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ABSTRACT

Objectives: The study aimed (1) to determine the indication of obstetric hysterectomy and (2) to determine the fetomaternal outcome.

Methods: This is a hospital-based retrospective study carried out in the Department of Obstetrics and Gynecology, C.U.Shah Medical College and
Hospital from January 2018 to December 2020.

Results: Out of 8881 deliveries during our study period, there were a total of 20 patients who underwent an obstetric hysterectomy, the incidence
being 0.2%. Nine cases out of 6871 vaginal deliveries and 11 cases out of 2510 cesarean deliveries required an obstetric hysterectomy. Maximum
patients, seven out of 20 were between 31 and 35 years age group followed by six patients between 36 and 40 years and five patients above 41 years.
Only two patients were below 30 years of age. Most of the cases (70%) belonged to the lower middle class and 30% were from the upper middle
class. About 60% were registered antenatal care (ANC) cases while 40% never visited any health-care facility. Out of 20 patients who underwent an
obstetric hysterectomy, 18 patients (90%) were referred from another center while only 2 patients (10%) were admitted at our center. Eleven patients
that are 55% delivered outside the institute among which three patients were home delivered by unskilled birth attendants. Nine patients were
delivered at our center and among these sseven patients were referred from adjoining primary health-care centers, community health-care centers,
and other private hospitals. Our institute being a tertiary hospital, maximum high-risk and complicated deliveries were referred.

Conclusion: Obstetric hysterectomy is an unwanted but necessary emergency in obstetrics. It is a life-saving procedure in many catastrophic
conditions, although it curtails the future. Good ANC, identification of risk factors, timely referral, and intervention at a well-equipped hospital
can reduce obstetric hysterectomies. With the increasing incidence of cesarean deliveries and morbidly adherent placenta, the need for obstetric
hysterectomy is increasing. With the improvement of modern obstetrics and modern modalities for the treatment of postpartum hemorrhage and
adherent placenta, there is a reduction in the number of obstetric hysterectomies.
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INTRODUCTION Reliable worldwide statistics on obstetric hysterectomy are limited, as
the procedure is relatively uncommon and performed as a critical, life-

Obstetric hysterectomy, the surgical removal of the uterus during saving intervention

pregnancy or immediately postpartum, represents a significant
intervention in maternal health with profound implications for
both the mother and the unborn child [1]. While relatively rare,
obstetric hysterectomy is often undertaken as a life-saving measure
in the face of obstetric emergencies such as uncontrolled postpartum
hemorrhage, uterine rupture, placenta accretion, or other severe
complications [2]. Despite advances in obstetric care, obstetric
hysterectomy remains a challenging procedure associated with
substantial maternal morbidity and potential mortality [3]. Thus,
understanding the indications, techniques, outcomes, and associated
risks of obstetric hysterectomy is crucial for obstetricians and health-
care providers to optimize maternal and fetal outcomes in emergency
obstetric situations. In this paper, we explore the various aspects of
obstetrics including its historical context, current indications, surgical
techniques, maternal and fetal outcomes, as well as the psychosocial
implications for women facing this complex obstetric intervention.
By synthesizing the existing literature and sharing clinical insights,
we aim to enhance understanding and facilitate informed decision-
making regarding obstetric hysterectomy in contemporary obstetric

However, in regions with advanced health-care systems, the prevalence
of obstetric hysterectomy is reported in the context of specific
complications [4]. For instance, according to studies, the incidence of
placenta accreta, a condition often requiring obstetric hysterectomy,
has been on the rise in developed countries.

In developing nations, where access to comprehensive obstetric care
may be limited, the occurrence of obstetric hysterectomy may be
underreported due to various factors, including inadequate health-
care infrastructure and record-keeping challenges [5]. Despite regional
variations, obstetric hysterectomy remains a significant aspect of
maternal health-care globally, emphasizing the importance of continued
research, awareness, and medical training to address complications
leading to this intervention and improve maternal outcomes worldwide.

Objectives
(1) To determine the indication of obstetric hysterectomy. (2) To
determine the fetomaternal outcome.

practice.
METHODS
Globally, the incidence of obstetric hysterectomy varies, influenced by
factors such as health-care infrastructure, access to skilled obstetric This is a hospital-based retrospective study carried out in the
care, and the prevalence of conditions leading to severe postpartum Department of Obstetrics and Gynecology, C.U.Shah Medical College and

hemorrhage. Hospital from January 2018 to December 2020.
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Inclusion criteria

All the women who underwent obstetric hysterectomy, during our
study period were included in our study. This included women who
delivered outside our hospital but were referred to us for obstetric
complications. A total of 20 patients who fulfilled the selection criteria
were retrospectively enrolled. For the study, permission was obtained
from the ethical committee and the Department of Medical Records
to retrieve the data. The data retrieved were evaluated for age, parity,
socioeconomic status, referred status, place of delivery, mode of
delivery, indication of obstetric hysterectomy, maternal complication,
and fetal outcome.

Out of 8881 deliveries during our study period there were a total of
20 patients who underwent obstetric hysterectomy. According to parity,
11 patients were multipara, 8 patients were second para and only 1
was primigravida. The incidence is 0.2%. 9 cases out of 6871 vaginal
deliveries and 11 cases out of 2510 cesarean deliveries required an
obstetric hysterectomy.

Maximum patients, 7 out of 20 were between 31 and 35 years age group
followed by 6 patients between 36 and 40 years and 5 patients above
41 years. Only 2 patients were below 30 years of age.

Most of the cases (70%) belonged to the lower middle class and
30% were from the upper middle class. About 60% were registered
AWC cases while 40% never visited any health-care facility. Out of
20 patients who underwent an obstetric hysterectomy, 18 patients
(90%) were referred from another center while only 2 patients (10%
] were admitted at our center, 11 patients that are 55% delivered
outside the institute among which 3 patients were home delivered
by unskilled birth attendants. Nine patients were delivered at our
center and among these seven patients were referred from adjoining
primary health-care centers, community health-care centers, and
other private hospitals. Our institute being a tertiary hospital,
maximum high-risk and complicated deliveries were referred. The
majority of cases underwent obstetric hysterectomy due to post-
partum.

Among all cases of postpartum hemorrhage (PPH), five cases were
due to atonic PPH (inadequate contraction of uterus), two cases were
related to traumatic cause (broad ligament hematoma, bladder wall
along with hemoperitoneum), and one case involved both traumatic
and atonic causes of PPH. About 35% of the total obstetric hysterectomy
was done for a ruptured uterus. Four cases were shown to have
ruptured the uterus because of obstructed labor, two cases were due
to grand multiparty, and one case was associated with rupture through
a previous scar: 25% of patients underwent obstetric hysterectomy
due to placental cause. Three cases were associated with abruption
placenta, one case was due to placenta previa, and one case was related
to morbidly adherent placenta.

There were five newborns mortality whereas 7 newborns (35 %)
required neonatal intensive care unit (ICU) admission. Nine newborns
(45%) were healthy with no complications.

Intraoperative complications include bladder injury in two patients,
followed by repair, while in one case, ureter was also injured along
with bladder injury corrected by bladder repair and Double J-stenting.
About 25% of patients required intubation during surgery. Post-
operative f5 patients required ICU admission and eight patients needed
vasopressor support. This high rate was observed as maximum patients
were referred from outside the hospital in critical condition, as ours
is the only tertiary hospital catering to both urban and rural areas in
the district. Five patients had wound infections which were treated
with higher antibodies and only one required resuturing. One patient
had mild to moderate fever postoperatively which was managed with
antipyretics. Two patients had acute renal failure but did not require
dialysis. Overall two patients had mortality.
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Table 1: Incidence of emergency obstetric hysterectomy

Type of delivery Total no of patient OH  Percentage
Normal vaginal delivery 6371 9 0.14
Cesarean section 2510 11 0.44

Total 8881 20 0.2

Table 2: Age and parity

Age in years 1 2 3 4 >4 Total %

20-25 0 0 0 0 0 0 0

26-30 1 1 0 0 0 2 20

31-35 0 4 2 1 0 7 35

36-40 0 3 1 1 1 6 30

41-45 0 0 3 0 2 5 25
1 8 6 2 3 20

Table 3: Distribution of cases according to demographic and
obstetrical factors

Socioeconomic status No. Percentage
A] Socioeconomic status:

Upper 6 30
Upper

Middle/upper lower

Lower middle

/lower 14 70
B]

Registered at a health care 12 60
Registered

Unregistered 8 40
C] Referred status

Referred 18 90
Not referred 2 10
Place of delivery at our 9 45
Institute

Outside the institute 11 55

Table 4: Indication of emergency obstetric hysterectomy

Causes No. Percentage
Placental causes: 25
Placenta previa 1
Abruption placenta 3
Morbidly adherent placenta 1
Ruptured uterus 35
Grand multipara 2
Obstructed labor 4
Rupture through previous scar 1
Post-Partum 40
Hemorrhage 5
Atonic
Traumatic 2
Both 1
DISCUSSION

Obstetric hysterectomy has always been and will remain a nightmare
scenario for obstetricians. Though morbidity and mortality during
obstetric hysterectomy is high, it is a life-saving procedure. The decision
of obstetric hysterectomy is the end of the road. Our 100 deliveries
result was comparable with Mantri et al. [6] which reported 0.32%
incidence and 0.18% reported by Kore et al. [7]. Itis considerably higher
than Columbia (0.08%) and the USA (0.06%). This can be attributed to
the fact that our center is a tertiary referral center that harbors a high
proportion of referred cases. Most of our patients were above 30 years
(90%), with distribution being seven patients between 3135 years,
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Table 5: Perioperative maternal complications

Complications No. Percentage
Intraoperative 2 10
Bladder injury
Ureteric injury 1 5
Need for intubation 5 25
Post-operative 15 75
ICU admission
Need for 40
Vasopressin 0
Coagulopathy
Wound infection 25
Fever 11 55
ARF 2 10
Mortality 2 10
ICU: Intensive care unit
Table 6: Fetal outcome
Outcome No. Percentage
Mortality 5 25
NICU admissions 7 35
No admission 9 45

NICU: Neonatal intensive care unit

six patients between 36 and 40 years, and 5 patients above 41 years.
Eleven patients out of 20 patients were multipara which is similar to
Kamble et al. which had 41.1% patient in the group [8]. High parity was
also noted in Najam et al. [9]. The incidence of obstetric hysterectomy
with cesarean section (11 out of 2510 deliveries), that is, 0.44%/100
deliveries was higher than the incidence with vaginal delivery (9 out
of 6371 deliveries) i.e. 0.14% per measure. Hence, obstetricians must
be 100% sure that it is the only answer. The incidence of obstetric
hysterectomy in our study was 0.2%, which is way <0.4% reported
by Kamble et al., 0.38% reported by Sinha et al. and 0.39 reported by
Chewan Biswas et al. [10].

The same pattern was noted in Mohini et al. (0.34% vs. 0.071%) [11],
studies from China (90.1% vs. 6.5%) and Turkey (0.078% vs. 0.016%).
Improving the methods of awareness regarding the long-term
morbidity associated with cesarean sections. This will help to reduce
cesarean due to maternal demands, injudicious use of oxytocin and
improve labor monitoring among medical and paramedical staff. The
most common indication for obstetric hysterectomy was postpartum
hemorrhage (40%). There were five patients with Atonic PPH and two
patients with traumatic PPH. Out of five atonic PPH, four patients were
referred from outside, and one delivered at our center not responding
to medical management. Both traumatic and atonic PPH patients were
home [7].

CONCLUSION

With the increasing incidence of cesarean deliveries and morbidly
adherent placenta, the need for obstetric hysterectomy is increasing.
With the improvement of modern obstetrics and modern modalities for
the treatment of PPH and adherent placenta, there is a reduction in the
number of obstetric hysterectomies. However, it will never completely
disappear from obstetric practice because we cannot deliver by
unskilled birth attendants. The second common indication was
ruptured uterus (35%) out of which four patients had obstructed labor,
and two patients were grand multipara. To the best of our knowledge,
this is the preliminary study in our institute that compares and brings
out data on the incidence, indication, and outcomes of emergency
obstetric hysterectomy. However, this study has several limitations,
as the result of the study was based on retrospective data from a
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single center. Another limitation was the inclusion of referral cases
leading to the recall bias which would have an effect on the quality of
information-altering analysis of obstetric hysterectomy. Guarantee that
all these conservative measures will be successful in all patients. Good
ANC, identification of risk factors, timely referral, and intervention at
well-equipped hospitals can reduce obstetric hysterectomy. Obstetric
hysterectomy is an unwanted but necessary emergency in obstetrics. It
is a life-saving procedure in many catastrophic conditions, although it
curtails the future childbearing capacity of females. Extensive training
in this rare skill can save the lives of mothers, so this should be part of
post-graduate training.
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