Peripartum hysterectomy following vaginal and caesarean
delivery in a district general hospital in the UK
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Introduction

»Background: - Peripartum hysterectomy is defined as removal of the uterus during or within 24 hours »Background: o |
»G3P2 (previous normal vaginal deliveries) of delivery. >GZI?1 (previous emergency caesarean for failed induction of labour)
»Gestational Diabetes Mellitus (GDM) , managed by diet » It is performed as a life-saving procedure in cases of massive obstetric haemorrhage >Major placenta praevia o
»Estimated fetal weight on 97.5" centile not responding to any other medical or surgical interventions. >Estimated fetal weight on 50™ centile |
»Booked for induction of labour at 38+4/40 weeks gestation - This report presents two cases of peripartum hysterectomy, focusing on the different »Booked for elective caesarean section at 37+3/40 weeks gestation

Fetal bradycardia
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Ventouse delivery

U4

Rapid massive obstetric haemorrhage
~3.5 litres in room; medical management
started with Oxytocin, Carboprost etc

{

Examination under anaesthesia — atonic

uterus (particularly lower segment), no
vaginal/cervical tears. Bakri balloon inserted.
Blood transfusion ongoing.

U4

Ongoing bleeding — decision for
laparotomy. No haematomas noted.
Normal tubes and ovaries.

4

Ongoing bleeding and hypotension —
hysterectomy performed. Total estimated
blood loss 7.1 litres.

circumstances surrounding the events, risk factors and interventions employed.

» The leading causes for peripartum hysterectomy are uterine atony and abnormal
placentation

» Several other factors have been associated with increased risk of requiring a
peripartum hysterectomy, such as maternal age over 35, previous caesarean delivery
and parity greater than 3.

»In their guidance for obtaining consent for caesarean section specifically from pregnant
patients with placenta praevia, the RCOG note that the risk of emergency hysterectomy
can be up to 11 in 100 and the risk of further laparotomy following caesarean is 75 in
1000. These therefore constitute common/very common risks that patients should be
informed of in order to provide valid consent. In patients with placenta praevia and
previous caesarean section (such as the patient in case 2), the risk of emergency
hysterectomy increases to up to 27 in 100.

» The cases described highlight the risk of peripartum hysterectomy is present regardless
of mode of delivery, and emphasise the need for early recognition of the postpartum
haemorrhage, as well as prompt decision-making to save the patient’s life.
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Elective caesarean section

4

Major obstetric haemorrhage —
medical management, uterus closed in
2 layers, haemostasis initially achieved

{

Vaginal examination after caesarean
section: ongoing bleeding and clots —
Bakri balloon and vaginal pack inserted.
Estimated blood loss 4.5 litres
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Patient transferred to ward

{

Examination 1 hour after transfer to
ward — ongoing heavy bleeding.
Decision for return to theatre.
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Laparotomy — uncontrolled bleeding
from placental bed. Hysterectomy
performed. Total estimated blood loss
8 litres.
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