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INTRODUCTION 

Emergency Obstetric Hysterectomy (EOH) is defined as 

extirpation of uterus either at the time of caesarean 

section or following vaginal delivery or within the 

puerperium period. It is usually performed in the face of 

unrelenting and life threatening obstetric haemorrhage. A 

near miss event is defined as a woman who nearly died 

but survived a complication that occurred during 

pregnancy, childbirth, or within 42 days of termination of 

pregnancy.1 Although EOH saves the life of the mother 

but at the same time it curtails the reproductive capacity 

of the mother. 

In developing countries, the most common indication is 

PPH when conservative measures fail and rupture uterus 

when other measure to control bleeding fails.2 As the 

number of caesarean section is increasing, the number of 

scarred uterus is also increasing. This exposes the gravid 

women to increasing morbidity from uterine rupture, 

placenta previa and placenta accrete thus increasing the 

incidence of EOH.3,4 

EOH is more common in developing countries like ours 

because of high incidence of unbooked and improperly 

supervised deliveries outside the hospital. The delay in 

presentation to the hospital makes EOH to be associated 

with high fetomaternal morbidity and mortality.5 
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Background: Emergency Obstetric Hysterectomy (EOH) is removal of uterus following vaginal delivery, Emergency 
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Many times, it is difficult decision and require good 

clinical judgement. Most of the time the operation is 

carried out when the patient’s condition is too critical to 

withstand the risk of anesthesia or surgery. Proper timing 

and meticulous care may reduce or prevent maternal 

complications.  

METHODS 

We retrospectively analyzed a total of 20 women who 

underwent Emergency obstetric hysterectomy between 

January 2016 to December 2017 in the department of 

OBG GIMS Gulbarga. All booked or unbooked patients 

who underwent emergency obstetric hysterectomy at the 

time of pregnancy, delivery, caesarean section or during 

puerperium were included in the study. The study also 

included hysterectomies done for complications 

following pregnancy termination such as perforation. 

Some obstetric hysterectomy was also done for fibroid 

uterus resulting in postpartum haemorrhage. Women 

undergoing hysterectomy for indication other than 

obstetrics or after 42 days of delivery were excluded from 

the study. 

The data was collected from hospital records. The 

medical records sheets of all identified women were 

reviewed regarding age, parity, antenatal booking status, 

high risk factors, indication for EOH and fetomaternal 

morbidity and mortality. Data was collected on a 

proforma and entered into computer using SPSS version 

10 for analysis.  

Permission of the institutional ethical committee was 

obtained before recording data on proforma with the 

assurance of its confidentiality. 

The data was collected from hospital records. All women 

who underwent EOH during pregnancy, delivery, 

puerperium were included. The study also included 

hysterectomy done for induced abortion or had 

perforation during evacuation. 

The medical records sheets of all identified women were 

reviewed regarding parity, antenatal booking status, high 

risk factors, indication for EOH and fetomaternal 

complications. 

RESULTS 

There were 17,820 deliveries during the study period 

from JAN 2016 to DEC 2017. Out of these 6,942 had 

caesarean section while 10,874 delivered vaginally. EOH 

were performed in 20 cases. The incidence of EOH was 

0.12%. 

Majority of patients belonged to age group 20-25 yrs 

(55%). Maximum age was 39 yrs and minimum age was 

22years.  Most of them were multiparous, uneducated and 

of rural background. 65% of them were unbooked. 60% 

were referred cases as our hospital being a referral centre 

Table1. The most common indication for EOH in our 

study was rupture uterus (35%) followed by PPH (30%) 

and morbidly adherent placenta (20%). Only one patient 

underwent EOH due to perforation of uterus following 

MTP.  

There was one case of uterine inversion. All patients who 

underwent EOH have one or more high risk factors like 

previous LSCS, APH, grand multipara, fibroid uterus, 

morbidly adherent placenta and obstructed labour.  

Table 1: Demographic profile of cases 

Variable No. of patients % 

Age 
  

21-25           11 55 

26-30            6 30 

31-35            2 10 

35-40            1 5 

Parity 

1            3 15 

2            6 30 

3            3  15 

>3            8 40 

Booking status 

Booked            7 35 

Unbooked           13 65 

Residence 

Rural         14 70 

Urban           6 30 

Maternal morbidity in the form of various complications 

were encountered including febrile morbidity, bladder 

injury, wound infections, coagulopathy and haemorrhagic 

shock.  

There were 2 maternal deaths, one was due to uterine 

inversion with shock and the other one was due to atonic 

PPH with DIC. All our patients required blood 

transfusion and ICU monitoring. Fetal mortality was seen 

in 65% of cases. 

DISCUSSION 

Emergency obstetric hysterectomy remains a necessary 

tool to save the lives of women during catastrophic 

rupture of uterus and intractable PPH. First caesarean 

hysterectomy was performed by Strorer in United States 

in 1869.6  

Despite regular availability of contraceptives and 

abortion services and reduced family size world over, 

there has been consistent rise in the rates of caesarean 

attributable in the part, to the patient preferences and 

medicolegal implications on medical fraternity.  

In addition to it advances in anaesthesia, intensive care 

back up, availability of blood bank has made it a safer 

and painless alternative to labour.  
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This has not only given rise to complications like 

abnormal placentation and uterine rupture but also the 

incidence of PPH, giving obstetric hysterectomy more 

relevance in present day modern obstetric practice.7 

Incidence of EOH in our study was 0.12% which was 

comparable to reported incidence of EOH in other 

studies. (Table 2).8-12  

Table 2: Incidence of emergency obstetric 

hysterectomy by different authors. 

 Studies Incidence (%) 

Mukherjee et al 0.15 

Forna F et al 0.08 

Ahmad and Mir et al  0.26 

Kant and Wadhwani et al 0.26 

Shirodkar et al 0.16 

Most of these women were unbooked cases belonging to 

the low SES resulting from neglected obstetric care and 

delayed transport. In our study 65% of them belonged to 

unbooked group. This was almost similar to 69.9% 

reported by Sinha and 69.7% reported by Gupta.13,14 

Rupture uterus was the commonest indication for 

emergency obstetric hysterectomy in our series 

accounting for 35% followed by atonic PPH accounting 

for 30%. Our results are comparable to other studies 

(Table 3).15-18 

Table 3: Indications of Emergency obstetric 

hysterectomy by different authors.  

Authors 
Rupture 

uterus 

Atonic 

PPH 

Placenta 

accrete 

Sahu et al 38.88 27.70 13.88 

Khan et al 34.86 29.81 8.71 

Singh et al 59.04 18.09 14.28 

Mukherjee et al 45.45 - 30.30 

Present study 35 30 20 

Febrile morbidity was the most common maternal 

complication seen in 30% of cases which was comparable 

to Jadhav et al., and Bushra et al., The other 

complications were wound infection, bladder injury and 

haemorrhagic shock.16,19 Maternal mortality was seen 2 

cases accounting to 10% which was comparable to 

studies conducted by Shaik N et al., who reported 12.19 

% and Temizkhan et al., reported 8.6 % and Bhawna 

Sharma et al., reported 13.3%  of maternal mortality.7,20,21 

CONCLUSION 

Emergency obstetric hysterectomy is a lifesaving 

procedure. Every obstetrician should be trained to 

perform this procedure. Timely decision to perform EOH 

can be the difference between the life and death of a 

women. Proper antenatal care, delivery by trained 

personnel, active management of labour, early 

recognition of complications, timely referral of high risk 

to higher centre, easy availability of transport and blood 

transfusion facilities are all needed to improve the 

maternal health of our country. 
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