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INTRODUCTION 

Severe postpartum hemorrhage (PPH) was reported to 

occur in 6.7/1,000 deliveries worldwide.
1
 It is one of the 

leading causes of maternal mortality and morbidity and 

represents the most challenging complication that an 

obstetrician will face.
2
 Hemorrhage resulting from uterine 

rupture and atony has become rare events in the 

developed countries but this continues to be a major 

problem in developing countries.
3,4

 Emergency 

peripartum hysterectomy, although rare in modern 

obstetrics, is one of the lifesaving surgical procedures in 

the world, when severe obstetrical hemorrhage fail to 

respond to conservative treatment.
5
  

Peripartum hysterectomy is defined as removal of the 

uterus (total/subtotal) at the time of cesarean section or 

following vaginal delivery. Emergency peripartum 

hysterectomy is the most dramatic operation in modern 

obstetrics and is generally performed when there is life 

threatening hemorrhage not responding to medical 

management or conservative surgical procedures or non-

availability of interventional radiology for uterine artery 

embolization.
6-8

 Emergency peripartum hysterectomy is 

usually the safest and quickest procedure performed for 

refractory bleeding. 
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ABSTRACT 

Background: The objective of this study was to study indications and the outcome of emergency peripartum 

hysterectomy for PPH in a tertiary care centre and to study the maternal mortality and morbidity in these patients. 

Methods: This is an observational study conducted at Vanivilas hospital attached to Bangalore Medical College and 

Research Institute between January 2014 to December 2015 for 24 months. The women who fulfill the inclusion 

criteria are studied with respect to parity, gestational age at delivery, route of delivery (vaginal/cesarean), details of 

instrumental delivery, conservative methods used to control bleeding, ICU admissions and blood transfusions. An 

analysis of maternal mortality and morbidity was done with respect to development of hypovolemic shock, DIC, 

anemia, acute kidney injury, septicemia and maternal deaths. 

Results: The rate of peripartum hysterectomy is 10.1 per 1000 live births. Placental abnormalities (placenta previa 

and placenta accreta) are the leading indications (41.4%) for peripartum hysterectomy followed by uterine atony 

(34.5%). All 29 women received blood and blood product transfusions. 34.5% developed febrile morbidity, 27.6% 

developed DIC, 10.3% developed acute kidney injury and septicemia and 10.3% maternal deaths. 

Conclusions: PPH is unpredictable in onset, duration and etiology and it remains a major life threatening 

complication of any delivery. The most common causes of hemorrhage in these women are placental abnormalities 

and uterine atony. When conservative treatment is not feasible or has failed, prompt peripartum hysterectomy is 

performed failing which the delay would contribute to the maternal morbidity and mortality. 
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METHODS 

This is an observational study conducted at Vanivilas 

hospital attached to Bangalore Medical College and 

Research Institute between January 2014 to December 

2015 for 12 months. All 29 women who underwent 

peripartum hysterectomy for uncontrolled PPH were 

included in the study. Details of their age, parity, 

gestational age at delivery, route of delivery 

(vaginal/cesarean), details of instrumental delivery (if 

forceps or ventouse were applied) were noted. Medical 

methods used to control the PPH, finding of genital tract 

exploration to rule out traumatic PPH, conservative 

surgical methods used for the control of bleeding like B- 

LYNCH suture, stepwise devascularisation were noted. 

Details of ICU admissions and blood transfusions were 

recorded. An analysis of maternal mortality and 

morbidity was done with respect to development of 

hypovolemic shock, DIC, anaemia, acute kidney injury, 

septicaemia and maternal deaths. 

Following statistical methods were applied in the present 

study to evaluate the data: 

1. Cross tabs procedure (Contingency coefficient test) 

2. Frequency distribution curve 

RESULTS 

The following data was obtained from the present study. 

Total no of deliveries during the study period: 2856. 

Number of women who underwent peripartum 

hysterectomy: 29. 

The rate of peripartum hysterectomy is 10.1 per 1000 live 

births. 

Table 1: Age distribution. 

Age  Number  Percentage  

<25 10 34.5% 

25-29 10  34.5% 

30-34 7 24.1% 

>34 2 6.9% 

Total  29 100% 

The age distribution of present study group is shown in 

table no 1. Youngest woman to undergo the procedure is 

20 years and the oldest is 37 years. 

There were 5 (17.2%) primis, 12 (41.4%) second 

gravidas, 9 (31%) third gravidas and 3 (10.4%) women 

with obstetric score of gravida 4 and above in this study 

group.  

16 (55.2%) women in this study group had vaginal 

deliveries and 13 (44.8%) underwent cesarean delivery. 

Amoung vaginal deliveries 2 (6.9%) had ventouse and 1 

(3.4%) forceps delivery. 

Indications for peripartum hysterectomy are shown in 

Table 2. Placental abnormalities (placenta previa and 

placenta accreta) are the leading indications (41.4%) for 

peripartum hysterectomy followed by uterine atony 

(34.5%). 

Table 2: Indications for peripartum hysterectomy. 

Indications  Number  Percentage  

Atonic PPH 10 34.5% 

Traumatic PPH 7 24.1% 

Placenta previa 7 24.1% 

Placenta accreta 5 17.3% 

Total 29 100% 

Traumatic PPH cases included 2 cases of extended 

cervical tear, 2 cases of colporrhexis, 1 case of broad 

ligament haematoma, 2 cases of rupture uterus not 

manageable by repair. 

Table 3: Risk factors for the development of PPH. 

Risk factors Number  Percentage  

History of instrumental 

evacuation 
8 27.6% 

Previous LSCS 8 27.6% 

Grand multipara 3 10.3% 

Prolonged labor 3 10.3% 

Multiple pregnancy 1 3.4% 

DIC 1 3.4% 

Out of 7 cases of atonic PPH in 5 cases B-lynch suturing 

was done before proceeding to hysterectomy. Stepwise 

devascularisation had been done in 2 and both procedures 

in 2 women. Out of 5 cases of placenta accreta 4 had 

undergone cesarean in their previous pregnancy.  

Table 4: Maternal morbidity and mortality. 

Complications Number  Percentage 

Febrile morbidity 10 34.5% 

DIC 8 27.6% 

Wound infection 4 13.8% 

Acute kidney injury 3 10.3% 

septicaemia 3 10.3% 

Maternal deaths 3 10.3% 

In this study 22 (75.9%) women underwent total 

hysterectomy and 7 (24.1%) subtotal hysterectomy. 

Women who had associated risk factors contributing to 

the development of PPH are shown in table no 3. 27.6% 

women had undergone prior cesarean delivery and 27.6% 

had undergone prior instrumental evacuation. Both in 

turn were contributing factors for placenta previa and 

accrete. 

All the 30 cases were shifted to ICU after the procedure. 

All had multiple blood/ blood product transfusions. Out 

of 29 cases 13(44.8%) had more than five units of blood 

and blood product transfusions. 
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Table number 4 shows the maternal morbidities due to 

PPH or peripartum hysterectomy in these women. Febrile 

morbidity (34.5%) is the most common morbidity seen 

followed by DIC (27.6%). 

DISCUSSION 

Despite advances in medicine and surgery, postpartum 

hemorrhage remains one of the leading causes of 

maternal morbidity and mortality. Peripartum 

hysterectomy is performed in the treatment of a life-

threatening obstetric hemorrhage that cannot be 

controlled by conventional methods. The reported 

incidence of emergency peripartum hysterectomy varies 

from 0.24 to 5.09 per 1,000 deliveries in the literature. 

Our incidence of 10.1 per 1,000 deliveries is comparable 

with the recent studies. Zeteroglu et al reported the 

incidence of peripartum hysterectomy in a teaching 

hospital as 5.09/1,000 deliveries, which is higher than 

that of other studies.
9
 We found abnormal placentation to 

be the most common indication for peripartum 

hysterectomy followed by uterine atony. Similar results 

are found in the studies done by Tarik et al and Smith J, 

Mousa HA.
4,10

 In a study conducted by Clark SL and 

colleagues
 
uterine atony was the most common indication 

for peripartum hysterectomy followed by placental 

abnormalities.
11

 In present study 4 cases of placenta 

accreta were found in previous cesarean cases and 1 had 

history of curettage in previous pregnancy for missed 

abortion. Similar results are reported by Umezurike CC 

and colleagues in Nigeria. In our study 34.5% had febrile 

morbidity, much higher than that found in the study done 

by Kashani and colleagues (8.7%).
2,12

 DIC was found in 

27.6% cases, comparable with that of Kashani and 

colleagues.
2
 10.3% women had acute kidney injury, much 

higher than that found in the study done by Kastner ES 

and collegues.
3
 The maternal mortality was 10.3% in this 

study group which is similar to that found in the study 

done by Zeteroglu Y and collegues.
9
 

CONCLUSION 

PPH is unpredictable in onset, duration and etiology and 

it remains a major life threateninig complication of any 

delivary. The most common causes of haemorrhage in 

these women are placental abnormalities and uterine 

atony. Although no risk assessment system can predict all 

instances where peripartum hysterectomy is needed, a 

significant percentage of the patients who are at high risk 

for severe hemorrhage and the subsequent need of 

emergency hysterectomy can be identified before surgery. 

The preoperative risk factors include previous history of 

cesarean section , placenta previa and accreta. Due to the 

complexity of the surgery and decision making, the 

involvement of an experienced obstetrician at an early 

stage is desirable. Proper surgical measures such as 

hemostatic sutures or uterine or internal iliac artery 

ligation or embolization are options in attempting uterine 

conservation particularly in young and 

haemodynamically stable women. When conservative 

treatment is not feasible or has failed, prompt peripartum 

hysterectomy is performed failing which the delay would 

contribute to the maternal morbidity and mortality.  
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