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ABSTRACT 

Postpartum hemorrhage (PPH), is an excessive bleeding after giving birth, it is 

a major cause of maternal mortality and morbidity around the world. In the 

current era of obstetrics, emergency obstetric hysterectomy (EOH) is still a cru-

cial treatment that can save lives. This study was designed to determine causes, 

frequency, complications of emergency cesarean /obstetrical hysterectomy in 

Postpartum hemorrhage (PPH) in tertiary care hospital. All the patients gave 

birth during 4 years (i.e. 1January 2020- 31 December 2023) were included in 

this study. The obstetrical patients admitted were 13532, out of which 154 un-

derwent emergency hysterectomy. Their biodata, sign and symptoms, diagno-

sis, fluid/blood transfusion, morbidity, operative intervention, maternal mor-

tality, and follow up were taken on a proforma. The data thus taken was com-

piled and analyzed. The incidence of EOH was 11.4/1000 obstetrical cases, 

mostly (85.5%) were referral from elsewhere, while 20 (13.79%) were registered 

as booked who took proper antenatal care. Multipara (94%) was predominantly 

reported with post-partum hemorrhage (n=79, 51.29%). The maternal mortality 

was 15.59% (n= 19). Regular and scheduled antenatal care, early diagnosis, early 

referral, timely decision, blood transfusion with arrangement of surgery by an 

experienced obstetrician are crucial to justify EOH.  

KEY WARDS: Emergency obstetrical hysterectomy (EOH), PPH, Cesarean section, Postpartum hemorrhage.  

INTRODUCTION 

Postpartum hemorrhage (PPH), is an excessive bleeding after giving birth, it is a major cause of maternal 

mortality and morbidity all around the world. Worldwide, 27% of maternal fatalities are caused by postpar-

tum hemorrhage, which is defined as blood loss of at least 500 ml following delivery (1). Common reason of 

maternal morbidity and mortality, worldwide, where > 125000 women die of PPH annually, it is major cause 

of maternal death in United Kingdom. The incidence of PPH is 1.6% in Pakistan (2). More recent clinical 

investigations have shown that the incidence of PPH ≥500 mL is 33.7% in the UK and 22% in Australia (3). 

Postpartum hemorrhage is caused by the failure of the uterus to contract appropriately after birth. There are 

two types of postpartum hemorrhage, primary postpartum hemorrhage (PPPH) and secondary postpartum 

hemorrhage (4). Primary PPH is excessive vaginal loss of blood about 500 ml or 1000ml, or more during labor 

within 1 day. Secondary PPH is an excessive vaginal loss of blood after 1 day till 6 weeks after labor, it is 

usually caused by retained placenta, infection or placental polyp. It is also defined as blood loss leading to at 

least 10% loss of hematocrit after delivery (5). There are various risk factors associated with PPH such as ante 

partum hemorrhage, commonly associated factors include placental abruption, placenta previa and vasa 
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previa. Over distended uterus due to multiple pregnancies, polyhydramnios, macrosomia are also associated 

with PPH. Hypertensive disorders in pregnancy such as PIH, Pre-eclampsia, eclampsia are related factors in 

addition to prolonged labor, infection and obesity (6). Other causes of PPH include atonic uterus (i.e. most 

common cause seen in nearly 70% of PPH cases), genital tract lacerations, retained tissues of placenta, uterine 

inversion, uterine rupture, disseminated intravascular coagulation (4) are prominent alterations that can lead 

to PPH (7).  

There are various strategies for management of atonic uterus mediated PPH. It is managed through the call 

for help, inform Operation Theater, inform anesthetist, quick assessment of vitals, blood pressure, active 

management of third stage by injection oxytocin 10 IU I/M, 2 wide bore I/V line, fluid assessment, crystalloids 

(R/L) 1500 ml, send blood sample for investigation, blood arrangement, catheterize the bladder (empty blad-

der to allow uterus to contract and monitor I/O charting, Immediate Bimanual uterine pressure, start utero-

tonic, Oxytocin 20 IU in 500 ml N/S I/V infusion (no I/V bolus which may cause hypotension and cardiac 

arrest), Methergin 0.2mg I/V OR I/M (contraindicated in cardiac patients, preeclampsia, peripheral vascular 

disease). Causing vasoconstriction and sever uterine contraction, misoprostol 800 ug per rectum P/R (PGE1), 

carboprost (PGF2 Alpha) 0.25mg IM every 15 min for maximum of 8 doses. Also check if placenta is com-

pletely delivered or not, and check for genital tract lacerations, balloon tamponed 500 ml of saline in uterus 

ideally in OT if uterus still remains relax then surgical option should be considered (8,9). It is also treated as 

surgical method, as uterine compression, B-lynch, hayman, cho sutures, cervico-isthmo statures, bilateral 

uterine artery embolization, Internal iliac artery embolization (branch of anterior division of ii a, Bilateral 

ovarian artery embolization. Hysterectomy must be considered as the last option (10). 

The overall aim of our study was to determine causes, frequency, complications of emergency Cesarean /ob-

stetrical hysterectomy in postpartum hemorrhage along with maternal and perinatal mortality and morbid-

ity in a tertiary care set up. 

MATERIALS AND METHODS 

This was an observational prospective study conducted from 1st Jan 2020 to 31 Dec 2023, at the Department 

of Gynecology and Obstetrics, Sheikh Zayad women Hospital Larkana, Pakistan. The proforma filled the 

patients biodata i-e age, mode of admission, parity, status of registration during antenatal period, present 

complaints, detailed previous obstetrical history, gynecological history, pervious cesarean sections, antenatal 

risk factors, mode of delivery, assisted vaginal delivery use of drugs like induction/ augmentation of labor 

(prostaglandin, misoprostol, oxytocin), estimated of blood loss (preoperative, intraoperative, postoperative) 

need of blood transfusion, maternal complication and mortality were noticed. All EOH were preferred after 

28 weeks of pregnancy, prophylactic antibiotics, high-risk consents, and proper counseling. Data was ana-

lysed by using Statistical Package for Social Sciences (SPSS version 22). Data was calculated in frequencies 

and percentage.  

RESULTS 

A total of 13532 obstetrical cases were admitted during this research duration. Out of which 154 required  

EOH account with a frequency of 11.4/1000 subjects. Only 20 (13.79%) were booked. Referral subjects were 
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from private setup and basic health units, accounted for 80 (55.17%) subjects, while other referred from Ba-

luchistan and interior Sindh were 34 (23.44%), parity ranging 1-15, only 6 (3.89%) cases were Para 1-2, the 

remaining 148 (96.10%) being multipara.  

The commonest cause of EOH was uterine rupture found in 21 (13.63%) patients. The causes of placental 

origin were noticed in 20 (32%) causes PPH 79 (51.29%) as shown in Table I. The blood/ FFP/Platelet transfu-

sion were recorded to all the patients ranging from 4-10 units, FFP fresh frozen plasma 4-8, and platelet 

transfusion 4-8 units. Subtotal abdominal hysterectomies were done in 132 (84.71%), and total hysterectomies 

patient 22 (14.28%). The wound infection was seen in 19 (15.07%) patients and DIC occurred in 15 (11.90%) 

cases each after EOH . The rupture of urinary bladder was seen in 13 (10.31%) patients and bread ligament 

hematoma in 14 (11.11%) patients. Maternal mortality was 19 (15.90%) cases, while the rest 135 (87.66%) were 

discharged within 5 to 26 days. The number of intrauterine deaths 38 (24.67%), and the rest were alive births. 

Summary of the results is presented in Figure 1 and Table 1.   

 

Figure. 1: Causes of postpartum hemorrhage   

Table 1: Morbidity and mortality in women presenting with postpartum hemorrhage  

Complication                                                               No. of patients  % 

Febrile morbidity 13 10.31 

Disseminated Intravascular Coagulation 15 11.90 

Wound infection 19 15.07 

Urinary tract infection 12 9.52 

Broad ligament hematoma                                         14 11.11 

Urinary bladder rupture                                               13 10.31 

Repeat laparotomy 15 11.90 

Thromboembolism 06 4.76 

Mortality 19 15.90 

Anuria 06 4.76 

Other remain normal no complication                   26 20.63 
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DISCUSSION  

The frequency of emergency obstetric hysterectomy varies significantly between nations and even within 

institutions. Postpartum hemorrhage, is an excessive vaginal bleeding after giving birth, it is a major cause 

of maternal mortality and morbidity globally. Postpartum hemorrhage is caused by the failure of the uterus 

to contract appropriately after birth (11), the results of our study are also consistent with the available litera-

ture. An essential part of treating potentially fatal obstetric problems is the EOH. The 11.4/1000 was fre-

quency of EOH in the study, which is also consistent with previously reported studies (12). New surgical 

techniques, multidisciplinary approach, and utero tonic agents have declined the occurrence of EOH, though 

it still counts a lifesaving method in obstetric units. This is true and obviously that our unit linked to private 

and basic health units’ hospitals where most of cases are dealt by traditional birth attendant (TBAs), and lady 

health visitors and delayed referral result in a complicated condition of the pregnant women (13,14).  

More than 80,000 maternal fatalities occurred globally in 2015, and the present criteria is insufficient for iden-

tifying this significant cause of death in a timely manner (15). PPH is one of the prominent causes of maternal 

mortality and morbidity in developed and under developed countries. The recommendations for PPH care 

emphasize the need of early evaluation of coagulation abnormalities and PPH severity (16). Timely and in-

tensive care is essential for the well-being of mothers. Impaired hemostasis is indicative of the severity of the 

bleeding and can happen with severe PPH. After visual assessment, blood loss during PPH is consistently 

understated by around 50%–75%, with the amount of underestimating rising with blood loss volume (17). 

Acute obstetric coagulopathy can be a consequence of severe PPH and the mechanisms of this particular 

coagulopathy are not fully understood. They result from complex interactions between dilution, leakage into 

the bleeding flow, local consumption, and increased fibrinolysis (18). In some acute obstetric complications, 

such as abruptio placenta or amniotic fluid embolism, coagulopathy occurs at a very early stage and becomes 

the main cause of major PPH. The massive release from placenta, amniotic membranes, and amniotic fluid 

of both tissue factor, leading to important activation of coagulation, and pro-fibrinolytic molecules such as 

urokinase plasminogen activator may contribute to fibrinolysis and fibrinogenolysis (19, 20). 

A postpartum hemorrhage was a comments reason of EOH accordingly for 79 (51.29%) subjects, other au-

thors however noticed rupture of uterus as the commonest indication of EOH. In our study rupture uterus 

21 (13.63%), and APH antepartum hemorrhage placenta caused (placenta previa, Abruption placenta) were 

almost double (12.98% and 6.49%) respectively.  

Among placental origin causes were antepartum hemorrhage including placenta previa and abruption seen 

in 10 (16%) cases each. Most of these cases were due to placenta accrete followed pervious cesarean operation 

section and hypertensive disorder in pregnancy. In rare cases placenta accrete has increased as an emergency 

indication for hysterectomy (65%) (6). 

The broad ligament hematoma was responsible for 14 (11.11%), and uterine infection (p sepsis) were 19 

(15.07%) in cases of EOH, anuria and thromboembolism were same (n=6, 4.67%). The uterine infection and 

sepsis are rare or low ratio in developed countries due to proper sterilization, and following all tools of in-

fection prevention, and effective management of infection with good antibiotic cover (21). In this study, 19 

(15.90%) patients expired, disseminated intravascular coagulopathy was seen 15 (11.90%) patients due to 

placental cause which accrete, and infection. Other subjects also have recorded similar mortality rate 23.78%. 

The current research demonstrated that ruptured uterus, the primary rationale for peri-partum hysterec-

tomy, has a greater impact on neonatal death than the actual procedure.  
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CONCLUSION 

Due to problems associated to pregnancy and delivery, almost 800 women worldwide pass away every day, 

or one every two minutes (22). Postpartum hemorrhage is critical and it continues to be a clinically significant 

source of maternal morbidity and mortality around the globe. Reducing the necessity for an obstetric hyster-

ectomy can be achieved by early intervention, active labor management, and the identification of high-risk 

variables. They must act quickly and clearly, employing surgical skill to minimize complications. Our find-

ings with emergency Cesarean/obstetrical hysterectomy recommend the proper diagnosis, an experienced 

obstetrician should perform timely EOH, volume replacement by blood, fresh frozen plasma, and Platelet 

transfusion, blood bank should be within the premises of obstetrical emergency unit, Timely decision of EOH 

after PPH management, good program awareness with workshops. Timely identification and diagnosis can 

be useful in management along with reducing the rate of maternal morbidity and mortality 
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