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Abstract
Aim: To study incidence, management and outcome of atonic postpartum haemorrhage.

Methods: Cross sectional study design. Analysis of delivery data of one year at Pravara Rural Hospital.

Results: There were 116 cases of atonic PPH. The incidence of atonic PPH was 0.88 percent. Atonic PPH was more
in caesarean deliveries as compared to vaginal deliveries. It was more in emergency caesarean sections as compared
to elective caesarean. There were 54 cases (46.55%) of mild PPH, who were successfully managed by medical
methods. Uterine balloon tamponade was used in those cases who did not respond to medical management
(31.89%). Surgical intervention in the form of either B Lynch suture or stepwise devascularisation including internal
iliac ligation was performed in 5 cases and obstetric hysterectomy was required in 20 cases. There were two
maternal deaths among 116 cases of atonic PPH.

Conclusion: Atonic Postpartum haemorrhage is common among high risk pregnancies. Institutional deliveries will
help in preventing and managing this complication in a effective manner. Facility Preparedness in all respect will
prevent deaths due to atonic PPH. The incidence can be lowered by universal adoption of AMTSL. Wise and prompt
decisions regarding use of different modalities or combination of modalities will save lives.
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1. Introduction
Postpartum haemorrhage is one of the most common causes of maternal deaths throughout the world. Worldwide
5,00,000-6,00,000 maternal deaths take place annually during childbirth,of which 25% are due to postpartum
hemorrhage. World Health Organization also estimated 20 million annual maternal morbidities due to obstetric
haemorrhage. In developing countries, where maternal mortality rates are exponentially high, postpartum
haemorrhage plays an even greater roll [1]. World Health Organization defines postpartum haemorrhage as blood
loss of more than 500 ml during the third stage of labour or during the first 24 hours after delivery [2]. It occurs in
approximately 3- 4% of vaginal deliveries [3].

Postpartum haemorrhage (PPH) continues to be the most common cause of maternal mortality in India.
Approximately 20-25 percent of the maternal deaths are attributed to postpartum haemorrhage. Analysis of the
deaths reveal that majority of these deaths could have been prevented by recognition of high risk factors,
institutional deliveries and timely transfer of case to tertiary care hospital. Various delays are attributed to
deterioration of condition of the women when they are finally admitted to higher centres.

2. Objectives
1.

To find out the incidence of atonic postpartum haemorrhage.

2.

To analyse various modalities used in the management of atonic PPH.

3.

To study maternal outcome in PPH.

4.

To suggest measures to reduce the incidence and improve the outcome following PPH.

3. Material and Methods
A retrospective record based analytical study was carried out at Pravara Rural Hospital Loni. Data related to
deliveries that took place from March 2017 to February 2018 was considered for analysis. All cases of postpartum
haemorrhage were included. Cases referred from outside with postpartum haemorrhage were analysed separately.
Data was collected from labour room register, admission register, PPH and Maternal mortality register, Blood bank
registers, operation theatre register. Data was compiled and analysed using SPSS software version 21. Data was
presented in percentages.

4. Results
Out of 9351 deliveries,83 cases had atonic PPH during study period. The incidence of atonic PPH was 0.88 percent.
There were 6339 vaginal deliveries and 3012 caesarean sections, giving incidence of 0.80% and 1.06% respectively.
The incidence of atonic PPH was 0.99% and 1.10% for elective and emergency caesarean sections respectively.
There were 33 referred cases of atonic PPH during study period. Out of 33 cases, 22 had vaginal delivery and 11 had
undergone caesarean section in private or government hospitals.
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Out of total 73 cases of PPH, who had delivered vaginally, 22 (30.13%) were treated by medical management, 44
(60.27%) were treated with combined medical management and uterine balloon tamponade and 7 (9.58%) cases
required surgical intervention. Out of total 43 cases of PPH, who had caesarean section, 23 (53.48%) were treated by
medical management, 2 (4.65%) were treated with combined medical management and uterine balloon tamponade
and 18 (41.86%) cases required surgical intervention.

Uterine balloon tamponade was successfully used in 28 cases. Haemorrhage could be stopped in all 28 cases. The
balloon was kept in uterus for average of 10-14 hours. Balloon was inflated with average of 650 ml of fluid. The
balloon was retained in all cases except one. Surgical intervention in the form of either B Lynch suture or stepwise
devascularisation including internal iliac ligation was performed in 5 cases and obstetric hysterectomy was required
in 20 cases. Obstetric hysterectomies were performed in severe cases of atonic postpartum haemorrhage. Majority of
cases had associated severe hypertension and accidental haemorrhage with features of couvelarie uterus. There were
two maternal deaths due to atonic PPH and both the cases were referred from outside with irreversible shock.

5. Discussion
Postpartum haemorrhage is a leading cause of maternal mortality. The place of delivery and severity of haemorrhage
determine the outcome. If the woman has developed PPH following delivery in a health facility, the immediate
medical and surgical interventions are possible. It is not so, when woman delivers at home or in a small hospital
illequiped with facilities to manage obstetric emergencies. Diagnosis of PPH and decision to transfer to hospital or
tertiary care centre is very crucial. Home deliveries and deliveries in small facilities have negative influence on the
outcome. Crucial time is lost in transfer of patient to higher centres. At times patients are transferred as per transfer
protocols of the health care centres, which may further cause delay as small health facilities, including primary
health centres and rural hospitals are not equipped with desired specialist manpower and blood transfusion facilities.

Nambiyal A [4] in her study, there were total 170 (1.98%) cases of trivial to intractable postpartum hemorrhage
during the study period, out of which there were 74 (0.9%) cases of trivial PPH, 81 (1%) of Severe PPH and 15
(0.2%) of intractable PPH. The incidence of PPH was 1.98% of total deliveries. Out of 170 cases of PPH trivial PPH
accounted for 43.53%, severe PPH for 47.65% and intractable PPH was 8.82%. Cohen et al(1995)204 observed PPH
in 2 to 10% of all deliveries, out of which severe PPH accounted for 1% of the cases. Various authors, Sheikh et al.,
Bateman et al. and Lutomski et al. [5-7], estimated the incidence of postpartum hemorrhage as 1% to 5%, which is
comparable to our study and in another study by Rueangchainikhom et al. [8] the incidence of postpartum
hemorrhage was 1.98%.

In another study conducted in a tribal area of central India, by Bang et al. [9], the incidence of primary postpartum
hemorrhage was 3.2%. Sheikh et al. [5] reported the incidence of intractable PPH in 0.64% of the total deliveries,
whereas in our study it was 0.2 % of total deliveries.
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In the present study, the incidence of atonic PPH was less than 1%. The low incidence could be due to adoption of
AMTSL for third stage management in all cases. There were 54 cases (46.55%) of mild PPH, who were successfully
managed by medical methods. Uterine balloon tamponade was used in those cases, who did not adequately respond
to medical management (31.89%). Surgical intervention in the form of either B Lynch suture or stepwise
devascularisation including internal iliac ligation was performed in 5 cases and obstetric hysterectomy was required
in 20 cases. Availability of all modalities of treatment for PPH under one roof, expert opinions, surgical expertise,
ICU with intensivist’s back up, senior anaesthetists and availability of adequate blood and component therapy have
contributed in saving all lives and preventing maternal mortality.

There is definite role of uterine balloon therapy (UBT) in management of atonic PPH. The device is easy to use,
cheap and can be inserted by health worker like ANM or medical officer at primary health centres. There is enough
evidence in support of usefulness of UBT in control or reduction of atonic PPH [10-16]. The UBT can either control
or stop the blood loss or at least reduce the blood loss in severe cases of atonic PPH, while patient is being
transferred to higher centre. Training of PHC staff in diagnosis of atonic PPH and differentiating between atonic and
traumatic PPH is essential before introduction of UBT. Preparedness of tertiary care centre to deal with obstetric
emergencies is very essential. Avoidance of any delay helps in reducing the blood loss. Intelligent anticipation
regarding PPH, while delivering high risk woman helps in immediate interventions. Prompt communication at every
level saves time and improves outcome. Communication from peripheral hospitals to a referral hospital before
shifting the patient is helpful. That confirms the availability of specialist at the referral hospital and tertiary care
centre gets time for it preparedness to deal with the emergency. Operation theatre and surgical team can be spared or
prepared during transit time of the patient.

Encouraging institutional delivery has all the advantages as stated above. It reduces the need for transfer and saves
time, limits the blood loss and keeps the patient condition stable till definite management is planned. High risk
pregnancies are prone for development of PPH. Detection of high risk factors by peripheral health workers and
timely transfer to higher centre can avoid the complication like PPH. Severe anaemia, severe hypertension, liver
disorders and women with previous history of third stage complications must be refereed to higher centres for
further evaluation. Delivery plan must be ensured for these women. The patient and relatives must be told about the
risk of haemorrhage and risk to life of the woman.

Every primary health centre must keep its labour room ready for management of PPH. PPH tray must have all
essential drugs especially the oxytocic drugs. A checklist of contents of PPH tray must be available in labour room.
ANM and medical officers at PHC must monitor round the clock availability of essential drugs in PPH tray. Regular
refresher training of PHC staff on common obstetric emergencies will help in improving their knowledge and skills
required in saving lives.
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6. Conclusion
Atonic Postpartum haemorrhage is common among high risk pregnancies. Its incidence can be lowered by universal
adoption of AMTSL. Institutional deliveries will help prevent and mange this complication in a effective manner.
Facility Preparedness in all respect will prevent deaths due to atonic PPH. Wise and prompt decisions regarding use
of different modalities or combination of modalities will save lives. Technical expertise, confidence and surgical
skills are essential to mange complicated cases. Anaesthesia, ICU back up and availability of blood and component
facilities improve clinical outcome. Avoidance of delays in identification and transfer, high risk pregnancy
identification and timely referral, capacity building of peripheral health workers in use of medication and uterine
balloon therapy will go a long way in reducing the maternal mortality related to atonic postpartum haemorrhage.
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