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ARTICLE : REVIEW

Emergency Peripartum hysterectomy
A review of the current literature

ABSTRACT

Emergency peripartum hysterectomy (EPH) is one of the most risky 
operations performed in modern-day obstetrics1. This review aims to 
illustrate international trends in crude rates, indications, and the risk fac-
tors for EPH across several centres worldwide.

Rates of EPH have remained stable over time, and are reported at be-
tween 0.3 and 2.7 per 1000. The only centre which has reported data in 
two time periods noted no significant change in rates over time. 

The main indication for EPH has changed over time from uterine atony 
to uncontrolled placental site haemorrhage.   This has been attributed to 
the rising rate of caesarean section. The main risk factors for EPH are ab-
normal placentation, previous caesarean delivery and uterine curettage, 
increasing parity, and possibly caesarean section as the current mode of 
delivery. 

Studies looking at differences in outcomes found no distinction between 
women who underwent subtotal hysterectomy and those who under-
went total hysterectomy, although it is not clear why a decision for sub-
total hysterectomy was made.   Overall morbidity remains high at around 
50% for the majority of the studies. Mortality is rare. 

The consensus of studies supports further use of conservative manage-
ment to preserve the uterus.
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INTRODUCTION

Emergency peripartum hysterectomy (EPH) is a potentially life-saving 

procedure, usually performed when conservative measures to control 
haemorrhage have failed. EPH carries significant risks of mortality and 
clinically significant morbidity. It is one of the highest risk procedures 
performed in modern-day obstetrics.1

This review is a summary of international trends in EPH from the current 
literature. It compares crude rates, indications, and the risk factors for 
EPH across several centres worldwide.

Definition of EPH

EPH is defined as hysterectomy performed either at the time of delivery 
or in the immediate postpartum period, due to complications arising 
from the delivery.2-5 Hysterectomy planned prior to delivery is not con-
sidered EPH4,6-7. Studies have used varying definitions of the peripartum 
period; the majority define the immediate post-partum period as up 
to 24 hours after delivery.3,6,8-13 The majority of studies excluded cases 
where the gestation of the pregnancy was under 28 weeks.3,8,11,14

Rates of EPH

Rates of EPH are under three per cent of the population at risk in re-
viewed papers after 1992. However, most current series reported a rate 
of 0.3-0.7 per cent.2-4,8,10,12-13,15 Table 1 shows a range of rates of EPH 
across different countries from the largest studies reviewed.2-5,8-11,15-19 

There are no appreciable differences between rates of EPH in developed 
nations and developing ones.14,18-19 However, there were fluctuations in 
rates even within the same country. 9,11 

Many studies were performed at secondary and tertiary centres,3,6,10,14,18-20 
and did not include in their denominator, the number of deliveries in 
centres from which there were transfers. In one study, 14 such transfers 
accounted for 28.7 per cent of the total number of EPH performed. 
Some of the studies with the highest crude rates also had the longest 
post-partum time periods and the least exclusion criteria. 5,19

Two studies reviewed rates of EPH by year. 8,5 The Turkish study8 showed 
a decrease in the rates of EPH,  and suggested better obstetric care as 
the reason.   The US-based study showed no change in rates over time.5

Only one pair of studies compared rates in the same institution over 
different time periods. Clark et al7 had reported a rate of 1.02 per 1000, 
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(n=70) between 1978 and 1982, while Stanco et al reported a rate 
of 1.3 EPH per 1000 deliveries during 1985 to 1990.9 Although there 
appears to have been an increase in the rate of EPH, this difference was 
not statistically significant (chi-squared test p=0.10).

Indications

In the past, the most common indications for EPH had been uterine 
atony and uterine rupture.7,21 Recent literature shows uncontrollable 
haemorrhage due to morbidly adherent placenta (accreta; increta, or 
percreta) is the most common indication.2-3,5,9-11 Clark et al. had reported 
uterine atony as the most common indication in 19837, while Stanco et 
al. found placenta accreta was the main indication at the same institution, 
in 1993.9 

Several studies attribute this phenomenon to the rising incidence of 
caesarean sections and uterine curettage. 7,11 There is a strong associa-
tion in the literature between previous caesarean delivery and/or uterine 
curettage and placenta accreta.2,9,11-12,17,20 Moreover, management of 
uterine atony has improved through advancements in pharmacology 
(ie prostaglandins), reducing its incidence as the primary indication.5,11 
Studies stratifying by parity showed uterine atony as the main indica-
tion among primiparous women, 3,11 but accreta was the main indication 
amongst multiparous women.

Risk factors

The majority of recent studies suggest abnormal placentation is now the 
major risk factor for EPH.1,4-5,9,19,21 Several studies documented previous 
caesarean delivery and/or uterine curettage as an important risk factor.2-

3,4,9-11,13,15,19 Kastner et al. noted the increased incidence of abnormal 
placentation in women with previous caesarean delivery.11

Caesarean section as the current mode of delivery was also suggested as 
a risk factor.9,11,19 Two studies suggested the proximity of the operating 
theatre as a major reason,4,14 but did not compare delivery-to-decision 
times between modes of delivery, or adjust for associated abnormal 
placentation.4 Increasing parity was also noted as a risk factor. 5,17,18 

Morbidity and mortality

The majority of studies reported no maternal mortality.2-6,9-11,15 Mortality 
associated with EPH appears to be confined to developing nations.16,17,18 

Nevertheless, the overall morbidity remains high; postoperative com-
plications ranged from 43%2 to 65%.5 Rates of blood transfusions also 
remained high at around 90% for the majority of the studies. 1-5,8,10-12,17-

19,21-22 

Alternative management

Several methods of conservative management have been reported in 
the literature to address EPH indications. Tamponade procedures and 
the administration of oxytocics (syntocinon, ergometrine, syntometrine) 
and prostaglandin analogues may have decreased the rates of EPH due 
to uterine atony. Haemostatic suturing, oversewing of the placental site, 
uterine and internal iliac artery ligation, and arterial embolisation tech-
niques might reduce the incidence of EPH from placental site bleeding. 
The majority of studies advocated increased use of these ‘uterine saving’ 
procedures in order to reduce EPH rates. 1-2,4,5-6,9,11-14,17-18 

The time spent on alternative surgical manoeuvres may increase the risk 
of coagulation disturbance.12,18 However, rates of disseminated intravas-
cular coagulation reported are low.12 The majority of studies did not 
record delivery-to-decision intervals or measures of blood loss prior to 
making a decision to proceed to EPH. 

CONCLUSION

EPH remains a rare complication of delivery. Individual clinicians will 
consequently only see a handful in their practising years.  However, it is a 
high risk procedure for which clinicians need to be prepared and avoid 
if possible. To do this it is preferable to have much information about the 
risk factors and indications for EPH. 

Table 2: Rates of EPH reported in papers published since 1993

Abnormal placentation 
is now the major risk 

factor for EPH.
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As the rates of caesarean section continue to rise, it is likely that EPH 
will follow suit. Recent advances allow for delivery in a controlled fashion 
with immediate uterine artery embolisation available. The key to this 
approach is identification of women at risk of EPH, which pooled data 
can provide.  We are becoming increasingly aware that women with 
abnormal placentation need to be counselled carefully prior to delivery 
about the risk of EPH.
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