
Postpartum 
Hysterectomy



 Hysterectomy may be necessary – decision 
made by Consultant Obstetrician and will 
be dependent on site and severity of the 
rupture, the extent of the bleeding and the 
ease of control.

 All efforts to be made to save the uterus

 However hysterectomy becomes essential 
in cases of-
› Irregular rupture with friable edges

› Lateral extensions

› Highly infected uterus

› Less experienced obstetrician



 Haste is required only briefly at the beginning of each 
operative segment.

 Efforts at speed that replace careful surgical technique 
court disaster. 

 The surgeon should strive for steady, deliberate progress 
through the successive steps of the operation.

 Basic steps remains the same

 The uterine vessels are significantly enlarged in 
pregnancy, and care must be taken in isolating or 
skeletonizing them

 Special care if placenta acreta spectrum (PSA)



 Proper consent and explain the possibility in high risk 
patient.

 Adequate blood arrangement

 Prophylactic antibiotics

 Arrange for general anaesthesia

 Multidisciplinary team consisting of obstetrician, 
obstetric anaesthesiologist,urologist, vascular surgeons 
and interventional radiologist.

 Appropriate instrumentation should be available.

 Post operative care 

OBSTETRICS HDU



 Caesarean hysterectomy has always 

been a nightmare scenario for most 

obstetricians. Because it is relatively rare 

event, 

 the experience of most Obstetricians is 

not great enough to justify doing it 

independently or even to allow juniors to 

do it on their own
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1.After closure of hysterotomy, uterus is 
exteriorized, round ligaments are divided, 

retroperitoneal space dissected parallel to ureters 

and pelvic side wall vessels, utero‐ovarian 

ligaments are divided bilaterally:Posterior vaginal 
fornix exposed with sponge stick into vagina and 

opened transversely below cervicovaginal

junction

2.Vagina circumscribed with clamps, divided and 

ligated

3.Ureters identified, dissected, and preserved 

though anterior bladder pillar
4.Cervix grasped, pulled up behind uterus
5.Cardinal ligaments, uterosacrals, and bladder 

pillars are sequentially divided

6.Vesicouterine space is developed until bladder 

detached from anterior aspect of uterus or 

Table 4. Novel techniques for cesarean hysterectomy in patients with placenta accreta spectrum (PAS) disorders

5.4.3 Planned delayed hysterectomy

https://obgyn.onlinelibrary.wiley.com/doi/full/10.1002/ijgo.12409

