(e) ISSN Online: 2321-9599
Bhramaramba SM

ORIGINAL ARTICLE

(p) ISSN Print; 2348-6805

Assessment of cases of postpartum hemorrhage

S.Mallika Bhramaramba

Assistant Professor, Department of Obstetrics & Gynaecology, Santhiram Medical College & General Hospital,
Kurnool, Andhra Pradesh, India

ABSTRACT:

Background: Around 23% of maternal deaths globally are attributed to post-partum hemorrhage (PPH), which is also the
leading cause of maternal deaths across the Asian continent. The present study was conducted to assess cases of post-partum
hemorrhage. Materials & Methods: 75 cases of post-partum hemorrhage were selected and clinical characteristics were
assessed, including the age of the mother, her past pregnancies, the method of delivery, the main reason for the hemorrhage.
PPH risk factors were also noted. Results: Age group 20-30 years had 40, 30-40 years had 20 and >40 years had 15 patients.
The difference was significant (P< 0.05). Gravida was primi in 45, and multigravida in 30. The mode of delivery was vaginal
in 43, and LSCS in 32 patients. Risk factors were APH in 22, PIH in13, atonicity in 8, retained placenta in 12, prolonged
labour in 15 and infection in 5 cases. Complications were DIC in 6, anemia in 11, and others in 2 cases. The difference was
significant (P< 0.05). Conclusion: The most frequent risk factors for PPH were PIH, APH, and extended labor. Common

complications were DIC and anemia.
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INTRODUCTION

Around 23% of maternal deaths globally are attributed
to post-partum hemorrhage (PPH), which is also the
leading cause of maternal deaths across the Asian
continent. According to multiple studies, post-partum
hemorrhage is the most frequent direct cause of
maternal mortality and morbidity in India, accounting
for 25% of maternal deaths.® A woman experiences
post-partum hemorrhage if she loses 500 milliliters or
more of blood in the 24 hours following delivery. In
affluent nations, postpartum hemorrhage is a
relatively uncommon cause of maternal death (about
8%). i.e., compared to their developed counterparts,
pregnant women giving birth in underdeveloped
nations face a higher chance of dying during labor.
Thus, it appears that this is a preventable reason for
maternal deaths. 23

Researchers have applied transfusions of >10 red
blood cell (RBC) units within 24 hours, 50% blood
volume loss within 3 hours, or transfusions of >4
RBC units within 1 hour as criteria for MT, despite
the fact that there is no universally accepted
classification for the condition. Only in cases where
the parturient has lost more than 500 mL or 1000 mL
of blood may PPH be diagnosed. The fact that there is
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Table I Distribution of patients

currently no perfect way to determine exactly how
much blood has been lost is another barrier to
diagnosing PPH.> The most practical way of
estimating blood loss is visual estimation, which
underestimates blood loss by half. The Hb or HCT
method's effects are delayed since severe bleeding
may be the source of the blood.®The present study was
conducted to assess cases of post-partum hemorrhage.

MATERIALS & METHODS

The present study was conducted on75 cases of post-
partum hemorrhage.All patients were informed
regarding the study and their written consent was
obtained.

Data such as name, age, etc. was recorded.For every
patient, a comprehensive clinical examination was
conducted. Clinical characteristics were assessed,
including the age of the mother, her past pregnancies,
the method of delivery, the main reason for the
hemorrhage, the quantity of red cell concentrate units
transfused, and the results. PPH risk factors were also
noted.Results were tabulated and subjected to
statistical analysis. P value less than 0.05 was
considered significant.

Age group (Years) | Number | P value
21-30 40 0.05
31-40 20
>40 15

Table I shows that age group 20-30 years had 40, 30-40 years had 20 and >40 years had 15patients. The

difference was significant (P< 0.05).
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Table Il Assessment of parameters

Parameters Variables Number | P value

Gravida Primi 45 0.02
Multigravida 30

Mode of delivery Vaginal 43 0.05
LSCS 32

Risk factors APH 22 0.03
PIH 13
Atonicity 8
Retained placenta 12
Prolonged labour 15
Infection 5

Complications DIC 6 0.05
Anemia 11
Others 2

Table Il shows that gravida was primi in 45, and multigravida in 30. The mode of delivery was vaginal in 43,
and LSCS in 32 patients. Risk factors wereAPH in 22, PIH inl3, atonicity in 8, retained placenta in 12,
prolonged labour inl15 and infectionin 5 cases. Complications were DIC in 6, anemia in 11, and others in 2

cases. The difference was significant (P< 0.05).

DISCUSSION

The mortality rate from postpartum hemorrhage only
includes instances that were reported during hospital
delivery; policy makers are primarily interested in the
hidden or submerged component of the iceberg, which
represents total mortality and is the major cause of
maternal deaths.”® Although the majority of pregnant
mothers give birth in hospitals or at home with the
assistance of trained birth attendants, post-partum
hemorrhage is the most common direct cause of
maternal deaths. For this reason, active management
of the third stage of labor is necessary in all cases.®*
The present study was conducted to assess cases of
post-partum hemorrhage.

We found that age group 20-30 years had 40, 30-40
years had 20 and >40 years had 15 patients. In Devi et
al.'s investigation®, during a ten-year period, 106
women were found to have MT. Between the first
five-year group (2006—2010) and the second five-year
group, the MT percentage remained consistent.
Placental abnormalities, particularly placenta accreta,
showed an increasing tendency in the second 5-year
group compared to the first 5-year group (34% vs.
23%, x 2 = 188.26, P = 0.03), even though uterine
atony remained the primary cause of MT. Out of all
the causes of PPH, placenta accreta had the highest
hysterectomy rate (17/24), with twenty-four women
(23%) undergoing the procedure. There were no
recorded maternal deaths.

We observed that Gravida was primi in 45, and
multigravida in 30. The mode of delivery was vaginal
in 43, and LSCS in 32 patients. Risk factors were
APH in 22, PIH in13, atonicity in 8, retained placenta
in 12, prolonged labour in 15 and infection in 5 cases.
Complications were DIC in 6, anemia in 11, and
others in 2 cases.200 cases with a blood loss of 500
ml or more during vaginal delivery and 100 cases with
a blood loss of 1000 ml or more with caesarean
section were enrolled by Shaikh et al.!? The most
frequent risk factor for postpartum hemorrhage,

observed in 168 (84%) of the pregnant women, was
uterine atonicity. APH was observed in 45 (22.5%)
pregnant women, whereas PIH was observed in 74
(37%) pregnant women. Thirteen cases (8.5%) of PPH
were related to retained placental materials, and
twenty-eight (14%), to prolonged labor. Thirteen
(6.5%) occurrences of PPH were related to genital
tract injuries, while fourteen (7%) pregnant women
experienced large baby-induced PPH. Nine (4.5%)
pregnant women experienced PPH as a result of a
ruptured uterus, and nine (4.5%) of these cases were
related to multiparity. Five instances (2.5%) of PPH
were attributed to infections, and two cases (1%), to
uterine inversion.

CONCLUSION

Authors found that the most frequent risk factors for
PPH were PIH, APH, and extended labor. Common
complications were DIC and anemia.
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