
 

 

 

                                                                                                                                July 2025 · Volume 14 · Issue 7    Page 2312 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology 
Sharma N et al. Int J Reprod Contracept Obstet Gynecol. 2025 Jul;14(7):2312-2316 
www.ijrcog.org pISSN 2320-1770 | eISSN 2320-1789 

Original Research Article 

Emergency obstetric hysterectomy in a tertiary referral centre:                            

10 years retrospective cross-sectional study 

 Nalini Sharma*, Kothuni Christina Chakre, Purnima Singh  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Emergency obstetric hysterectomy (EOH) is a life-saving 

procedure and performed when all conservative measures 

fail to achieve haemostasis. It is defined as the removal of 

the uterus either at the time of cesarean section or 

following a vaginal delivery within the puerperium and is 

usually performed in the face of life-threatening obstetric 

hemorrhage.1 The incidence in developing countries 

ranges from 2-6 per 1000 deliveries at present.2 

Hemorrhage due to placental accreta spectrum (PAS) and 

uterine atony are still the causes of maternal death in 

developing countries.3,4 Due to the increasing trend of 

cesarean delivery the global incidence of emergency 

obstetric hysterectomy is shown to rise.5-7 

According to a systemic review by World Health 

Organization (WHO), about 73% of all maternal deaths 

were due to direct obstetric causes and hemorrhage 

account ted for 27.5% of all deaths.8 WHO has classified 

obstetric hysterectomy as “maternal near miss” where a 

mother survives a life-threatening condition but in turn 

loses her uterus.9 

EOH is one dilemma of choosing between saving a life and 

sacrificing the future fertility of a women. Currently poor 

antenatal care, patient ignorance are one of the major 
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ABSTRACT 

Background: Emergency obstetric hysterectomy (OH) is the last resort opted to save life of a mother in critical obstetric 

conditions compromising her future reproductive potential but is a considered a lifesaving procedure in an emergency 

obstetric situation. We sought to study the socio-demographic factors, incidence, clinical risk factors, indications, 

complications and feto-maternal outcomes associated with emergency obstetric hysterectomy. 
Methods: This was a retrospective study. All cases of emergency hysterectomy were reviewed from various medical 

record section for a period of 10 years conducted at North Eastern Indira Gandhi Regional Institute of Health and 

Medical Sciences, Shillong, Meghalaya, India.  
Results: There were 23 cases of emergency obstetric hysterectomy. The incidence of the study was 0.18%. 43.4% were 

grand-multiparous. Most common associated risk factor was previous caesarean section and grand-multiparous patient. 

The most common indication associated with OH was found to be postpartum hemorrhage. Majority (91%) of the patient 

received one or more blood product. The most common maternal outcome was need of ICU care. Maternal mortality 

was noted to be 8.7%. 
Conclusions: Adequate antenatal care, screening and counselling of high-risk pregnancies, avoidance of un-indicated 

caesarean section, counselling for family planning methods, anticipation and timely intervention are the key to prevent 

and reduce maternal/neonatal mortality and morbidity. 
 
Keywords: Cesarean hysterectomy, Emergency hysterectomy, Grand-multiparous, Placental accreta spectrum, Post-

partum hemorrhage, Post-partum hysterectomy, Uterine rupture 



Sharma N et al. Int J Reprod Contracept Obstet Gynecol. 2025 Jul;14(7):2312-2316 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                   Volume 14 · Issue 7    Page 2313 

hindrances of this life-threatening condition in developing 

countries. The risk and benefits of the procedure must be 

weighted, but undue delay in performing the procedure 

should be avoided that may contribute to the morbidity and 

mortality. Aside from the morbidity and mortality, 

premature removal of one’s uterus impact psychologically 

giving rise to post traumatic stress disorder and 

depression.10 

Most of the research studies on emergency hysterectomy 

were studied during the peripartum period. In our study, all 

cases of obstetric hysterectomy from conception till the 

end of the puerperium phase (42 days postpartum) was 

included, for a period of 10 years to estimate the incidence, 

risk factors, indications and outcome of mother and 

neonate at a tertiary referral centre in Meghalaya 

NEIGRHIMS, Shillong.  

METHODS 

This is a retrospective cross-sectional study conducted at 

the North Eastern Indira Gandhi Regional Institute of 

Health and Medical Sciences (NEIGRIHMS), Shillong 

Meghalaya, a major referral centre of Meghalaya from a 

period of March 2014 to March 2024. All pregnant women 

both booked/un-booked delivered within or outside the 

institute who underwent emergency obstetric 

hysterectomy were included in the study. The data were 

collected from medical record section, operation theatre 

registers, labour room registers and reviewed. The data 

collected were on socio-demographic characteristics (age, 

antenatal visits, referral status), obstetric history (parity), 

type of delivery (vaginal or cesarean), clinical indicators 

(uterine rupture, intractable postpartum hemorrhage, 

uterine atony) complications (blood products requirement, 

ureteric/bladder injury, anaemia, AKI. DIC, sepsis) and 

possible outcomes (ICU care, ventilatory support, 

maternal mortality, NICU requirement, neonatal 

mortality).  

RESULTS 

Twenty-three obstetric hysterectomies were done for the 

selected year of study. Total deliveries conducted was 

12557, 52.36% had normal delivery and 47.6% had 

cesarean delivery. The incidence of obstetric hysterectomy 

was 0.18%. 30.4% of the patients were aged between 31-

35 years. 43.4% were grand-multiparous patients. Of the 

23 patients 78.2% were delivered after completing 37 

weeks of pregnancy (Table 1). 39% of the patients 

undergoing OH was due to atony, 26% of the patient had 

placental accreta spectrum, 21.7% were due to rupture 

uterus and 8.6% of the patients were due to placenta previa 

(Table 2). Majority of the obstetric risk factor 26% were 

associated with previous cesarean section alone or 

previous cesarean section associated with placental accreta 

spectrum (PAS) and grand multiparous patient. In our 

study 17.3% of the population was associated with 

anaemia, 8.7% associated with pre-eclampsia and 4.3% 

associated with gestational diabetes (Figure 1).  

Table 1: different demographic and obstetric 

parameters. 

Parameter studied Number of cases (%) 

Age of the mother (in years) 

21-25 2 (8.7) 

26-30 6 (26) 

31-35 7 (30.4) 

36-40 6 (26) 

41-45 2 (8.7) 

Parity  

Primipara 3 (13) 

Multipara 10 (43.5) 

Grand-multipara 10 (43.5) 

Booking status  

Booked 6 (26) 

Un-booked 17 (74) 

Gestational age  

Term (>37 weeks) 18 (78.2) 

Preterm (<37 weeks) 5 (22)                  

Mode of delivery  

Normal delivery (6575) 9 (0.14)           

Cesarean delivery (12557) 14 (0.23)    

Table 2: Indications of obstetric hysterectomy. 

Indication  Number Percentage 

Atony PPH (primary+ 

secondary) 
8+1  39 

Septic abortion 1 4.3 

Placenta previa 2 8.6 

PAS 6 26 

Rupture uterus 5 21.7 

 

Figure 1: Associated obstetric risks. 

Table 3: Maternal complications. 

Complications Number  Percentage 

Blood products 21 91.3 

Ureteric/bladder injury 2 8.7 

Wound infection 1 4.3 

AKI 1 4.3 

DIC 2 8.7 

Sepsis 2 8.7 

Previous CS-26% Previous CS with PP-8.7%

Previous CS with PAS-26% Obstructed handled labour-8.7%

Grand multipara-26% Anaemia-17.3%

Pre-eclampsia-8.7% GDM-4.3%
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91.3% of the OH patients had requirements of blood 

products either in the form of packed RBC’s, platelets, 

fresh frozen plasma or cryoprecipitate. 8.7% of the patients 

had sequelae complications in the form of DIC and sepsis. 

4.3% had AKI but was resolved with no requirement of 

dialysis and was successfully discharged. 56% of the study 

population required intensive care unit requiring 

vasopressors or inotropes with 2% of the postpartum 

women requiring ventilatory support (Table 3). Out of the 

23 patients 2 (8.7%) had mortality due to atony with 

excessive blood loss complicated with DIC and sepsis. 

17% babies were admitted in NICU and there were 17% 

cases of intrauterine fetal death (Figure 2).  

 

Figure 2: Maternal/neonatal outcome. 

DISCUSSION 

Obstetric hysterectomy has always been a nightmare for an 

obstetrician though a lifesaving procedure. This procedure 

of obstetric hysterectomy is the end road of fertility for a 

reproductive woman and is considered as the last resort to 

prevent maternal morbidity and mortality. Considering the 

parity of a patient, hysterectomy for a multiparous patient 

was far easier than a primiparous patient as it is the end 

road for future fertility hence the decision should be clear 

and vivid before undergoing the procedure. 

There is considerable variability in the incidence of 

emergency obstetrics hysterectomy in different countries 

and even among institutions. The overall incidence of our 

study was 0.18% which was comparable with the study 

conducted by Kore of 0.18%.11 This was lower than 

reported by Statia and More and Kamble and Jamdade of 

0.4%.12,13 

Most of our patients 30.4% were aged between 31-35 years 

which was comparable with study of 29.4% conducted by 

Kamble and Jamdade.13 In our study out of 23 patients 

43.4% were found to be grand-multiparous. High 

association of hysterectomy with multiparity were also 

noted by Najam et al, Bhat et al, and Singh et al.14-16 Out 

of 23 patients, 3 were primipara who has cesarean delivery.  

High risk of OH was noted to increase with each 

successive cesarean section delivery by Silver et al.17 This 

was confirmed by a recent systemic study conducted by 

Cruz et al with 2 patients having placenta previa in current 

pregnancy along with pregnancy induced hypertension in 

one of the patients and PAS in the other, delivered 

prematurely at 30 weeks of gestation.18 In our study the 

risk of OH with preterm gestation was found to be 21.7%. 

this high rate association with preterm was studied.12,18 

Our hospital being the only tertiary referral hospital 

majority of the patient 74% were documented to be un-

booked patient with 26% booked with adequate antenatal 

check-ups. 

Despite in the advances of medicine, postpartum 

hemorrhage remains one of the leading causes of maternal 

mortality and morbidity. Most common indication of 

obstetric hysterectomy in our study was 39% due to atony 

which is almost comparable with the study conducted by 

Stanco et al showing 43% and Kamble and Jamdade 

showing 41.2%.13,19 Abnormal placentation, 34.7% 

contributed as the second most frequent indication in our 

study which was comparable with the study conducted by 

Statia and More and Stanco et a.l12,19 26% of the patients 

accounted due to PAS. Similar findings were reported by 

Kamble and Jamdad and Bhat et al.13,20 Danger 

combination of previous CS with PAS was found to be 

21.7% in our study which was found to be higher with the 

study conducted by Kamble et al and Bhat et al accounting 

to 17% in their study.13,20 4.3% was found to be due to 

septic abortion. A study conducted by Archana and Bala 

also found 1.2% who underwent hysterectomy due to 

septic abortion.30 The high rate of percentage in my study 

may probably due to the religious belief which is 

prevailing in the community of the study group hence the 

fear to safely go for aseptic procedures giving rise to high 

rate of septic abortion. 

26% of the obstetric risk were associated with cesarean 

section alone or cesarean section with placental accreta 

spectrum and grand multiparous patient. Studies have been 

reported about the rising incidence of OH with cesarean 

section by Silver et al and systemic study review by Cruz 

et al.17,18 The trend of increasing abnormal placentation 

with previous cesarean section has been reported and 

multiparity as an independent risk factor for OH was also 

studied by Machado.21,22 

Obstetric hysterectomy has always been associated with a 

high rate of complications poor outcome if poorly 

managed. The need for requirement of multiple blood 

products, injury of the urinary tract, disseminated 

intravascular coagulopathy, sepsis, need for prolong ICU 

care and ventilatory support or the need for re-exploration 

in view of uncontrolled bleeding, contribute to the 

increased rate of morbidity and mortality. Conditions that 

are associated with any co-morbidities are known to be 

coexisting risk factor for maternal morbidity and mortality. 

In our study out of 23, 5 (17%) presented with anemia, 

8.7% had hypertension in pregnancy, 4.3% had gestational 

diabetes and another 4.3% presented in shock. The rate of 

requirement for blood and its components was found to be 

highest as 92.3% which was also found to be consistent 
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with the study conducted by Satia and More.12 A similar 

study was also conducted by Hota and Swain where >98% 

of the patients was found to be requiring blood and its 

components.23 The post operative complications such as 

AKI (4.3%), sepsis (8.7%) wound infection (4.3%) were 

found consistent with the study conducted by Verma et 

al.29 However, DIC was found to be comparatively less 

with our  study (8.7%) to that of the study conducted by 

Verma et al  (19.6%), this low percentage in our study 

could probably because of the immediate and quick action 

of intervention in the form of immediate replacement of 

blood and blood products.29 The need of intensive care 

monitoring showed significant percent of 56%. As our 

hospital being the only tertiary referral centre the rate of 

receiving high risk critical un-booked patient contributed 

high percentage of 74% hence the need for intensive 

critical care was found to be high. This high rate of ICU 

care was also observed by a study conducted by Kamble 

and Jamdade.13 Though the rate for need of blood 

transfusion and ICU remains high, the maternal mortality 

however was shown to be consistent as 8.6% with the 

mortality reported in various Indian studies (0 to17.7%).24-

27 Our low mortality rate compared may be related to an 

optimal obstetric intervention in the cases of OH in our 

department. 

Fetal complications observed were neonates requiring 

NICU care. The percentage observed was 17% which was 

because of the maternal antepartum hemorrhage in preterm 

labor, low birth weight and grand multiparous with early 

ruptured uterus. Neonatal moratilty observed in our study 

was 17%, this high rate of mortality was attributed due to 

the rupture of uterus. Similarly, high rate of neonatal 

mortality was also observed by study conducted at 

different Indian study medical colleges.24-27 

To the best of our knowledge this is one first study carried 

out in north eastern region part of India bringing out the 

incidence, indication, risk factors and complications 

resulting to the maternal morbidity and mortality and its 

outcome. This study also highlighted the importance of 

ANC care and counselling family planning for pregnant 

woman residing in underprivileged areas as most woman 

requiring OH in our study was noted to be with un booked, 

under-privileged and multiparous woman. However, the 

weakness of our study was a retrospective study design 

with sole concentration on a single institute. 

CONCLUSION 

OH is an unwanted but an emergency life-saving 

procedure and curtails the further fertility of a reproductive 

woman. Majority of the complication are attributed due to 

its indication and underlying disease rather than the 

surgical procedure. Outmost measure to reduce the 

incidence of cesarean section rates must be considered in 

every hospital. Counselling and educating the patient 

about family planning should be inculcated in day today 

clinical practice from her first antenatal visit and 

awareness of the complication should be created. All 

peripheral centres with poor infrastructure should detect 

all high risk and complicated pregnancy so as to timely 

refer the patient and hence decrease the incidence, 

morbidity and mortality. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Say L, Chou D, Gemmill A, Tunçalp Ö, Moller AB, 

Daniels J, et al. Global causes of maternal death: a 

WHO systematic analysis. Lancet Glob Health. 

2014;2(6):323-33. 

2. Archana S, Syamala O. Obstetric hysterectomy- an 

analysis. Indian J Obstet Gynaecol Rese. 

2018;5(4):563-6. 

3. Anita K, Kavita WW. Emergency obstetric 

hysterectomy. J Obstet Gynecol India. 2005;55:132-

4. 

4. Kalyankar VY, Nimbalkar RJ, Kalyankar BV, 

Gadappa SN. Comprehensive study of obstetric 

hysterectomy. N Indian J OBGYN. 2023;10(1):88-92. 

5. Van den Akker T, Brobbel C, Dekkers OM, 

Bloemenkamp KW. Prevalence, indication, risk 

factors and outcomes of emergency peripartum 

hysterectomy worldwide: a systemic review and 

meta-analysis. Obstet Gynecol. 2016;128:1281-94. 

6. Huque S, Robert I, Fawole B, Chaudhri R, 

Arulkumaran S, Shakur-Still H. Risk factors for 

peripartum hysterectomy among women with 

postpartum hemorrhage: analysis of data from the 

WOMAN trial. BMC Pregnancy Childbirth. 

2018;18:186. 

7. Rossi AC, Lee RH, Chmait RH. Emergency 

postpartum hysterectomy for uncontrolled postpartum 

bleeding: a systemic review. Obstet Gynecol. 

2010;115:637-44. 

8. Say L, Chou D, Gemmill A, Tunçalp Ö, Moller AB, 

Daniels J, et al. Global causes of maternal death: a 

WHO systematic analysis. Lancet. 2014;2(6):323-33. 

9. Say L, Souza JP, Pattinson RC. The WHO working 

group on maternal mortality and morbidity 

classifications, maternal near-miss-towards a standard 

tool for monitoring quality of maternal health care. 

Best Pract Res Clin Obstet Gynaecol. 2009;23(3):287 

96. 

10. Angelini CR, Pacagnella RC, Parpinelli MA, Silveira 

C, Andreucci CB, Ferreira EC, et al. Quality of life 

after an episode of severe maternal morbidity: 

evidence from a cohort study in Brazil. BioMed Res 

Int. 2018;2018:10. 

11. Kore S, Potwar S, Tamboli J. Obstetric hysterectomy: 

analysis   of   34   cases.   J   Obstet Gynecol   India. 

2001;51:111-4. 

12. Satia MN, More MV. Obstetric hysterectomy: An 

emergency lifesaving procedure. Int J Reprod 

Contracept Obstet Gynecol. 2016;5(7):2338-42. 



Sharma N et al. Int J Reprod Contracept Obstet Gynecol. 2025 Jul;14(7):2312-2316 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                   Volume 14 · Issue 7    Page 2316 

13. Kamble SN, Jamdade YM. Obstetric hysterectomy: a 

retrospective study. Int J Reprod Contracept Obstet 

Gynecol. 2021;10(12):4522-6. 

14. Najam R, Bansal P, Sharma R, Agrawal D. 

Emergency obstetric hysterectomy:  a retrospective 

study at a tertiary care hospital.  J Clin Diagn Res. 

2010;4:2864-8. 

15. Bhat S, Bhave S. Obstetric hysterectomy a lifesaving 

procedure and its complications. Int J Med Dent Sci. 

2016;5(1):996-1000. 

16. Singh R, Nagrath A. Emergency obstetric 

hysterectomy-a retrospective study of 51 cases over a 

period of 5 years. J Obstet Gynecol India. 

2005;55(5):428-30. 

17. Silver RM, Landon MB, Rouse DJ, Leveno KJ, Spong 

CY, Thom EA, et al.  Maternal morbidity associated 

with multiple repeat cesarean deliveries. Obstet 

Gynecol. 2006;107:1226-32. 

18. De la Cruz CZ, Thompson EL, O’Rourke K, 

Nembhard WN. Cesarean section and the risk of 

emergency peripartum hysterectomy in high-income 

countries: a systematic review. Arch Gynecol Obstet. 

2015;292(6):1201-15 

19. Stanco LM, Schrimmer DB, Paul RH, Mishell DR. 

Emergency peripartum hysterectomy and associated 

risk factors. Am J Obstet Gynecol. 1993;168(3)879-

83. 

20. Timor-Tritsch IE, Monteagudo A. Unforeseen 

consequences of the increasing rate of cesarean 

deliveries: early placenta accreta and cesarean scar 

pregnancy. A review. Am J Obstet Gynecol. 

2012;207(1):14-29. 

21. Timor-Tritsch IE, Monteagudo A. Unforeseen 

consequences of the increasing rate of cesarean 

deliveries: early placenta accreta and cesarean scar 

pregnancy. A review. Am J Obstet Gynecol. 

2012;207(1):14-29.11 

22. Machado LSM. Emergency peripartum hysterectomy: 

incidence, indications, risk factors and outcome. N 

Am J Med Sci. 2011;3(8):358-61. 

23. Hota PJ, Swain S. Emergency obstetric hysterectomy: 

a retrospective study in BBMCH Balangir over one 

year. Int J Adv Res. 2019;7(2):306-10. 

24. Chawla J, Arora D, Paul M, Ajmani SN.  Emergency 

obstetric hysterectomy: a retrospective study from a 

teaching hospital in North India over eight years. 

Oman Med J.  2015;30(3):181-6. 

25. Mukherjee S, Agarwal L, Dahiya S, Amrin S, Singh 

P. A retrospective study of obstetric hysterectomy in 

a tertiary care hospital. Int J Med Sci Public Health. 

2016;5(8):1-3. 

26. Jayaram S, Varghese AP. A clinical review of 

obstetric hysterectomies done in medical college, 

Kottayam for a period of six years. Int J Reprod 

Contracept Obstet Gynecol. 2016;5(2):482-6. 

27. Wani S, Fareed P, Gull Y, Mahajan N. Emergency 

peripartum hysterectomy: incidence, indications and 

feto maternal outcome in a tertiary care hospital. 

IJCRR. 2016;8(3):7-10. 

28. Jakobsson M, Tapper AM, Colmorn LB, Lindqvist 

PG, Klungsøyr K, Krebs L, et al. Emergency 

peripartum hysterectomy: results from the prospective 

Nordic Obstetric Surveillance Study (NOSS). Acta 

Obstet Gynecol Sci. 2015;94(7):745-54. 

29. Verma A, Sharma G, Kashyap M. A retrospective 

analysis of emergency obstetric hysterectomy: a life-

saving intervention. Cureus 2023;15(10):e46758.  

30. Archana K, Bala SP. A clinical review of emergency 

obstetric hysterectomy. J Obstet Gynecol India. 

2009;59(5):427-31. 

 

 

 

 

 

 

 

  

Cite this article as: Sharma N, Chakre KC, Singh P. 
Emergency obstetric hysterectomy in a tertiary 

referral centre: 10 years retrospective cross-sectional 

study. Int J Reprod Contracept Obstet Gynecol 

2025;14:2312-6. 


