Eduardo Porro, Professor of Obstetrics at Pavia to control 

7hemorrhage and prevent peritonitis.  

Incidence of EPH in our study was 0.67 per 1000 deliveries 
8 which were in comparison with Fatu Forna et al. This was 

similar to the study done by Chawla et al where the incidence 
2was 0.8 per 1000 . Since the time EPH has been in obstetric 

practice, indication for the same has been constantly 

changing. Older studies show that EPH was performed for 
sterilization, defective uterine scar, uterine myoma and other 
gynecological conditions. Later in the 1980's it was done for 
uterine atony and rupture uterus. The most common 
indication for EPH in developed countries at present is 
morbidly adherent placenta. Kastner et al. found placenta 

9accreta to be the the most common indication for EPH.  In the 
same population Clark et al. found uterine atony to be the 
common indication in 1984, whereas in 1993 Stanco et al. 
reported placenta accreta to be the most common cause 

10,11followed by uterine atony.  This shows that there has been a 
changing trend where morbidly adherent placenta has taken 
over uterine atony as the major cause for EPH. This change has 
been attributed to better management of postpartum 
hemorrhage with uterotonic agents and also due to increase 
in cesarean deliveries. In our study  there were equal  
incidence of morbidly adherent placenta and uterine rupture 
followed by uterine atony. Most of the patients in our study 
were having  morbidly adherent placenta and rupture uterus 
reflecting increased rate of caesarean section .2 patients had 
rupture uterus because of obstructed labour, indicating poor 
obstetric management. There has been ample attempt in 
training birth attendants in early detection of high risk cases, 
effective use of partogram and effective management of 
postpartum hemorrhage with uterotonic agents. 

Identifying risk factors and patients at high risk for EPH is 
very important in reducing maternal morbidity and mortality. 
Risk factors include maternal age ≥35 years, multiparity, 
previous cesarean delivery, primary and repeat cesarean 
deliveries, vaginal birth after cesarean and multiple 

.6 13pregnancy ,  Mean age of patients in our study was 27 years 
14which similar to the findings of Saxena et al.  Younger age of 

our patients is possibly because our hospital caters to rural 
population where education level is lower and age at 
marriage among women is lower. Whiteman et al observed 
that peripartum hysterectomy increased with increasing 

13maternal age.  

According to the study by Whiteman et al, cesarean delivery is 
associated with higher risk of EPH because of labor 
complications and also as the uterus is more easily removable 

13surgically.  Even in our study all cases were done following 
cesarean delivery which was similar to the findings of Forna et 

8al.  We found that 33.3% of our patients had previous cesarean 
delivery. Flood et al noted that previous cesarean delivery 
increases the risk of EPH and it is mostly attributable to 

7morbidly adherent placenta.  We found that all the patients 
with morbidly adherent placenta had history of previous 
cesarean delivery. This finding is similar to the findings of 
Kastner et al who found that 95.6% of patients with placenta 

9accreta had previous cesarean.  According to Whiteman et al 
rate of EPH was lowest with vaginal delivery with rate 
increasing with primary cesarean delivery, vaginal birth after 
cesarean and repeat cesarean deliveries and opined that the 

13highest risk was with repeat cesarean deliveries.  

We found that 66.6% of our patients were multiparous. This 
was similar to the findings of Kastner et al. where 72.3 % of 

9women undergoing EPH were multiparous.  

Subtotal hysterectomy was done in 66.6% and total 
hysterectomy in 33.3% of our patients. This observation was 
similar to the findings of Najam et al who found 79.1% of the 

15EPH were subtotal hysterectomies.  Due to the risk of cervical 
stump carcinoma and the need for regular screening total 

1hysterectomy has been recommended wherever possible.  
Subtotal hysterectomy has the advantage of reduced blood 
loss, lesser operating time and reduced intra and 

16postoperative complications.  Kastner et al. noted that with 
better screening and reducing incidence of cervical stump 
cancer subtotal hysterectomy could be feasible method 

9during emergencies.  With cervical cancer being the leading 
cause of cancer related deaths among women in India, women 
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Delivery by CS (number, %) 6(100%)

History of previous CS (number, %) 2(33.3%)

Previous 1 CS (number, %) 1(16.6%)

Previous 2 CS (number, %) 1(16.6%)

Previous 3 CS (number, %) 0

Prior uterine curettage (number, %) 0

Patients with uterine rupture (number, %) 2(33.3%)

Indications Number (%) 

Uterine atony  1(16.6%)

Uterine rupture  2(33.3%)

Morbidly adherent placenta  2 (33.3)

Traumatic postpartum haemorrhage  1(16.6%)

Complications Number (%) 

Mean blood transfusion units  3.8

Bladder injury 0

Acute kidney injury 1(16.6%

Septicemia 1(16.6%)

Pressure sore 0

Death 0
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for whom subtotal hysterectomy has been done should be 
advised to undergo periodic screening for cervical cancer. 
However total hysterectomy has to be performed in case of 
bleeding from lower uterine segment so as to tackle cervical 
branch of uterine artery and also in cases where placenta is 

1placed in lower uterus.  

Most common intra-operative complication in our study was 
hemorrhage. 
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