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Abstract

Postpartum hemorrhage is an acute life threatening
condition, immediate management is life saving. Medical
treatment with uterotonics and surgical correction of bleeding,
replacement of plasma component to reverse coagulopathy and
red cell transfusion to maintain tissue oxygenation are the
basic aims of management of Primary Postpartum
Hemorrhage this is followed by retrospective Study During
2007.
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Introduction

Postpartum hemorrhage (PPH) is the leading cause of
maternal mortality. All women who carry a pregnancy beyond
20 weeks‘ gestation are at risk for PPH and its sequelae.
Although maternal mortality rates have declined greatly in the
developed world, PPH remains a leading cause of maternal
mortality elsewhere (John Smith & Ronald et al., 2012).

Postpartum hemorrhage, the loss of more than 500 mL
of blood after delivery, occurs in up to 18 percent of births and
IS the most common maternal morbidity in developed
countries. Although risk factors and preventive strategies are
clearly documented, not all cases are expected or avoidable
ACOG Committee Opinion 2007)

Etiology PPH has many potential causes, but the most
common, by a wide margin, is uterine atony, ie, failure of the
uterus to contract and retract following delivery of the baby.
PPH in a previous pregnancy is a major risk factor and every
effort should be made to determine its severity and cause. In a
recent randomized trial in the United States, birthweight, labor
induction and augmentation, chorioamnionitis, magnesium
sulfate use, and previous PPH were all positively associated
with increased risk of PPH. (John Smith & Ronald et al.,
2012).
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Risk factors for postpartum hemorrhage include a
prolonged third stage of labour, multiple delivery, episiotomy,
fetal macrosomia, and history of postpartum hemorrhage.
However, postpartum hemorrhage also occurs in women with
no risk factors, so physicians must be prepared to manage this
condition at every delivery. Strategies for minimizing the
effects of postpartum hemorrhage include identifying and
correcting anemia before delivery, being aware of the mother's
beliefs about blood transfusions, and eliminating routine
episiotomy. Reexamination of the patient's vital signs and
vaginal flow before leaving the delivery area may help detect
slow, steady bleeding (Anderson and Etches.,2007).

Complication from postpartum hemorrhage include
orthostatic hypotension, anemia, and fatigue, which may make
maternal care of the newborn more difficult. Post-partum
anemia increases the risk of post-partum depression. Blood
transfusion may be necessary and carries associated risks. In
the most severe cases, hemorrhagic shock may lead to anterior
pituitary ischemia with delay or failure of lactation (i.e.,
postpartum pituitary necrosis). Occult myocardial ischemia,
dilutional coagulopathy, and death also may occur. Delayed
postpartum hemorrhage, bleeding after 24 hours as a result of
sloughing of the placental eschar or retained placental
fragments, also can occur. (John R Smith & Ronald et al.,
2012).
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Thefirst-line treatment of postpartum hemorrhage
includes the administration of uterotonics. If these agents fail
to stop contractions and bleeding, a tamponade can be
effective. If the tamponade does not provide an adequate
response, physicians should perform an exploratory
laparotomy (a midline vertical incision to the abdomen is
preferred because it provides the best possible exposure).
There are several methods for controlling continued bleeding,
including uterine curettage, uterine artery ligation,
BLynchsuture, hypogastric artery ligation, rupture repair, and
hysterectomy [](Janice & Duncan Etches,A F P. 2007)

O future fertility, uterus-conserving treatments include
uterine packing or tamponade procedures, B-lynch uterine
compression sutures, artery ligation, and uterine artery
embolization [J(Janice & Duncan Etches,A F P. 2007)
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Aim of the work

To review what has been published about post partum
haemorrahge conserning aetiology, diagnosis, prevention and
management. Special attention will be given to recent
advances in the treatment,e.g, use of misoprostol, the BLynch
surgical technique and Hayman modifications for this
technique, stepwise devascularisation and arteraial
embolotherapy, also to decrease the incidence of primary post
partum hemorrhage. This is followed by retrospective study of
primary post partum haemorrhage during 2007 in emergency
department in kaser EI-Aini hospital.
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Definition Etiology and Risk Factors

Primary postpartum hemorrhage

Primary postpartum haemorrhage (PPH) is loss of blood
estimated to be >500 ml, from the genital tract, within 24
hours of delivery (the most common obstetric haemorrhage).

- Minor PPH is estimated blood loss of up to 1000mls.
- Major PPH is any estimated blood loss over 1000 mls
(Rogers., Wood. etal., 2012)

Traditionally, primary postpartum hemorrhage (PPH) is
defined as bleedingfrom the genital tract of 500 ml or more in
the first 24 hours following the delivery of the baby.
Alternative cut-off levels of 600ml, 1000 ml, 1500 ml,and a
substantial fall in the haematocrit or the need for blood
transfusion have also been suggested.

Under estimation of blood loss following delivery is a
common problem. The diagnosis is usually made subjectively
and many cases remain undetected. Primary PPH with a loss
greater than 1000 ml occurs in one to five percent of vaginal
deliveries in high-income countries (Mousa & Alfirevic,
2007).

Blood loss exceeding 1,000 ml is considered
physiologically significant and can result in hemodynamic
instability. Even with appropriate management, approximately
3 percent of vaginal deliveries will result in severe postpartum
hemorrhage. It is the most common maternal morbidity in
developed countries and a major cause of death worldwide
(Anderson and Etches., 2007).
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Aetiology

Postpartum hemorrhage is the consequence of excessive
bleeding from the placental implantation site, trauma to the
genital tract and adjacent structures, or both Table (1) uterine
atony, degrees of retained placenta including placenta accreta
and its variants and genital tract laceration account for most
cases of postpartum hemorrhage.

Table (1): Predisposing Factors and Causes of immediate

PPH.
Process |Etiology Risk Factors
Tone Uterus over-distension | Multiple pregnancy
Macrosonua
Polyhydrammios
Fetal abnormalities e.g.
severe
hydrocephalus
Uterine muscle fatigue | Prolonged/precipitate labour,
esp.
if stimulated High panty (20-
fold
increased risk) Previous
pregnancy with PPH
Uterme-infection/ Prolonged PROM
chorioamnionitis Fever.
Uterine Fibroid uterus
distortion/abnormality | Placenta previa
Uterme relaxing drugs | Anesthetic drugs. mifedipine.
NSAIDs. beta-mimetics,
MgS04
Retained |Retamned Incomplete  placenta  at
placenta | placenta/membranes delivery.
Abnormal placenta- | especially=24weeks.
succinturiate / Previous uterine surgery.
accessory lobe Abnormal  placenta on
ultrasound.




