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ABSTRACT... Objectives: To describe the associated risk factor for primary Postpartum Hemorrhage (PPH) and
its severity with increasing parity and duration of labour. Design: It was a descriptive study. Place and duration of
study: The Department of Obstetrics & Gynecology (Unit Il) of Bahawal Victoria Hospital, Bahawalpur from January
2004 to December 2004. Patient and method: Fifty patients with primary postpartum hemorrhage were included in
this study. Data was collected from the patients through a structured proforma. The variable studied were parity,
duration of labour and risk factors for primary PPH. The results were statistically analyzed, chi-square test was applied
to find out the significance of parity and duration of labour and their relationship with severity of PPH. Simple
percentages were used to find associated risk factor for primary PPH. Results: The frequency of primary PPH in
primary para was 24% (12 patients) and in multi para was 76%(38 patients). Severity of PPH increased with increasing
parity (P<.05). After merging the variable of parity severity of PPH increased in patients with prolonged labour in
normally delivered patients (P<.05). As for as risk factors are concerned 60% had uterine atony while 16% got cervical
tear and the same number had retained placenta, 8% had preneal tear, Uterine inversion was seen in 6%, 4%
presented with polyhydrominos, same with placenta previa type-1. 4% had vaginal laceration, 2% had DIC and 2%
had abruptio placenta. Conclusion: The result of the study revealed a number of associated risk factors for primary
PPH and proved the relationship of its severity with increasing parity and duration of labour. Duration of labour had a
significant relationship with PPH even in Primipara.
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INTRODUCTION

Postpartum Hemorrhage, excessive bleeding from
genital tract after delivery of child is divided into primary
PPH, which is a blood loss>500ml with in first 24 hours
after child birth and secondary postpartum hemorrhage
which is excessive loss at any time after 1* day to 42
days of peurparium. Postpartum Hemorrhage is a major
cause of maternal morbidity and mortality both in
industrialized' and non industrialized countries®’.

There are two major categories of PPH.
1 Atonic — 90%*°°.
2 Traumatic 10% due to damage to genital tract’.

Atonic type hemorrhage is common in a uterus that is
over stretched by multiple fetuses, polyphydramnios, or
a big baby or one with multiple fibroids, induced or
augmented labour especially when becomes prolonged
is a clear association. Trauma and retained placenta,
placenta previa and coagulopathies are rare causes®.
There may be a combination of more than one factor in
one patient.

Postpartum hemorrhage is an acute life threatening
condition, immediate management s life saving. Medical
treatment with utrotonic and surgical correction of
bleeding, replacement of plasma component to reverse
coagulopathy and red cell to maintain tissue oxygenation
are the basic aims of management®. The objective of this
study was to describe the associated risk factors with
primary postpartum hemorrhage and assess its severity
with change in parity, duration of labour etc.

MATERIAL AND METHODS

This study wad conducted in Unit-Il of Obst. & Gynae
Department of Bahawal Victoria Hospital, Bahawalpur
from January 2004 to December 2004, on an average
1500 deliveries/year occurs in this unit.

Total of 50 patients went into primary postpartum
hemorrhage after vaginal delivery throughout this period.
The data was collected on pre-designed questioners
regarding their parity, duration of labour and severity of
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postpartum hemorrhage. The results obtained were
statistically analyzed and chi-square test was used to
find out the significance. Data was presented in the form
of tables for parity, duration of labour and risk factors.

OPERATIONAL DEFINITION
Mild Postpartum Hemorrhages:
When blood loss is 500ml to 700ml.

Moderate Postpartum Hemorrhages:
When blood loss is 700ml to 1000ml.

Sever Postpartum Hemorrhages:
When blood loss is more than 1000ml.

RESULTS

A total of 50 patients with postpartum hemorrhage were
studied. The frequency of postpartum hemorrhage
primary para was 24%(12) and in multipara 76%(38)
Table | . Severity of postpartum hemorrhage was divided
into 3 categoriesi.e. Mild, Moderate and Sever. Severity
of postpartum hemorrhage increased with increasing
parity (P<.05) Table II. After merging the variable of
parity severity of postpartum hemorrhage increased in
patients with prolonged labour in normally delivered
patients (P<.05), Table IIl.

Table-I. Parity

No. of pts %age
Primipara 12 24%
Multipara 38 76%
Total 50 100%

Table-ll. Parity and severity of postpartum hemorrhage

Mild Moderate Severe Total
Primipara 7(14%) 1(2%) 4(8%) 12(24%)
Multipara 9(18%) 21(42%) 8(16%) 38(76%)
Total 16(32%) 22(4%) 12(24%) | 50(100%)

P < .05 Significant.
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Table-lll. Duration of labour and severity of pph after
merger of parity in normally delivered patients

Mild Moderate | Severe Total
Normal 11(28%) | 11(28%) 1(3%) 23(59%)
Prolonged 2(5%) 8(21%) 6(15%) 16(41%)
Total 13(33%) | 19(49%) | 7(18%) | 39*(100%)

P< .05, * 11 patients had gone under C-Section

Table IV. Associated factors of postpartum hemorrhage

Primary Multi Total

(n=12)% (n=38) % (n=50) %
Atony 4(33%) 2(68%) 30(60%)
Cervical tear 1(12%) 7(18.5%) 8(16%)
Retained 4(33.3%) 4(10.5%) 8(16%)
placenta
Polyhydreminos 2(5.25%) 2(4%)
Abruptio placenta 1(2.6%) 1(2%)
Placenta previa 2(16.7%) - 2(4%)
Uterine inversion 3(25%) - 3(6%)
Perineal tear 1(12%) 3(7.8%) 4(8%)
D/C - 1(2.6%) 1(2%)
Vaginal 1(12%) 1(2.6%) 2(4%)
laceration

Multiple responses were present.

When associated factors of postpartum hemorrhage
were considered one patient had more than one factor
so multiple response was considered. The most frequent
association was found to be with atony of uterus 60%,
while 16% had cervical tear and 16% had retained
placenta, 8% had perineal tear, 6% had uterine
inversion, 4% were having polyhyderaminos, 4% with
placenta previa and same with vaginal laceration. 2%
had abruptio placenta and DIC (Table IV).
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DISCUSSION

Postpartum hemorrhage remained an important cause
for maternal morbidity and mortality both in industrialized
and non-industrialized countries®. It contributed to 4-11%
of maternal mortality"?.

In Saudia Arabia, South Africa, China and Turkey the
leading cause of maternal mortality remained primary
postpartum hemorrhage and accounts for 25-43% of all
maternal death""",

This study was carried out in view, that associated
factors with primary postpartum hemorrhage and its
severity with increasing parity & duration of labour be
assessed. So that maternal morbidity and mortality due
to it could be reduced. 1500 vaginal deliveries were
undertaken in the unit during the period of study. 50
patients went into primary postpartum hemorrhage. A
large proportion of the patients (76 %) were multipara and
it was seen that severity of postpartum hemorrhage
increased with increasing parity. This was comparable
with studies done in Saudia Arabia'*" Table I.

The incidence and severity of postpartum hemorrhage
increased as the duration of labour increased both in
primis and multipara. In this study 15% of patients with
prolonged labour had severe postpartum hemorrhage,
while only 3% of patients with normal duration of labour
had postpartum hemorrhage. This goes with results of
a study published in southern journal™ Table II.

|dentified risk factors for PPH in the study were uterine
atony 60% (a major contributing risk factor). As for as
trauma to genital tract was concerned 16%, 8% & 4%,
patients had cervical tear, perineal tear and vaginal
laceration respectively, while retained placenta was seen
in 16% of patients. It correlates with the findings of
others**®. Acute inversion of Uterus was observed in 6%,
4% had type-l placenta previa, similar percentage for
PPH was also contributed by polyhydriaminos. This
association was also seen in a study™ (Table-IV).

Coagulopathy is a rare cause for PPH, only 2% had DIC
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& similar results were also seen due to abruptio placenta,
it correlates with the finding of a study”.

CONCLUSION

The results of this study revealed a number of potential
risk factors for postpartum hemorrhage. Efforts to
reduce the incidence of postpartum hemorrhage should
not only be directed at proper management of labour but
also training of health care worker at early referral of
patients with prolonged labour. Our findings confirm the
importance of previously recognized factors.

REFERENCES

1.

Kwast BE. Postpartum hemorrhage: its contribution to
maternal mortality. Midwifery 1991; 7:64-70.

Berg CL, Atrash HK, Koonin LM, Tucker M, pregnancy-
related mortality in the united states, 1987-90. Obstet
Gynecol 1996;88:161-7.

Grimes DA. The morbidity and mortality of pregnancy:
still a risky business. Am J Obstet Gynecol 1994; 170:
1489-94.

Hayashi R. Postpartum hemorrhage. In Quenan JT
(ed). Managing OB/GYN Emergencies, 2™ ed, New
Jersey: Medical Economic Books, 1983; 156.

Doran JR, O’'Brien SA, Randall SA, Randall JA Repeated
postpartum hemorrhage. Obstet and Gynecol 1955;
5:186-92.

Stories RW, Paterson CM, Sauders NJ. Risk Factors for
major obstetrics hemorrhage. European journal of
Obstetrics, Gynecol and Reproductive Biology 1993;
48:15-8.

Steinberg LH, Goodfellow C, Rankin L. Spontaneous
rupture of the uterine artery in pregnancy. British
Journal of Obstet and Gynaecol 1993; 100:184.

Professional Med J Sep 2007; 14(3): 378-381.

8.

381

Mclintock C. postpartum haemorrhage. Thombs res.
2005; 115:65-8.

Tuner RA, Erkaya S, Sipnahi T, Kutlar I. Maternal
mortality in a maternity hospital in turkey. Acta
Obstetricia Gynecologica Scandinavica 1995; 74: 604-6.

Meshari A, Chattopadhyay SK, Younes B, Hassonah M.
Trends in maternal mortality in Saudi Arabia.
International Journal of Gynecol and Obstet 1996; 52:250-
322.

Spies CA, Bam RH, Cronje HS, Schoon MG. Maternal
deaths in Bloemfontein, South Africa: 1986-1992.
South African Medical Journal 1995; 85:753-5.

Martey NO, Djan JO, Twum S Browne ENL, Opoku SA.
Maternal Mortality due to hemorrhage in Ghana.
International of Gynecol and Obstet 1993; 42222: 237-41.

Babinszki A, Kerenyi T, Torok O, Grazi V, Lapinski RH,
Berkowitz RL. Division of Maternal Fetal Medicine,
Department of Obstetrics, Sinai School of Medicine,
New York, NY, USA. Am J Obstet Gynecol 1999; 181:
669-74.

Evaldson GR. Department of Obstetrics and
Gynecology, Huddinge University Hospital, Karolinska
Institute, Stockholm, Sweden. Gynecol Obstet Invest
1990; 30:217-23.

Mwambingu FT, Al Meshari AA, Akil A. Department of
Obstetrics and Gynaecology, King Abdul Aziz
University Hospital, College of Medicine, King Saud
University, Riyadh, Saudia Arabia. IntJ Gynecol Obstet
1998; 26: 355-9.

Magann, Everett F, Evans, Sharon PHD, Hutchinson,
Maureen RN etc. Postpartum Hemorrhage After Vaginal
Birth; An analysis of Risk Factors Southern Med 2005; 98:
419-22.




	Page 1
	Page 2
	Page 3
	Page 4

