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ABSTRACT

Background: The aim of the study was to analyze the clinical profile, treatment modalities and outcome of patients
with massive obstetric haemorrhage.

Methods: All patients who delivered in the department of Obstetrics and Gynaecology PSG Institute of Medical
Sciences, Coimbatore between Jan 2012 to Dec 2012 were analyzed. There were 2339 deliveries in this period. Of
these there were 17 patients with serious obstetric haemorrhage who required blood transfusion giving an incidence of
0.73%. All the patients who fulfilled the criteria of massive obstetric haemorrhage were analyzed.

Results: Past Of the 2339 deliveries from Jan 2012 to Dec 2012 there were 17 patients with serious haemorrhage. Out
of these four patients who had massive obstetric haemorrhage are presented in this study.

Conclusions: Obstetric haemorrhage continues to be the leading cause of maternal mortality in India. Initial
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resuscitation with simultaneous identification of the cause and definitive treatment is important.

INTRODUCTION

Obstetric haemorrhage remains a significant cause of
maternal mortality and morbidity in spite of advances in
medical and surgical management and blood transfusion
facilities. WHO data indicates haemorrhage accounts for
35% of maternal deaths worldwide." Life threatening
haemorrhage occurs as frequently as 6.6 per 1000
deliveries’. Massive obstetric haemorrhage is variably
defined as: blood loss >1500 ml; a decrease in
haemoglobin >4 gm/dl; or acute transfusion requirement
>4 units.”* Obstetric haemorrhage is classified as
antepartum (APH); bleeding occurring after 24 weeks
gestation and before delivery, or postpartum (PPH).
Postpartum haemorrhage can be primary (within 24 hours
of delivery) or secondary (24 hours to six weeks after
delivery). The management of obstetric haemorrhage is
more challenging than haemorrhage in non-pregnant
patients. Signs of hypovolaemia occurs relatively late
because of physiological changes in pregnancy. The
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extent of intravascular volume deficit is not reflected by
visual estimates of vaginal bleeding. Clear and timely
communication between obstetric, anesthetic and
haematology services is vital to ensure optimal maternal
and fetal outcome. Interventions to evaluate and control
bleeding should be relatively aggressive.’ The decision to
perform a laparotomy or hysterectomy should be made
when other method of haemostasis have failed and not
delayed until control of maternal haemostasis and
cardiovascular stability has been lost.

Aim

To analyze the clinical profile, treatment modalities and
outcome of patients with massive obstetric haemorrhage.

METHODS

All patients who delivered in the department of Obstetrics
and Gynaecology PSG Institute of Medical Sciences,
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Coimbatore between Jan 2012 to Dec 2012 were
analyzed. This is a teaching hospital with referrals from
nursing homes as well as from the surrounding districts.
There were 2339 deliveries in this period. Of these there
were 17 patients with serious obstetric haemorrhage who
required blood transfusion giving an incidence of 0.73%.
Patients who required transfusion due to preexisting
anaemia were excluded. All the patients who fulfilled the
criteria of massive obstetric haemorrhage were analyzed.

RESULTS

Of the 2339 deliveries from Jan 2012 to Dec 2012 there
were 17 patients with serious haemorrhage and the causes
are shown in Table 1. Placenta accreta associated with
placenta previa is a condition of increasing clinical
significance.’

e Of these there were four patients who had massive
life threatening haemorrhage giving an incidence of
0.17%

e The age and parity of these patients is shown in
Table 2.

e Complications in the present
pregnancies are shown in Table 3.

and previous

Table 1: Analysis of cases of obstetrics haemorrhage.

‘ Causes of obstetric haemorrhage No. of ‘
L (asts

Placenta acreta — Caesarean hysterectomy done 3

B Lynch suture during LSCS for atonic PPH

Rupture uterus — laparotomy and rent closure

Antepartum haemorrhage

Retained placenta

Portal hypertension with PIH with
decompensated liver disease

Atonic PPH

Jaundice

RPINDNW P NN EFEIN

Amniotic fluid embolism

-
~

Total Cases

Table 2: Age and parity.

I Details  Case 1 Case 2 Case3 Case4 |

Table 3: Complications in the present and previous pregnancies

Married since 10

Age 3lyears 24years 32years 27 years
Parity & _ G2 P_l G3P1 G? P1LO
Gestatio G1 with L1 with L} Al with 33
nal age 37 weeks 21 weeks with26  weeks4
+ 1 day weeks days
Case 3 Case 4

| pregnancy: acute

Previous LSCS.

. . Previous LSCS.
Previous medical

Past obstetric history ():/gﬁ::se. ItliJOIn :Evlelz:s;tc;n é)f uterus abortion with profuse EI713aeby died at 2 years of
ption. g bleeding PV and shock. ge.
S - . Absent fetal movements
Complications in GI_DM on insulin. _ B_Ieedmg PV I PPROM for 2 days. USG: FH
current pregnancy Mild pre-eclampsia  trimester.

absent.

Course of labour/abortion
Case 1

Primi gravid with 37 weeks of gestation with GDM on
insulin. Labour was induced by PG E2 gel and oxytocin.
mmediately after delivery the patient developed
breathlessness and disorientation and massive DIC.
Patient was treated medically and transfused with more
than 10 units of blood and blood products. Due to
persistent haemorrhage inspite of medical treatment
patient was taken up for obstetric hysterectomy. In the
post op period patient died of massive DIC probably due
to amniotic fluid embolism.

Case 2

G2 P1 L1 with 21 weeks + 1 day gestation was admitted
with PPROM and profuse bleeding per vaginum. USG
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Showed anhydramnios and placenta covering the os Due
to continuing haemorrhage patient was posted for
hysterotomy. Placenta was adherent to lower uterine
segment during hysterotomy and it was removed
piecemeal. There was active bleeding from the lower
uterine segment. Medical measures as well as
conservative surgical methods were tried. Due to
continuing bleeding proceeded with hysterectomy. More
than 30 units of blood and blood products were
transfused.

Case 3

G3 P1 L1 Al with 26 weeks of gestation with previous
LSCS. Admitted with pain abdomen and draining PV.
Ultrasound showed Single live intra uterine fetus of 26
weeks gestation, estimated fetal weight 884gm. Placenta
was anterior. Amniotic fluid grossly reduced with
evidence of chorioamnionitis.  Patient developed
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spontaneous uterine contractions and expelled a still born Table 4: Oxytocics used.
fetus. Placenta was retained and there was massive Il

stage haemorrhage. Manual removal of placenta done Oxytocics
under GA. Hemoglobin dropped to 7gm/dl. Blood loss used

Case 1 Case2 Case3 Case4d

more than 1500 ml. 8 units of blood products transfused. 8);3i/:s<))C|n 10420420 20 20420 20+10
Case 4 Ergometrine
3 3 1 1
G2 P1 LO with 33 ks+4d i ith i AATE)
witl weeks + 4 days gestation with previous

LSCS admitted with absent fetal movements. LS 4 > ! !

Misoprostol 800 600 g 800ug 600pg
Ultrasound confirmed intrauterine death with Spalding’s
sign. Liquor grossly reduced. Labour was induced and ] o
she delivered a dead born fetus. Patient had massive 11l Table 5: Summary of investigations of all cases.
stage haemorrhage with retained placenta and she was —
shifted to the operation theatre for manual removal of Investigati  ~. .1 case2  Case3  Case4
placenta under GA. Placenta was adherent with — SEASEEEEEEEEEEEE——
velamentous insertion of cord. Uterus was atonic after Hb 7 gm/dl 48 gm/dl  7.1gm/dl 8.1 gm/dl
placental r_emoval. U$G showed mtapt uterus. Patient was Platelets 168,000 142000 140000 162,000
treated with oxytocics and 22 size Foley’s catheter PT 26.6 sec 159sec  19.9 sec
inserted into the uterus and bulb distended with 100 ml of INR 5 5'5 >150 sec 1 2'8 1 7'1
(s)aflLrllgov&/atfcr)dv:jlztlgP;r;/\r/;iurse;rgoved after 24 hours. 6 units APTT 71.8 sec >23 247 sec 494 sec

P ' cibrinogen <43 250 127

Summary of treatment mg/dl mg/dl mg/dl mg/dl

Hb 7 gm/di 4.8gm/dl  7.1gm/dl 8.1 gm/dl

Table 6: Summary of serial investigations of case 2.

Investigations 6 hrs later

Hb 59 gm/dl 4.8 gm/dl 9.7gm/dl - 11.5 gm/dI
Platelets 2,69,000 1,42,000 44,000 43,000 46,000

PT 13.9sec  >150 sec 23.3 sec 20.4 sec 21.8

INR 1.09sec  >23 2.08 1.76 1.92
APTT - > 150 sec 37.8 sec - -
Fibrinogen - <43 mg/dl 142 mg/dl - -

Table 8: Surgical measures.

e B-Lynch Suture e B-Lynch Suture e Manual removal e Manual removal of placenta
Surgical e Stepwise e Stepwise of placenta e Foley’s catheter 22 size with
procedures devascularisation devascularisation e Uterine 100 ml saline kept in utero for

o Hysterectomy done o Hysterectomy done exploration done. 24 hrs

Table 7: Blood & blood products used. DISCUSSION

Blood products Of the 17 patients who presented with major obstetric
used (upnits) CiEed CEpe  CEERd Rl haemorrhage four had massive life threatening
Packed cells 7 8 4 2 haemorrhage. When analyzed, the clinical profile of these
FEP 11 ) 4 4 patients was variable. The age group of these patients was
Platelets 4 8 2 2 between 24 & 32 years. Only one was a primigravida, all
Cryo 10 4 N N the others were multis. Regarding pregnancy

complications there was one patient with gestational
diabetes and mild preeclampsia, one with PPROM and
one with intra-uterine death. Complications in the
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previous pregnancy were also significant. One patient had
acute puerperal inversion of uterus in the previous
pregnancy which was treated by manual replacement and
blood transfusion. Another patient’s previous pregnancy
was delivered by caesarean section following which she
had a medical abortion and then presented with profuse
bleeding with shock.

Lessons learned

After delivery blood loss and other clinical parameters
should be closely monitored.” The initial resuscitation
should go hand in hand with diagnosis and definitive
treatment. The initial resuscitation is with isotonic
crystalloid solution.® In most blood banks, a full cross
match takes 45 minutes to 1 hour. Hence previously cross
matched blood is extremely important in high risk
patients. In an emergency situation ‘O’ negative blood
can be obtained in 10 to 15 minutes. It is important to
call for help.®** The senior obstetrician, anesthetist,
pediatrician if required as well as senior nursing staff
should be alerted as soon as possible. Blood bank,
laboratory as well as the operation theater should be
alerted. There should be enough people to communicate
among the different specialties as well as to collect
reports, blood and blood products.? Protocols for the
management of APH, PPH and other emergencies should
be familiar to all staff in the labour ward. Record of the
patient’s vital signs, drugs administered, investigations
requested, blood and blood products administered should
be maintained in a systematic and meticulous manner as
many people would be involved in the care of the patient
as shown in the tables of investigations & treatment
summary. Surgical treatment like internal iliac artery
ligation and hysterectomy should be considered if the
haemorrhage does not respond to conservative measures
and should not be delayed until the patient is in
irreversible shock.

CONCLUSIONS

Obstetric haemorrhage continues to be the leading cause
of maternal mortality.”* Initial resuscitation with
simultaneous identification of the cause and definitive
treatment is important. Ready availability of blood and
blood products may be life saving in many cases. Early
resort to surgical methods is advisable rather than waiting
till the shock is irreversible.
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