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vaginal delivery or greater than 1,000 mL with a cesarean delivery. 
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INTRODUCTION 

Postpartum hemorrhage is traditionally defined as blood loss greater than 500 mL during a 

vaginal delivery or greater than 1,000 mL with a cesarean delivery. However, significant 

blood loss can be well tolerated by most young healthy females, and an uncomplicated 

delivery often results in blood loss of more than 500 mL without any compromise of the 

mother's condition. Early postpartum hemorrhage occurs within 24 hours of delivery and 

late postpartum hemorrhage occurs 24 hours to 6 weeks after delivery. Most cases of 

postpartum hemorrhage are early postpartum hemorrhage. With many women delivering 

outside of hospitals and early postpartum hospital discharge being a growing trend, 

postpartum hemorrhage that presents to the emergency department may be either early or 

late.
(1)

 These patients are usually critically sick and warrant early surgical and medical 

intervention. 

Here we are reporting two cases of postpartum hemorrhage that were brought in our 

hospital and were managed successfully. 

 

CASE 1: A 32 year old female underwent a cesarean section at an outside hospital after the 

foetus was diagnosed to have cord around the neck. A healthy female child was delivered 

and patient was fine until her blood pressure dropped and she was found to be in shock. 

Patient was re-explored the same evening in the same hospital and 1500 mL of 

hemoperitoneum was drained and a drain was left in situ and the wound was closed. Drain 

was showing output of about 1500mL in 24 hours. Six units of whole blood and 10 units of 

fresh frozen plasma (FFP) were transfused in the meantime. 

Patient was shifted to our hospital with complaints of breathlessness and decreased urine 

output, severe anaemia, acute renal failure and coagulopathy. Table I shows the 

biochemistry reports of the patient for the first four days of ICU stay. 
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Table I: Biochemical reports of patient during Hospital stay 

Parameter Day 1 Day 1 Day 2 Day 2 Day 3 Day 3 Day 4 

Hb (g/dl) 6.0 9.0 8.1 7.9/8.7 8.5 9.1/10.5 9.6 

TLC 
(10

3
/µL) 

18.5 17.6 16.43 15.1/17.5 16.9 16.819.27 15.5 

Plt (10
3
/µL)  53 51 50/36 38 32/41 36 

Hct (%)  27.5 25.3 23.6/26 26.4 27.5/32.1 28.3 

B.urea 
(mg/dL) 

 141 175  222 170 232 

S.creat 
(mg/dL) 

3.7 4.3 5.5  7.2 5.9 7.0 

Na 
(mmol/L) 

 146 147  149 145 150 

K (mmol/L)  4.5 5.1  4.8 4.7 5.4 

Cl (mmol/L)  102 106  109 109 113 

INR  1.52 1.41   1.25  

pH 7.28 7.21 7.21  7.27  7.18 

PaCO2 

(mmHg) 
31.4 53 52  39  48 

PaO2 

(mmHg) 
115 92 90  58  109 

SaO2 (%) 98.4 95.0 94.7  86  96.7 

Hco3 
(mmol/L) 

14.4 20.4 20.0  17.3   

SGOT (U/L)  1560      

SGPT (U/L)  1141      

S.Blb 
(mg%) 

 3.13      

D dimer 
(mg/L) 

  0.9     

 

Urine output gradually improved, but despite that the creatinine kept increasing, so 

hemodialysis was done. On 5
th 

day, the patient was drowsy and showing decreased 

saturation, so the patient was intubated and kept on volume control ventilation. Patient had 
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been febrile (100-102˚F) over last three days and blood pressure was within normal range. 

Pulse rate was in range of 100-120 per minute.  

Chest X-ray showed bilateral shadows. Ultrasound of chest showed moderate amount of 

free fluid along right postero-lateral chest wall, and collapsed lower lobe. Ultrasound of 

abdomen on admission showed a postpartum uterus and an irregular echogenic material 

extending to the endometrial cavity suggestive of clot. Moderate amount of free fluid was 

seen in peritoneal cavity suggestive of haemoperitoneum. 

Central venous pressure increased as the fluid retention increased and patient was 

diagnosed as a case of PPH with hemoperitoneum with acute renal failure with fever with 

acute respiratory distress syndrome (ARDS)/ fluid overload with thrombocytopenia. Patient 

was managed with appropriate antibiotics according to culture and sensitivity. Patient was 

kept on controlled mode of ventilation till the fever subsided and X-ray picture improved. 

The patient was then weaned off and extubated on seventh day of intubation. Non-invasive 

intermittent ventilatory support was given for two more days till the patient was shifted to 

ward. Patients is now on biweekly hemodialysis and otherwise in a good general condition. 

 

CASE 2: A 33 yr old female delivered a male baby following cesarean section. This was her 

third baby and she had got two female children through previous cesarean section. During 

her antenatal check up, she was diagnosed to have placenta praevia. Patient started having 

excessive bleeding during caesarean section and was transfused 9 units of whole blood at an 

outside hospital and the shifted to our hospital on the same day. On arrival, she was 

conscious but irritable, blood pressure unrecordable, pulse rate 150/min, respiratory rate 

50/min and gasping, so the patient was immediately intubated in emergency room. Hb was 

8.0 gm%, platelets 60,000/µL and INR 2.15. Blood and blood products were arranged and 

patient was taken to operation theatre and total hysterectomy was done. Patient was 

transfused five BTs, 4 pooled plasmas and 4 platelet products in the O.T. Table II shows the 

haematological reports of the patient during first seven days of ICU stay. 

 

Table II: Haematological reports of patient during Hospital stay 

Parameter Day 1 Day 2 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7 

Hb g/dl 8.4 10 7.4 5.8 8.0 8.0 10.1 10.9 

TLC 10
3
/µL 12.23 5.45 5.53 9.0 17.16 19.0 17.78 19.64 

Plt10
3
/µL 60 70 28 125 39 81 68 88 

Hct(%) 26.1 31,5 23.3 17 25.1 25.1 32.2 34.8 

INR 2.15 2.37 1.42 1.20 1.11    

On first postoperative day, patient was having bleeding per vagina, hematuria, Ryle’s tube 

bleed, bleeding from suture line and from nostrils. Patient was diagnosed to be in 

disseminated intravascular coagulation and two FFPs, 1 single donor platelets and one 
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whole blood transfusion was given. Blood pressure still dropped and patient was taken on 

inotropic support of dopamine and norepinephrine. After this the patient’s blood pressure 

improved to 124/60mmHg, pulse rate was 130/min, SpO2 99%, central venous pressure 

10cm of normal saline and urine output was adequate. For next four days patient was kept 

on complete ventilatory support after adequate sedation and paralysis. On third post 

operative day, patient had bilateral lung shadows on X-ray and a differential diagnosis of 

transfusion related acute lung injury (TRALI), ARDS, lung infection or fluid overload was 

kept. Ventilatory support was extended for a total of eight days after which the patient was 

weaned off from invasive ventilation. Patient was still weak and tachypnoic so a non-

invasive ventilatory support (NIV) was extended for three more days. Presently she has been 

shifted to ward in a stable condition.  

 

DISCUSSION 

PPH is a leading cause of death and morbidity relating to pregnancy.
(2)

 Causes of postpartum 

hemorrhage are uterine atony, trauma, retained placenta, and coagulopathy.
(3)

 Uterine 

atony is the leading cause of PPH. Women with PPH in a pregnancy are at increased risk of 

PPH in a subsequent pregnancy. Risk factors leading to increased risk of PPH are: 

• Emergency Caesarean section(CS) (9 times risk)
(4)

 

• Elective CS (4 times risk) - especially if >3 repeat procedures
(5)

 

• Retained placenta (5 times risk) 

• Medio-lateral episiotomy (5 times risk) 

• Operative vaginal delivery (2 times risk) 

• Labour of >12 hours (2 times risk) 

• >4 kg baby (2 times risk) 

• Maternal pyrexia in labour (2 times risk) 

If pharmacological measures fail to control the haemorrhage, one should resort to early 

surgery: 

• Bilateral ligation of the uterine arteries or bilateral ligation of the internal iliac 

(hypogastric) arteries. 

• An alternative to ligation is embolisation with gelatin sponge.
(6)

 Amenorrhoea has 

been reported following this, secondary to necrosis of the uterine wall and 

obliteration of the cavity.
(7)

 

• Uterine bracing suture to the anterior and posterior uterine walls has been shown to 

be effective and safe
(8)

 with reports of successful pregnancy following its use.
(9,10)

 

Hysterectomy should be considered early, especially in cases of placenta accreta or uterine 

rupture.  
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SUMMARY 

According to WHO, every minute around the world, 380 women become pregnant, 190 

women face unplanned or unwanted pregnancies, 110 women experience pregnancy 

related complications, 40 women have unsafe abortions and 1 woman dies. Postpartum 

hemorrhage accounts for of 34% and 31% of women dying from complications related to 

pregnancy or childbirth in Africa and Asia, respectively.
(11)

 Awareness of these facts, and 

anticipation and prevention of uterine atony, as well as avoiding unnecessary cesareans, 

episiotomies, and other genital tract trauma have the potential to significantly reduce the 

mortality and morbidity from postpartum hemorrhage.
(12)

 Want of a male child is still 

forcing some people to undergo unnecessary procedures like cesareans leading to 

complicated outcomes. Following two child norm, female and male equality, and education 

of females will go a long way in decreasing complications like PPH.  
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