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Intro.

Obstetrics is “ a bloody business." 

Death from hemorrhage still remains a leading cause of 

maternal mortality.

Most deliveries are attended by non-skilled persons, 

often at home, and poorly functioning health systems.

Skilled care with a functional health system has made a 

difference.



Leading causes of maternal mortality:

Regional  estimates for sub - Saharan Africa





EPB:
Bleeding  before viability (Upper limit of 28 weeks 
often used).

Differential dignosis

Abortion

Hydatidiform mole

Ectopic pregnancy

Dysfunctional uterine bleeding

Coincidental causes – infections; neoplasms



ANTEPARTUM HEMORRHAGE.

Bleeding from female genital tract btn 28WOA 
to end of second stage of labour.

Major cause of maternal perinatal morbidity 
and mortality.

Antepartum hemorrhage occurs in 2% to 5% of 
all pregnancies.

≥50% of cases are due to either placenta 
previa or abruptio placentae.



Differential diagnosis of APH
 Obstetric 

Placenta 

Maternal blood 

Bloody show (benign) - most common cause of APH

Placental abruption - most common pathological cause

Placenta previa - second most common pathological cause

Vasa previa - often difficult to diagnose, frequently leads to fetal demise

Uterus 
Uterine rupture

 Non-obstetric 

Bleeding from the lower genital tract 

Cervical bleeding - cervicitis, cervical neoplasm, cervical polyp

Bleeding from the vagina itself - trauma, neoplasm

Bleeding that may be confused with vaginal bleeding 

Haemorrhoids, inflammatory bowel disease
Urinary tract bleed - urinary tract infection

http://en.wikipedia.org/wiki/Bloody_show
http://en.wikipedia.org/wiki/Placental_abruption
http://en.wikipedia.org/wiki/Pathology
http://en.wikipedia.org/wiki/Placenta_previa
http://en.wikipedia.org/wiki/Vasa_previa
http://en.wikipedia.org/wiki/Uterine_rupture
http://en.wikipedia.org/wiki/Cervicitis
http://en.wikipedia.org/wiki/Cervical_neoplasm
http://en.wikipedia.org/wiki/Cervical_polyp
http://en.wikipedia.org/wiki/Hemorrhoid
http://en.wikipedia.org/wiki/Inflammatory_bowel_disease
http://en.wikipedia.org/wiki/Urinary_tract
http://en.wikipedia.org/wiki/Urinary_tract_infection


Placenta Previa
Placental edge covers or lies near the cervix 

Classification: 

 Total:         entirely covers the os

 Partial:       partially covers the os

 Marginal:   close enough to the os to increase risk of bleeding as cervical effacement and dilatation occur

 Low-lying placenta

*Transvaginal ultrasound is the preferred diagnostic method



CLINICAL FEATURES
Painless bright red  p/v bleeding.

Uterus is non tender and soft.

Presenting part usually high.

Foetus usually still alive and Mother stable.

Foetal parts easily palpable.

Bleeding usually occurs in later part of third trimester.



Management
Depend on

1. The amount of uterine bleeding

2. The duration of pregnancy

3. Viability and status of the fetus

4. The presentation, position and station of the fetus

5. The status of the cervix and whether or not labour has 

begun 



Ct’n
At less than 37 weeks:

Admit to hospital; do not discharge even if bleeding 
stops.

Check hemoglobin (Hb) level and clotting profiles  

Ensure that blood is available for transfusion

Ultrasound scan

Perform cesarean section if bleeding does not stop

Tocolisis and steroids 



Ct’n
At 37 weeks or more:

If, on ultrasound scan, the placenta covers the cervix, 
perform cesarean section.

If the placenta does not cover the cervix, and there is 
no bleeding, rupture the membranes and induce 
labour.

Cesarean section for placenta previa may cause 
massive hemorrhage and should be performed by 
experienced doctor or consultant obstetricians 



COMPLICATIONS

Maternal h’ge and shock.

Foetal Distress.

IUFD.

Neonatal anaemia.

Postoperative complications.



ABRUPTIO PLACENTAE

Premature placental separation before delivery of the 

foetus.

A/c for ≈30% of APH. ≈50% occur before onset of 

labour. 

≈50% of severe AP are a/w hypertensive preg.

Occurs in 3 forms: -Revealed

-Concealed

-Mixed.



CLINICAL FEATURES

Painful  P/V Bleeding – dark coloured, non-

clotting blood.

Hypertonic uterus.

Usually normal foetal presentation.

Foetal distress or absent foetal tones.

Hypovolaemic shock.



3 Grades of Patient presentation are met:        

a) Grade 1 (Mild).

b) Grade 2 (Moderate).

c) Grade 3 (Severe).

¶ Grading depends on level of:

-Bleeding.

-Maternal condition.

-foetal heart rate.

-Uterine tone and size.

-Abdominal tenderness.



O/E
General physical examination ( may be present signs of 

shock)
Shock and anaemia out of proportion to apparent blood 

loss
May have coagulopathy
The uterus is hard and tender and its not relax
SFH is more than that expected for GA
The fetal part is difficult to palpated
The fetal heart is usually absent or there is fetal distress
Usually normal presentation



Management of abruptio placentae

An Abruptio placenta is strongly associated with pre-eclampsia: 
the BP may be normal or high even in the presence of clinical 
shock. Proteinuria is an indicator of underlying pre-eclampsia 
with abruptio placenta.

 If the fetus is alive:

With expected weight 1 Kg or more, perform emergency 
cesarean section, unless delivery is imminent (cervix 9 cm 
dilated or more).

For baby weighing less than 1Kg, rupture of membranes and 
augment labour with oxytocin. Monitor blood loss carefully



If the fetus is dead;
Give fluids to maintain a systolic BP of at least 100mmHg 

Take blood for cross-match, CBC, clotting profile and serum 
urea and creatinine

Blood transfusion ( 2-4 units) will probably be necessary, with 
fresh frozen plasma if there is a clotting disorder.

 Insert an indwelling urinary catheter and monitor hourly urine 
output

Rupture the membranes and augment labour with oxytocin

Give analgesia using morphine 15 mg IM 4 hourly if necessary 



Postpartum Haemorrhage

It is a leading cause of maternal death all over the world

It remains a serious complication of childbirth in both 

developed and developing countries.

Occurs in 10% to 15% of women giving birth in 

developing countries and results in death in 2% of women

 The most common cause of PPH is uterine atony.



POSTPARTUM   

HEMORRHAGE

I. Traditional Definition

Blood loss of  > 500 mL following vaginal delivery

Blood loss of  > 1000 mL following cesarean delivery.

II. Functional Definition

Any blood loss that has the potential to produce or 
produces hemodynamic instability

Bleeding from the genital tract  at any time after the 

second stage of labour up to six weeks postpartum.



Classification:

Primary: Occurring within 24 hours.

(also called early)

Secondary: Occurring between  24 hours to 42 days. (also called late/delayed)



4 T TRAUMA
(Soft Birth Canal)

THROMBIN
(coagulation defects)

TISSUE
(retained product 

of conception)

TONE
(uterine atony)

POSTPARTUM HAEMORRHAGE



RISK FACTORS OF UTERINE ATONY

 Prolonged labour

 Retained placental fragments and 

membranes

 Over distended uterus(Polyhydramnios, 

multiple pregnancy)

 Full bladder

 Anesthetics e.g. Halothane

 Grand Multiparity

 Uterine fibroids

 Incomplete separation of placenta

 Use of traditional herbs

 Anaemia

 APH

 Previous PPH

 Trauma to the genital tract

 Perineal

 Vaginal

 Cervical

 Uterine

 Bleeding disorders

 DIC

 Haemoglobinopathies

 Others

 Uterine Inversion

 Precipitate labor



 Laceration: perineum, vaginal, cervical. 
 Incision: episiotomy, cesarean section
 Uterine rupture

Etiology and Risk Factors

TRAUMA: Soft Birth Canal

TISSUE: Retained product of conception.

 Clots 

 Cotyledon

Membranes

 Retained placenta: normally or abnormally attached 

(Placenta acreta)



Etiology and Risk Factors

 Congenital bleeding disorders

 Acquired bleeding disorders (  HELLP syndrome, 

abruption placenta, IUFD, AFE, Sepsis

TROMBIN: coagulation defects



Shock Signs or Symptoms
Eyes Dull

Breathing Fast , Shallow

Pulse Weak, Fast

Skin Cold, Clammy

Blood Pressure Low

GIT Nausea, Vomiting, Thirst

CNS Anxious, Restless, Weak

Late Signs Confused, Low urine output



MANAGEMENT Stop bleeding

SIMULTANEOUSLY

Communication

Resuscitation

Monitoring and 

investigation

Arresting 

bleeding



Management steps-emergency 

treatment
Call for help

Rub the uterus to encourage 

contraction

Empty bladder -leave in 

dwelling catheter

Oxytocin 10 iu im or 

ergometrine 0.5mg stat

 IV line, infuse with 

crystalloids

Give 20 units oxytocin in 1 litre

N/saline run at 30drops/minute

Grouping, x-matching, Hb, 

hematocrit

Coagulation profile

Placenta-CCT

Remove clots

Misosprostol

Examine placenta for 

completeness 



Controlled Cord Traction.(CCT)



Management Steps.

 IF BLEEDING CONTINUES

Check if placenta is complete, if 
retained remove manually

Examine cervix, vagina for tears 
and repair them

 IF BLEEDING CONTINUES

Bimanual compression

Aortic compression





Still Unresponsive??
 TAMPONADE TECHNIQUES

Gauze       May not be effective for uterine bleeding

 Infiltration of placental bed with vasoconstrictors

Condom tamponade

 LAPAROTOMY-conservative -Vessel ligation  (uterine ,  ovarian , hypogastric )

 Uterine  -- Vertical full thickness sutures 

- Compression Suture (B-Lynch) 1997

- Modified B-Lynch (Hayman ) 2002                        

 Hysterectomy 

 EMBOLIZATION



Subsequent treatment

Keep monitoring-

Warmth

Review previous management

Continue IV fluids and bladder drainage

Broad spectrum antibiotics

Correct anaemia

Maintain accurate records

 Inform relatives of treatment modalities

Counsel mother- what has been done and long term 

consequences **



2° PPH
 Predisposing factor

Placental site sub-involution

Retained POC

Hereditary coagulopathy

Preexisting uterine pathology ( submucous fibroids, carcinoma of the 

cervix)

Puerperal sepsis

Ruptured Uterus

 Differential diagnosis

Rectal bleeding

Haematuria

Choriocarcinoma



Assessment
Direct observation

Signs and Symptoms of shock

General condition of mother

Investigate:-

Hemoglobin, group and x-match blood

Urinalysis-protein, sugar and acetone

HVS/CX swab



Management of 2° PPH
Emergency treatment

IV infusion- large bore cannula,  NS or Lactated 
Ringers

Remove any visible  or palpable products 

Oxytocics

+/-Transfusion 

IV antibiotics

? Consult/refer



Further management
Arrange for EUA

POC- evacuate

Perforation- laparatomy

Correct anaemia

Nursing care

Follow up




