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Abstract

To estimate the incidence, indications, risk factors and complications associated with emergency peripar-
tum hysterectomy, we analyzed retrospectively all cases of emergency peripartum hysterectomy per-
formed at Basrah Maternity and Children from 1st of January 2005 to 31st of December 2007. Emergency
peripartum hysterectomy was defined as one performed for hemorrhage unresponsive to other treatment
less than 24 hours after delivery. There were 20 emergency peripartum hysterectomy among 51,121
deliveries for a rate of 0.3/1000. Fifteen women (75%) were delivered by caesarean delivery. Eighteen
women were multiparous and 2 were primiparous. Most frequent indications were placenta accrete (60%),
9 with praevia and 3 with out praevia), followed by uterine atony in (20%), uterine rupture in (10%),
extended cervical tear in (5%), and retroperitoneal haematoma in 5%.

Placenta accreta was the most common indication in multiparous women (66.6%, 12 of 18) while uterine
atony was the most common in primiparous.

Eleven out of 12 (91.7%) women with placenta accrete had a previous caesarean delivery. Three (25%)
had a previous one caesarean section and 8 (66.6%) women had >2 previous caesarean section. Fourteen
(70%) of hysterectomies were subtotal. Intraopeartive complications were (15%) and Postoperative
febrile morbidity was (60%).We concluded that placenta accreta has become the most common indication
for emergency peripartum hysterectomy. The number of caesarean deliveries increased the risk of

placenta accreta proportionally.

Introduction

mergency peripartum hysterectomy,

that occurring after vaginal delivery
or at the time of caesarean birth, is usual-
ly reserved for situations where conserva-
tive measures do not control sever he-
morrhage'.
Peripartum hysterectomy is one of the
major obstetrical disasters that are en-
countered world wide in both developing
and developed countries, although there is
a considerable difference in its incidence
in different parts of the world depending
upon modern obstetrical services, aware-
ness of antenatal care and effectiveness of
family planning activities.
It 1s important to estimate national
incidence rates and trends for peripartum
hysterectomy to inform obstetric practice

and to assess risks and complications of
pregnancy’-". Currently the incidence of
peripartum hysterectomy in the united
states is one to three per 1000 delive-
reghs9-11

In the past, the most common indications
for emergency peripartum hysterectomy
were uterine atony and uterine rupture.
More recent reports list placenta accreta
as the most common indication and is
most likely related to the increase in the
number of caesarean deliveries observed
over the past two decades™'*'*.

The purpose of this study was to estimate
the incidence,indications,risk factors, and
complications associated with emergency
peripartum hysterectomy performed at
Basrah Maternity and Children Hospital.
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Patients and Method

This study conduct a retrospective analy-
sis of all cases of emergency peripartum
hysterectomy performed at Basrah
Maternity and Children Hospital between
first of Jan. 2005 and 31st of Dec. 2007.
Emergency peripartum hysterectomy was
defined as a hysterectomy performed for
hemorrhage unresponsive to other treat-
ment within 24 hours of a delivery.
Twenty hysterectomies were recorded
during the study period.

Maternal characteristics such as age, par-
ity, gestational age, mode of deliveries,
previous caesarean delivery and birth
weight were recorded. The indications of
surgery, type of hysterectomy, need for
blood transfusion, Intraopeartive and
postoperative complications, hospitaliza-
tion days were obtained. The study popu-
lation was subdivided based on parity,
comparing multiparous with nulliparous
women, regarding maternal age, gesta-
tional age, indications of emergency peri-
partum hysterectomies and complications.
In addition, the study group was subdi-
vided and compared based on the type of
hysterectomy. SPSS for windows (ver-
sion 11) was used in data analysis. stu-
dent (t test) for difference between two
samples and Fisher exact test was used to
examine between the groups. The differ-
ences was statistically considered signifi-
cant when p value < 0.05.

Results

During the 3-year study period, there
were 20 emergency peripartum hysterec-
tomies identified among 51.121 deliveries
(rate of 0.3/1000 deliveries).

The mean maternal age of study group
was 32.745.5 years (range 20-45 years).
The mean gestational age was 37.4+2.8
weeks (range 32-42 weeks), with a mean
birth weight 3150 + 749.2 g(range 1800-
4200g). There were 2(10%) nulliparous
women, the remaining 18(90%) were
multiparous.

The most common indication for emer

gency peripartum hysterectomy were pla-
centa accreta 12/20 (60%), 9/12 (45%)
with praevia. Followed by uterine atony
in 4/20(20%), uterine rupture in 2/20
(10%), extended cervical tear in 1/20(5%)
and retro peritoneal haematoma in
1/20(5%). (Table I).

Fifteen women (75%) were delivered by
caesarean section. All reported women
with placenta accreta found to be asso-
ciated with the caesarean deliveries ex-
cept one woman (8.3%) with no history
of previous caesarean section had placen-
ta accrete, it was reported in a grandmul-
tipara with a placenta previa. Whereas
3/12(25%) women with previous one cae-
sarean section and 8/12(66.7%) with two
or more previous caesarean section were
found to have placenta accreta.(Table II).
The intraoperative and postoperative
complications are listed in (Table III).
Urinary bladder injury was reported
among two women (10%) and adnexal
bleeding was reported in only one patient
(5%). Febrile morbidity was the most
common postoperative complications, it
was estimated in 12 (60%) women, fol-
lowed by the urinary tract infection in
10(50%) women, wound infection in
2(10%) & coagulopathy in 1 (5%).

There were 14(70%) subtotal and 6(30%)
total abdominal hysterectomies. A subtot-
al hysterectomy was performed for all
women with uterine atony and uterine
rupture. Eight women (57.1%) with pla-
centa accreta had subtotal abdominal hys-
terectomy, whereas 4 (66.6%) with pla-
centa accreta had total abdominal hyste-
rectomy. women with extended cervical
tear and retroperitoneal haematoma un-
derwent total abdominal hysterectomy.
The comparison between total and sub-
total abdominal hysterectomy are shown
in (Table IV). There were no statistical
differences in intra and post operative
complications between the two groups.
Tow women (33.3%) with intra operative
urinary bladder injury was reported
among those with total abdominal hyster-
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ectomy, while none of women underwent
subtotal abdominal hysterectomy found to
have urinary bladder injury. Only one
(7.14%) with adnexal bleeding was
reported among those who underwent
subtotal abdominal hysterectomy, whe-
reas none of women underwent subtotal
abdominal hysterectomy found to have
adnexal bleeding post operative febrile
morbidity was recorded among 8(57.1%)
women who had subtotal hysterectomy in
comparison to 5(83.3%) patient who had
total abdominal hysterectomy. Other
postoperative complications were record-
ed among 9 (64.2%) women who under-
went subtotal hysterectomy in compari-
son to 5(66.6%) women with total abdo-
minal hysterectomy .

The mean number of postoperative hos-
pitalization days was 9.5+2.3 days (range
7-15 days) (Table V).

All women required blood transfusion.
The mean number of blood units transfu-
sion was 4.2+2.3 unit (range 2-7units)
(Table VI).

The comparison between multiparous
and nulliparous women are shown in (Ta-
ble VII). The multiparous women were
significantly older and of lesser gesta-
tional age. Twelve multiparous women
(66.7%) found to have placenta accreta,
whereas none of nulliparous women
found to have placenta accreta Uterine
atony was reported in all nulliparous
women 2(100%) compared with 2
(11.1%) multiparous women. The differ-
ence was statistically non significant.
Three multiparous (16.6%) found to have
Intraopeartive complication whereas none
of nulliparous women found to have
Intraopeartive complications, the differ-
ence was statistically non significant.
Postoperative complications were re-
ported in 11(61.1%) multiparous women
in comparison to 2 (100%) nulliparous.
The difference was statistically non sig-
nificant. There were no statistical differ-
ence in the number of women receiving
blood transfusion in both groups. There

were no maternal death was reported
among study groups.

Discussion

Early studies on peripartum hysterectomy
included hysterectomies done for non
ergent conditions, and between 1950 and
the last 1970s caesarean hysterectomy
was most commonly used for steriliza-
tion, defective uterine scar, myoma,and
other gynecologic disorders'>". Since the
1980s indications for peripartum hyste-
rectomy have been restricted to ergent
situations™?.

Over a three years study period,20 peri-
partum hysterectomy were identified in
51.121 deliveries for a rate of 0.3/1000
deliveries .This rate is lower than that of
Stanco et al’ & Zelop et al’ who reported
a rate of 1.3/1000 & 1.5/1000 respective-
ly. This could be due to difference in
population profiles.

It is found that placenta accrete (60%) to
be the most common indication for peri-
partum hysterectomy. This finding is in
contrast to that reported by Clark et al*
who reported uterine atony (43%) to be
the most common cause of emergency
peripartum hysterectomies followed by
placenta accrete (30%) from 1978 to
1982 . However stanco et al’ studied the
same population from 1985 to 1990 and
found that placenta accrete (50%) had
become the most frequent cause with ute-
rine atony accounting for (21%) of cases.
Similarly Zelope et al’ found placenta
accrete (64%) and uterine atony (20%)
the most common reasons for emergency
peripartum hysterectomy.Why has pla-
centa accrete become the most common
cause for emergency peripartum hyste-
rectomy? Firstly, it may be attributed to
the increase in caesarean births over the
past two decades'® Secondly, it may be a
result of better treatment of uterine atony
with prostaglandine preparations decreas-
ing the need for hysterectomy. Also we
found that patients with placenta praevia
underwent caesarean de-
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livery are at increased risk for peripartum
hysterectomy with highest risk being for
those who had a repeated caesarean
section. This finding is in agreement to
that of Clark €'’ who identified 5% of
women with placenta praevia and un-
scarred uterus had placenta accreta and,
increased to 67% in women with praevia
and four previous deliveries Recently,
Miller et al'* reported a general incidence
of 10% of placenta previa. The incidence
of placenta accrete was 2.1% in women
with no previous cesarean delivery, whe-
reas it was 38% in women with two or
more caesarean deliveries and complete
placenta praevia. This may be explained
that uterine scarring prevent normal im-
plantation of placenta and increase the
incidence of placenta accreta. Sonogra-
phy, color flow Doppler, and magnetic
resonance imaging are useful in identify-
ing placenta accrete/percreta. Women
with placenta previa and previous caesa-
rean section may benefit from sonograph-
ic and color Doppler evaluations. Mag-
netic resonance imaging is useful in as-
sessing bladder involvement and posterior
and lateral uterine wall involvement when
the placenta is posterior. If the combina-
tion of risk factors and imaging findings
is  highly suggestive of placenta
accreta, then, a caesarean hysterectomy
should be planned, as there is reduced
maternal morbidity and mortality when
done electively”'.

Also it is found that uterine atony (20%)
was the second causative factor for peri-
partum hysterectomy. Our finding are in
contrast to Clark®® who reported uterine
atony (43%) to be the common cause of
emergency peripartum  hysterectomy.
This may be explained by an active man-
agement of third stage of labour and im-
provement in the treatment of uterine ato-
ny with uterotonic agent in our center. In
our study we reporter that rupture uterus
account for(10%). This finding is in con-
trast to that of Chestnut'® who found that
the major indication for the procedure

was uterine rupture followed by uterine
atony and placenta accreta.

Peripartum hysterectomy considered a
major cause of morbidity and mortality.
Bladder injury were found in two cases
(10%) were with previous caesarean sec-
tion. This is in agreement with Zelop
CM° who found that bladder injury were
found in 3 cases (11%), two of whom
were with previous caesarean section.
Urological injuries may be related to scar-
ring and secondary obliteration of vesico
uterine space following previous caesa-
rean. There were high incidence of infec-
tious morbidity were (50%) due to uri-
nary tract injury this may be explained by
many factors (obstructed or prolonged
labour, manipulation during surgery, uri-
nary catheterization.

This study reported 70% of hysterecto-
mies were subtotal. This finding is in
agreement to Elana et al' who reported
80% of their hysterectomies were subtot-
al, and in contrast to Zelop et al’ who re-
ported 21% of their hysterectomies were
subtotal.

Should a subtotal hysterectomy be per-
formed for emergency peripartum hyste-
rectomy? In our study we found no sig-
nificant difference in the indications and
number of blood transfusion when total
and subtotal procedures were compared.
However, there was a trend for more intra
and postoperative complications in the
total abdominal hysterectomy group. The
earlier literatures support the performance
of a total abdominal hysterectomy for
reduction in potential cervical stump
malignancy, need for regular cytology,
and other problems such as bleeding or
discharge'®"”. Some authors have
recommended a total abdominal hyste-
rectomy to be certain of achieving ho-
meostasis®.

Recent studies and guidelines have sug-
gested that subtotal abdominal hysterect-
omy is preferable operation because of
lower degree of hemorrhage and speed of
operation®>**. It should be a reasonable
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Bas J Surg, September, 15, 2009



Emergency peripartum hysterectomy: experience at basrah maternity and children hospital

Haifa Al-Shaheen

alternative to total abdominal hysterecto-
my when an emergent peripartum hyste-
rectomy is being performed.

Peripartum hysterectomy 1is associated
with extensive blood loss and need for a
high number of transfusions™***
found that the incidence of blood transfu-
sion was 100% in emergency caesarean
hysterectomy. This is in agreement to that
of Sherman et al*. It could be caused by
spending too much time trying to avoid
hysterectomy in using pharmacological
and surgical modalities®’ or due to bad
homodynamic status of the patients espe-
cially for ones referred from other hospit-
als.

This study showed that the chance of oc-
currence of emergency peripartum hyste-
rectomy is higher in multiparous women
(90%). This may be explained by that
multiparous women are more liable for
obstetric & medical complications which
subsequently carry the risk of peripartum
hysterectomy. Other finding in our study,
all nulliparous women who underwent
emergency peripartum hysterectomy were
found to have uterine atony, while pla-
centa accreta was found the common in-

Table I: Indications for Emerg
Indications

Placenta accreta
with praevia
without praevia

dication in multiparous women. This is in
contrast to Babinszki et al*® who found
uterine atony more common in multipar-
ous.

There was no maternal mortality in this
study. This finding is in agreement to that
of Faisal et al*’, Langdana et al** and in
contrast to Zorlu et al’® and Shava et
al’'who were reported mortality rates of
4.5% and 5.1% respectively. This result
may explained by our patients had regular
antenatal care with early identification of
high risk women who are more liable for
post partum hemorrhage, It is concluded
that placenta accreta has become the most
common indication for emergency peri-
partum hysterectomy and their incidence
increase with increase number of caesa-
rean section.

This study recommend early identifica-
tion of patients at risk of peripartum hys-
terectomy. These patients should advised
to deliver in a fully equipped hospital,
with a well trained staff and experienced
obstetricians in performing peripartum
hysterectomy and in addition to the avail-
ability of blood bank services.

Uterine atony
Uterine atony only
Praevia without accreta

Rupture uterus

Extended cervical tear

Retroperitoneal haematoma

Total

Data are expressed in numbers and percentages.
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Table II: Route of delivery of women with Emer penc

No. of patient with associated
Route of dellvery placenta accreta (%)

Normal vaginal delivery

With intact uterus.

With scared uterus.

Caesarean section:

No history of caesarean delivery.
Previous one scar.

Previous > 2 scars.

Total

1(8-3%)
3(25%)
8(66.7%)

12(100%)

Data are expressed in numbers and percentages.

Table III: Intra operative and post operative complications in studied women
underwent Emergency peripartum hysterectomy.

Intra operative complications
Urinary tract injury

Urinary bladder injury.
Ureteric injury.

Adenxal bleeding

Post operative compactions.
Febrile morbidity

Urinary tract infection
Wound infection
Coagulopathy

Data are expressed in numbers and percentages

Table IV: Comparison of total and subtotal Emergenc

Subtotal hyste- Total
rectom (%

Hysterectomy (%)
Number 14(70%) 6(30%)

M

Indications

Placenta accreta
Rupture uterus
Uterine atony

Previa without accreta
Extended cervical tear
Retro peritoneal haematoma 0 1(16.6)
0 1(16.6)

8(57.1) 4(66.6)
2(14.2) 0
4(28.5) 0
2(14.2) 0

Intraopeartive complications
Urinary bladder injury 0

2(33.3)

Adnexal bleeding
Postoperative febrile morbidity
Other complications

Blood transfusion

1(7.14%)
8(57.1%)
9(64.2%)
14(100%)

0
5(83.3%)
5(66.6%)
6(100)%

The difference was statistically not significant( NS )
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Data are expressed in numbers and percentages.

Table VI: Quantity of blood units transfused

Data are expressed in numbers and percentages.

Table VII: Comparison of multiparous and nulliparous woman underwent Emer-
gency peripartum hysterectomy

T e [r ]
18 2

Number
Maternal age (year) 33.6 4.9 2414
Gestotional age (week) 37.2+£29 39.5£0.7
Indication
Placenta accreta. 12(66.6%)
Uterine atony only. 2(11.1%) 0

Preiva without accreta. 2(11.1%) 2(100%)
Blood transfusion 17(94.4%) 2(100%)

Intraoperative complications 3(16.6%) 0
Postoperative complications 11(61.1%) 2(100%)

Data are expressed in numbers, percentages and mean
S = significant NS = non significant
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