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ABSTRACT

The objective of this study was to determine tligdéence, indications, associated socio-demographigables,
type of surgery and maternofetal outcomes of enmesgperipartum hysterectomy (EPH).A retrospectinalygsis of
all patients whohad emergency peripartum hysteragtbetween®1December 2008 and 3December 2013 at the
Federal Medical Centre(FMC) Umuahia was undertakeformation on socio-demographic variables, indioas
for EPH, type of hysterectomy performed, cadre wfi@ons, maternal and fetal outcomes were extraaied
evaluated from case files. There were 9,478 deéiseand 36 emergency peripartum hysterectomies$jirwihe
study period, giving a rate of 3.8% or 4 in 1000ivkies. The mean age of patients who had EPH \8ére: 3.1
years. Majority (52.7%) were of low parity. Most3(8%) were unbooked. Uterine rupture was the legdin
indication (69.4%) for EPH. Majority (80.6%) of tipatients had subtotal abdominal hysterectomythdIpatients
had blood transfusion. The commonest postoperatiméidities were anaemia (69.4%), pyrexia (50%) amalind
sepsis (25%). Case fatality rate was 8.3%.In abesg the cause of death was related to acute riepaly and
disseminated intravascular coagulation (DIC). Theripatal mortality was high (61.1%).Uterine ruptuveas the
leading indication for EPH in this study. Antenatare booking, identification of high risk casearlg referral,
prompt resuscitation, quick surgical interventioy kn experienced surgeon as well as involvementhef
haemotologist and nephrologist at an early stage aitical to reducing the incidence, morbidity anrtality of
EPH in our centre.
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INTRODUCTION

Emergency Peripartum Hysterectomy (EPH) is a safgicocedure which is often performed, as a lasbnte
usually in life-threatening situations at the timievaginal or caesarean delivery or in the immediabstpartum
period to avert maternal dedifi. In no other obstetric surgery is the surgeonsnmuch a dilemma as when
deciding to embark on emergency peripartum hystene¢. On one hand, it is the last resort to save a wesriide
and on the other hand, her reproductive capablisacrificed*® This is particularly more challenging when the
decision to perform emergency peripartum hysteragtes in a young woman with low parity especialty our
society where large family size is the nofrh.
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Furthermore, the unplanned nature of the surgéwy,need to perform it expeditiously and the lesstideal
condition of the patient, especially after acuteodl loss, increase the risk of intra-operative podtoperative
complications including maternal de®thLittle wonder then, this procedure has been desdras the riskiest and
most dramatic operation in contemporary obstet?it’

The procedure of EPH was originally proposed byephsCavallini. However, the first documented caeemar
hysterectomy was performed in North America by kor&torer in 1869, then by EdvardoParro in ItalylB76 and
by Lawson Tait in UK*>*'2 Since then, emergency peripartum hysterectomybasme an indispensable part of
the obstetrician’s armamentaridr.

The incidence of emergency peripartum hysterectoaries worldwide with highest rates reported ineleping
countries.™*? Indications for emergency peripartum hysterectorayehcontinued to change with the passage of
time. #**'°|n earlier reports, the major indications wererin rupture and uterine aton{****> Contemporary
data suggest that the vast majority of emergenagipadum hysterectomy occurs in the setting of abvad
placentation (placenta praevia and accreta) agedoigith massive obstetric haemorrhatfe:***"*®rhis is thought

to be mainly due to the rising rate of caesareaticses.*%*"*®

The maternity unit of the Federal Medical Centre udima serves as a referral centre for the entate sind
neighbouring Imo, Ebonyi, Rivers and Akwalbom Stafehe place of this important procedure in obistgtractice
in the Federal Medical Centre Umuahia has not Istedied. Hence, this review aims to determine tioédence,
indications and outcomes of emergency peripartustengctomy at the Federal Medical Centre Umuahids |
hoped that the recommendations that will emanate fhis study will help reduce the incidence angrowve the
outcome of the procedure in our centre.

MATERIALS AND METHODS

This was a retrospective study conducted at theaBeyent of Obstetrics and Gynaecology, Federal M#dientre,
Umuahia in the Southeast geopolitical zone of N&gefhe folder numbers of all women who underweRHE
between T December 2008 and 3December, 2013 were collected from the wards aatemity theatre. The
folders were subsequently retrieved from the médieaords department. Information on socio-demolgi@ap
variables, indications for EPH, type of hysterecyoperformed, cadre of surgeon and maternal outcome

extracted using a specially designed data form.d&ita were analyzed using simple proportion, ratetables.

Permission to conduct this study was obtained ftbenHealth Research and Ethical Committee (HREChef
Federal Medical Centre, Umuahia.

RESULTS

During the period under study, there were a tot#,478 deliveries and 36 emergency peripartumdrgstomies
giving a rate of 3.8% or 4 in 1000 deliveries.

The patients’ ages ranged from 22-42 years witreamof 31 + 3.1 years. Majority (75.0%) were betw26 and
35 years of age. The mean parity was 2.2 + 0.9.tidasents (52.7%) were of low paritgd) while 13.9% were
grandmultiparae. About 63.9% (23) were unbookedendmly 30.6% had tertiary education. Majority &%) were
housewives and unskilled workers.
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Table 1: Socio-demographic characteristics

Age range Frequency| Percentage (%) N=3¢
21-25 3 8.3
26-30 13 36.1
31-35 14 38.9
36-4C 5 13.¢

>40 1 2.8
Range 22-42 years; mean = 31 + 3.1 years
Parity Freguency Percentage
1 12 33.3
2 7 19.4
3 6 16.7
4 2 5.€
>5 5 13.9
Not recorded 4 11.1
Range =1-7;, mean=2.2 + 0.9
Booking status Frequency Percentage
Bookec 13 36.1
Unbooket 23 63.¢
Educational status | Frequency Percentage
No formal 5 13.8
Primary 7 194
Secondary 9 25
Tertiary 11 30.€
Not recorde 4 11.1
Occupation Frequency Percentage
Housewife 14 38.9
Unskilled 11 30.6
Skilled 8 22.2
Profession 3 8.2

Table 2: Indications for EPH

Indications Frequency | Percentage|
Extensive uterine rupture 25 69.4
Uterine atony with intractable PPH* 8 33.3
Placenta praevia and morbidly adherent placenta 3 3 8

*= postpartum haemorrhage

The commonest indication (69.4%) for EPH was extenaterine rupture. Abnormal placentation constitithe
least indication (8.3%) for EPH.

Table 3: Mode of delivery

Mode of delivery Frequency | Percentage
Vaginal delivery 3 8.3
Caesarean section 8 22.2
Laparotomy for ruptured uterus 25 69.4

Table 3 shows that only 8.3% of the women had \&gielivery. About 22.2% (8) had elective (2) amdeegency
(6) caesarean sections for a variety of indicatidvigjority 69.4% (25) had ruptured uterus from prajed
obstructed labour (8), labour after previous c/y (f@judicious use of oxytocics(5), fundal pressamed other
manipulations (4) and domestic trauma (1).
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Table 4: Intraoperative findings

Types of surgery | Frequency| Percentage (%). N=36
TAH* 7 19.4%
STH** 29 80.6%

EBL Frequency Percentage
50C-100( 3 8.2
1000-1500 10 27.8
1500-2000 12 33.3

>2000 11 30.6

Blood transfusion | Frequency Percentage

> units 9 25
3-5 units 16 44.4
6-9 units 6 16.7
> 10 units 5 13.9

Cadre of Surgeon | Frequency Percentage

Consultant 34 94.4

Others 2 5.6

Perinatal outcome | Frequency Percentagt

No asphyxii 3 8.2

Mild asphyxia 4 11.1

Severe asphyxia 7 19.4

Stillbirth 22 61.1

*= total abdominal hysterectomy

**=gsubtotal hysterectomy

Sub-total hysterectomy was performed in majority.§86) of cases. There was more than 2 litres ahagtd blood
loss in 30.6% of cases. All cases had blood traimsguwhile majority (44.4%) received 3-5 units ¢dddd. Notably,
13.9% had more than 10 units of blood. Only 5.6%hef surgeries were performed by senior regispargipal
medical officers. The perinatal outcomes were pdtajority (61.1%) had stillbirths from complicatisrof the
primary indication for surgery.

Table 5: Postoperative complications

Complication Frequency | Percentage (%)

Anaemia 25 69.4
Pyrexia 18 50
Septicaemi 4 11.1
Wound seps 9 25
Burst abdomen 2 5.6
Heart failure 2 5.6
Pulmonary oedema 2 5.6
Chest infection 7 19.4
Disseminated intravascular coagulopi 4 11.1
Ureteric/Bladder injur 3 8.2
Acute kidney injury 4 111
llleus 6 16.7
Mortality 4 111

The complications related to the procedure werevehio 5. There was multiple postoperative morbéatitand these
included anaemia (69.4%), pyrexia (50%), wound isef25%) and chest infection (19.4%). There weraaternal
deaths from EPH and a total of 104 maternal dedtingg the period under review. EPH contributed?3.@) of
the 104 maternal deaths during the period undeewevihe case fatality rate was 8.3%. The causeteath were
irreversible shock with disseminated intravascuatzagulopathy (4) and acute kidney injury (4).

Table 6: Duration of hospitalization

Duration (days) | Frequency | Percentage (%)
<7 5 13.9
7-10 9 25
10-14 17 47.2
>15 5 13.9
Range = 5-23 days; mean = 10.2 + 3.1 days
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The modal range of hospitalization was 10-14 daisout 13.9% were hospitalized beyond 2 weeks due to
postoperative complications.

DISCUSSION

The incidence of emergency peripartum hysterectontiiis study was 4 per 1000 deliveries. This fegig higher
than the rates of 0. 2 to 2.7 per 1000 deliverigmrted from developed countrifs*?° It is however comparable

to rates reported in other studies from developimgntries which range from 2 to 9 per 1000 birt{s?%- 1516

The difference in incidence between developed awtldping countries can be explained by the diffees in the
level and the acceptance of obstetric care by matim the two region$®®. Unlike the scenario in developing
countries, high uptake of family planning and otrteservices in developed countries have resuitedow
incidence of obstructed labour as well as rupturggtus and therefore low incidence of emergencyppgum
hysterectomy in that population. In developing daes, including Nigeria, many deliveries are coctgd outside
orthodox health facilities by unskilled birth attkmts and in communities with a high prevalencesiffactors for
primary postpartum haemorrhage such as multiplgranecies, grandmultiparity and obstructed labowmfr
cephalopelvic disproportio>6°

The mean age of women that had EPH varied in diffiestudies. The mean age of 31 + 3.1 years inr¢vigw is
similar to that in some reports but higher thanrtean age in othefs” perhaps reflecting the average age of the
obstetric population in our study centre. It wolddem that most women delay marriage and subseguentl
childbearing for educational attainment and camensuit ®**'° This is in contrast to the predominant Muslim
Northern Nigeria where women tend to marry eany’

Majority (52.7%) of the patients in this study wesklow parity (para 1 and 2) which is at variangith most
studies**>"*® but is in agreement with findings from Uyo, So®huth Nigeria® and Iran'®. Sadly, this goes to
highlight the adverse reproductive health effeeimaval of the uterus has on these patients, phatigun an
environment such as ours where a high premiumasepl on childbearing. The loss of reproductive ipigdé in
such women with low parity could result in maritisharmony, divorce, psychological disorders andlinwegal
issues.

The relatively high rate of unbooked women (65.96bhis study is similar to observations from Sakpano®,
Uyo®, llorin 7, Nnewi'® and Pakistart’. Several studies from developing countries, inicigdNigeria, have shown
poor maternal and perinatal outcome in women witddabtain antenatal care and are only broughh&hospital
when obstetric complications arf5é* Given that the likelihood that a woman would adha health professional
for antenatal care increases as the woman’s ednedtievel rises?, the high prevalence of unbooked patients in
this review was paradoxically surprising as moemnthalf (55.6%) of the women in this study weracaded up to
secondary or tertiary level. However, certain stadirom southern Nigeria have revealed the reasdryseven
educated women tend to seek antenatal care inhautmx places??%*

The high rate of unbooked women in this review meaplain why extensive uterine rupture, a markeipobr
obstetric care, was the commonest indication (69 #%EPH in this study. This was followed by uteriatony and
then abnormal placentation (placenta praevia amdets). Worldwide, abnormal placentation has enteridpe
leading indication for EPH. This has been corrotsatay reports from some Nigerian centres includimgwi, *®
Aba®, and Lago$®. The prominence of abnormal placentation as aication for EPH globally is due to the rising
caesarean section ratgg>12131920

Majority (80.6%) of the patients in this study hadbtotal abdominal hysterectomy (STH). This wasbpbty
because most of the patients in this review wetditnfor prolonged anaesthesia. The cervix andipalpos are not
usually involved as the source of haemorrhage afid 8 often adequate to achieve haemostdsis Subtotal
hysterectomy has been shown to be safer, fasteeasidr to perform with reduced risk of intra-opieeablood loss
and other complications”**?! In addition, in patients with uterine rupture, iath constituted the most common
indication for EPH in this review, subtotal hysteimny is associated with less postoperative manpisince the
infected and torn organ is removédThis predominance of STH as the procedure ofcgh@i this review is in
consonance with findings from both local and in&tional series®’*'?! The future risk of cervical stump
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carcinoma is low (0-1.15%) and in our centre whengtine screening of cervical cancer has becomtgiahe
reproductive health services provided, its feaethiced.

Total abdominal hysterectomy (TAH) should howevsr,considered for intractable bleeding from plazextcreta
in the lower uterus or when active bleeding ocdtom the lower uterine segment as the cervical dhraof uterine
artery may remain intaé'® This probably was the case for the remaining %9cf the patients that had total
abdominal hysterectomy.

In this study, all the patients had blood transfosiThe high rate of blood transfusion is in agreetwith other
studies™™. The importance of efficient blood transfusionviees cannot be overemphasiZédMost unbooked
patients in our region are anaemic at term, prelsg¢atafter uterine rupture or antepartum haemgetend there

may occasionally be level 3 delays for a multipyicif factors'*22428:29

Reported maternal morbidity rate for EPH is in tder of 26.5%-31.5%%. Anaemia, pyrexia and wound sepsis
were the commonest morbidities in this study aseanh other Nigerian studie$>®°°1°3%Thijs is because the
leading indication for EPH in this review was uberirupture. Complications of severe haemorrhagehagédrds of
subsequent multiple blood transfusions includingséiminated intravascular coagulation (DIC) and eacenal
shutdown were observed in this study. A very stigkiinding was the observation that all the pasehat died had
acute renal injury and disseminated intravascubagalation (DIC). Again, most patients who survivgzent 10-
14days in the hospital while those who did not sendied within 24hrs.

The case fatality rate in this study was 8.3%. Tikigar from figures of less than 0.1% reportedd&veloped
countries. It is noteworthy that this high casealit rate was greatly influenced by the leadingid¢ation for
emergency peripartum hysterectomy in this reviewctvivas ruptured uterus. However, the case fatafi§.3% in
this study is lower than 10.8% in Soktt3.3% in Kand, 31% in Nnewi, 23.6% in Aba, 14.3% in Uyo, 20.086 i
Calabar and 19% in South Africa. The reason fa thwer case fatality rate following EPH in our tenhas not
been elucidated in this study. Nevertheless it prabable that the policy of aggressive resuscitatiat is practised
in our centre, early involvement of a senior obyatisn in EPH, and early recourse to a functiongmsive care unit
could have resulted in the disparity.

The high perinatal mortality recorded in this stwdgs also found in other series from developingntdes. This
was because most of the uterine ruptures occuureside the hospital, were often extensive with cletgpextrusion
of fetus and placenta into the peritoneal cavity.

CONCLUSION

In contrast to the emerging global trend, the llegdindication for emergency peripartum hysterectamgur centre
is uterine rupture. Paradoxically, EPH was caroetl mostly on mothers of low parity who were though be

immune to uterine rupture with bleak reproductivélaok for these women. These findings go to higftlithe

dangers unbooked pregnant women face in the hahdasilled healthcare providers practicing in thodox

settings. This undoubtedly underscores the neegublic enlightenment campaigns aimed at increasisgiumber
of women receiving antenatal care and giving kimtbelivery facilities supervised by skilled can®yiders. Timely
identification of high-risk cases, interlinked riteaship between different levels of healthcardiingons, prompt
referral with backup system and government ledishato discourage operation of unlicensed materndgnes in
our locality are other measures that will reduceititidence of preventable causes of periparturtergstomy such
as uterine rupture and poorly managed uterine atony

Given that all the patients who did not surviveeattmergency peripartum hysterectomy in this cenliezd within
24 hours from complication of DIC and acute remiiriy, early involvement of haematologists and nefugists
may aid in lowering the case fatality rate of EPH.
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