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ABSTRACT  

A retrospective study was carried out at Ishaka Adventist hospital (IAH), Ishaka town, 

Bushenyi district, at identifying the prevalence of post-partum hemorrhage among mothers 

who attended.  

All files/ records were reviewed dating a year back from the day of actual data collection (i.e. 

from May 2013 to May 2014, total of 100 files were picked out from which the patients with 

the required data were reviewed. 

  

Postpartum Haemorrhage (PPH) is defined as a blood loss of 500 ml or more within 24 hours 

after birth. PPH is the leading cause of maternal mortality in low-income countries and the 

primary cause of nearly one quarter of all maternal deaths globally. Most deaths resulting 

from PPH occur during the first 24 hours after birth: the majority of these could be avoided 

through the use of prophylactic uterotonics during the third stage of labour and by timely and 

appropriate management. In this setting, the most affected age group was that between 20-29 

having a cumulative frequency of 53%. This was associated with a low educational 

status(54% of respondents). Globally, uterine atony is the major cause of PPH. Our research 

established a higher prevalence of Retained Products Of Conception (RPOC) coupled with 

trauma. There is also an association between grand multiparity and occurance of PPH. The 

popularity of management options vary from usage of both uterotonics plus other methods 

used to achieve hemostasis (46.19%), use of uterotonics only (22.34%), while a small portion 

(2.03%) needed hysterectomy. The prognosis was good for the majority (89%) of the mother. 

As a public health concern, emphasis should be made on community sensitization on the 

importance of having a planned hospital delivery, provision of safe and quick emergency 

medical help, the reduction in hospital costs as well as provision of accessible medical help to 

facilitate a quick help, hiring of more qualified personnel capable of handling such 

emergencies and the training of more traditional birth attendants because they are the ones in 

closer contact with the community and can, therefore, provide more immediate help. 
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CHAPTER I: 

 INTRODUCTION  

1.1 BACKGROUND 

 

Postpartum Hemorrhage (PPH) is blood loss of 500 ml or more within 24 hours after birth, 

while severe PPH is defined as blood loss of 1000 ml or more within the same timeframe. 

PPH affects approximately 2% of all women who give birth (Campbell et al, 2006). It is 

associated not only with nearly one quarter of all maternal deaths globally but is also the 

leading cause of maternal mortality in most low-income countries. PPH is a significant 

contributor to severe maternal morbidity and long-term disability as well as to a number of 

other severe maternal conditions generally associated with more substantial blood loss, 

including shock and organ dysfunction.  

 

Uterine atony is the most common cause of PPH, but genital tract trauma (i.e. vaginal or 

cervical lacerations), uterine rupture, retained placental tissue, or maternal coagulation 

disorders may also result in PPH, (WHO, 2012). Although the majority of women who 

experience PPH complications have no identifiable clinical or historical risk factors, grand 

multiparity and multiple gestation are associated with an increased risk of bleeding after 

birth. PPH may be aggravated by pre-existing anemia and, in such instances; the loss of a 

smaller volume of blood may still result in adverse clinical sequelae.  

 

During the second half of the 20th century, a package of interventions performed during the 

third stage of labor became the cornerstone for the prevention of PPH, (Begley CM, 2006). 

This approach became known as the “active management of the third stage of labor” 

(AMTSL) and consisted initially of the following components: 

- the administration of a prophylactic uterotonic after the delivery of a baby, 

- early cord clamping and cutting, and 

- The controlled traction of the umbilical cord. 

Uterine massage is also frequently included as part of the active management of the third 

stage of labor. In contrast to active management, expectant management involves waiting for 

signs of placenta separation (e.g., sudden gash or bright red blood, prolongation of the 

umbilical cord, reduced abdominal distention) and allows for the placenta to be delivered 

spontaneously, or aided by nipple stimulation or gravity. Compared with expectant 

management, the active management of the third stage of labor is associated with a 

substantial reduction in the occurrence of PPH.  

 

It is generally assumed that by preventing and treating PPH, most PPH-associated deaths 

could be avoided, (WHO, 2012). The prevention and treatment of PPH are therefore vital 

steps towards improving the health care of women during childbirth and the achievement of 

the Millennium Development Goals. To reach these objectives, health workers in developing 

countries should be given access to appropriate medications and be trained in procedures 
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relevant to the management of PPH. Countries also need evidence-based guidance to inform 

their health policies and improve their health outcomes.  

Some health professionals working in areas of high Human Immunodeficiency Virus (HIV) 

prevalence have expressed concern regarding delayed cord clamping as part of management 

of the third stage of labor, (WHO, 2012). These professionals are concerned that during 

placental separation, a partially detached placenta could be exposed to maternal blood and 

this could lead to a micro-transfusion of maternal blood to the baby. It has been demonstrated 

that the potential for mother-to-child transmission of HIV can take place at three different 

points in time: 

- micro-transfusions of maternal blood to the fetus during pregnancy (intra-uterine HIV 

transmission), 

- exposure to maternal blood and vaginal secretions when the fetus passes through the 

birth canal in vaginal deliveries (intra-partum transmission), 

- And during breastfeeding (postnatal infection). 

 

For this reason, the main intervention to reduce the maternal-to-child transmission is the 

reduction of maternal viral load through the use of antiretroviral drugs during pregnancy, 

childbirth and postnatal period. There is no evidence that delaying the cord clamping 

increases the possibility of HIV transmission from the mother to the newborn. Maternal blood 

percolates through the placental intervillous space throughout pregnancy with a relatively low 

risk of maternal fetal transmission before delivery. It is highly unlikely that separation of the 

placenta increases exposure to maternal blood, and is highly unlikely that it disrupts the fetal 

placental circulation (i.e. it is unlikely that during placenta separation the newborn circulation 

is exposed to maternal blood). Thus, the proven benefits of a 1 – 3 minute delay at least in 

clamping the cord outweigh the theoretical, and unproven, harms. Late cord clamping is 

recommended even among women living with HIV or women with unknown HIV status.  

 

 

1.2 PROBLEM STATEMENT 

The increased frequency of PPH in the developing world is more likely reflected by the lack 

of widespread availability of medications used in the active management of the third stage 

(WHO, 2005). A number of factors also contribute to much less favorable outcomes of PPH in 

developing countries. The first is a lack of experienced caregivers who might be able to 

successfully manage PPH if it occurred. Additionally, the same drugs used for prophylaxis 

against PPH in active management of the third stage are also the primary agents in the 

treatment of PPH. Lack of blood transfusion services, anesthetic services, and operating 

capabilities also plays a role. The study will enumerate how some of these factors lead to a 

high prevalence rate of PPH among mothers. 
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1.3 Objectives of the study 

1.3.1General objective 

 To determine the prevalence of PPH among mothers who have attended Ishaka 

Adventist hospital 

1.3.2 Specific objectives 

 To determine the causes of PPH among mothers attending Ishaka Adventist 

   establish the  management methods employed in managing PPH at Ishaka Adventist 

Hospital 

 To determine the proportion of women who develop PPH in this catchment area 

1.4 Research questions 

 What are the major causes of PPH among mothers attending Ishaka Adventist 

Hospital? 

 What management methods can be used to manage PPH among mothers attending 

Ishaka Adventist Hospital? 

 What is the proportion of mothers who develop PPH in this catchment area? 

1.5 Scope of study 

 The research will be done in Ishaka Adventist hospital, Bushenyi district, western Uganda. 

The catchment area for the hospital include places like, Kasese, Mitooma, Bunyaruguru, 

Bushenyi and most of these are Banyankole.                                                                                                                

 This whole study is meant to be done within a nine week period. This would include 

proposal writing, data collection, data analysis and presentation, discussion of results 

and recommendations  

 The scope of this study encompasses, but not limited to; causes, prevalence, 

association with health care provision, possible complications and past management 

methods. 

 

 

1.6 Significance of the study 

PPH (blood loss of 500 ml or more within 24 hours after birth) affects approximately 2% of 

all women who give birth (Campbell et al, 2006). It is associated not only with nearly one 

quarter of all maternal deaths globally but is also the leading cause of maternal mortality in 

most low-income countries. PPH is a significant contributor to severe maternal morbidity and 

long-term disability as well as to a number of other severe maternal conditions generally 

associated with more substantial blood loss, including shock and organ dysfunction. 

The accurate diagnosis and management of PPH is therefore an important step in the 

provision of safe motherhood and the reduction of maternal mortality and pregnancy 

associated complications. 

This study will help the government and local authorities to review factors which have led to 

a high prevalence rate of PPH cases among mothers and help them to come up with better 

policies to address the situation. 
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1.7 Conceptual framework 

  

 

 

 

 

 

 

 

  

 

1.7.1 Description of the conceptual framework. 

As illustrated above, the occurrence of PPH and its associated complications is related to 

presence of infection and/ or poor management of the third stage of labor by the hospital 

staffs.       Uterine atony has many potential causes but the most common, by a wide margin 

is uterine atony, i.e., failure of the uterus to contract and retract following delivery of a baby 

(Jackson KW, 2001). It may lead to failure of delivery of the placenta; it may be due to 

fatigue from prolonged labor or forced labor especially if it’s stimulated. 

Poor management of the third stage which may be due to lack of skilled health workers or 

carelessness of the health worker, i.e., if they forgot to inspect the placenta to check if all the 

lobes were delivered (Oladapo OT, 2012). Trauma during delivery may also occur following 

extra uterine or intrauterine manipulation of the fetus.  Cervical laceration is most commonly 

associated with forceps delivery for example lower vaginal trauma which can occur 

spontaneously or due to episiotomy; it may involve the posterior fourchette or periurethral 

and clitoral region and might be problematic. 

Thrombosis may occur due to preexistent or acquired disorders of the coagulation system or 

related to preexisting diseases such as idiopathic thrombocytopenic purpura or acquired 

HELLP(hemolysis, elevated liver enzymes and low platelet count) syndrome other diseases 

may incude familial abnormalities such as von willebrand disease(Franchini M,2008). 

Postpartum infections compromise a wide range of entities that can occur after vaginal 

delivery (Cunningham G, 2005).In addition to trauma sustained during delivery or 

physiological changes during pregnancy contribute to the development of postpartum 

infections for example the postpartum pain makes it difficult to differentiate it from 

postpartum infection .Most postpartum infections are due to bacterial infections by 

streptococcal bacteria. 

 

INFECTION 

 

THROMBOSIS 

UTERINE ATONY POOR 

MANAGEMENT 

  POST-PARTUM 

HAEMORRHAGE 
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CHAPTER II: LITERATURE REVIEW 

 

INTRODUCTION 

This chapter reviews the literature according to the objectives 

LITERATURE REVIEW 

Obstetric hemorrhage is the world’s leading cause of maternal mortality, causing 24% of 

maternal deaths annually (WHO, 2005). The systematic analysis of the causes of maternal 

deaths across the regions showed that hemorrhage was the leading cause of maternal deaths 

in Africa. 

In Africa hemorrhage contribute to 33.9% of maternal deaths (Khan et al, 2006). PPH is 

unpredictable, with two-thirds of PPH occurring in women with no identifiable risk factors. 

Without proper management, PPH can rapidly progress to cause life-threatening blood loss, 

often within several hours. Because of this unpredictability and rapid progression, reducing 

the incidence of PPH, and improving PPH outcome when it does occur, remains a challenge. 

As stated earlier, the risk of maternal death from childbirth represents one of the greatest 

inequities in global health (UBOS 2006.2007). In Uganda approximately 1.2 million women 

become pregnant every year and unfortunately only 42 % births are assisted by a skilled 

provider during delivery. This challenges the provision of delivery services. This has made 

the maternal mortality ratio (MMR) to remain high for the past decade. The current MMR for 

Uganda is 435/100,000 live births.  

Hemorrhage is the underlying causative factor in at least 25% of maternal deaths in 

industrialized and underdeveloped countries. Maternal physiology is well prepared for 

hemorrhage through increase in blood volume, hypercoagulable state, and the “tourniquet” 

effect of uterine contractions. Vital signs may remain near normal until more than 30% of 

blood volume is lost. 

The causes of postpartum hemorrhage can be thought of as the four Ts: 

a) Tone – Uterine atony due to, multiple gestation, high parity, prolonged labor, 

chorioamnionitis, augmented labor and tocolytic agents. 

b) Tissue – retained uterine contents, i.e. products of conception, blood clots, etc. 

- Placental abnormalities; congenital (e.g. bicornuate uterus), placenta previa, 

accrete, leiomyoma, previous surgery, uterine inversion, uterine rapture, 

placental abruption, etc. 

c) Trauma and laceration – planned-caesarian section, episiotomy. 

- Unplanned- Vaginal/ cervical tear, surgical trauma 
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d) Thrombin disorders- congenital (von willebrand’s disease) and acquired (dilutional 

coagulopathy, heparin, disseminated intravascular coagulation ) 

Oxytocics (such as oxytocin and ergometrine) and prostaglandins have strong uterotonic 

properties and have long been used to treat uterine atony and reduce the amount of blood lost 

during childbirth and placental delivery. The use of these uterotonic drugs immediately after 

the delivery of the newborn is one of the most important interventions used to prevent PPH.  

Active management of third stage labor (AMTSL) is simple and practical intervention to 

reduce the incidence of PPH. It is globally endorsed, and widely promoted for more than a 

decade as part of programs to reduce maternal mortality. Routine practice of AMTSL has 

been shown to dramatically reduce hemorrhage by almost 60 percent (from 18 percent to six 

percent in controlled clinical trials). Active management of the third stage of labor (AMTSL) 

is an evidence-based, low-cost intervention used to prevent postpartum hemorrhage. 

The current components of AMTSL include: 

- Prophylactic administration of a uterotonic agent within 1 minute following the 

birth of the baby (oxytocin is the drug of choice) 

- Delivery of the placenta with controlled cord traction. 

- Uterine massage after delivery of the placenta and every 15 minutes for two 

hours. 

Clinical trials in developed countries have shown that the use of AMTSL, in contrast to 

physiologic management of the third stage of labor—in which oxytocic drugs are not used 

and the placenta separates spontaneously (delivered by gravity and maternal effort)—

significantly reduces postpartum hemorrhage  ( Prendiville WJ et al, 2001). When compared 

to AMTSL, the use of physiologic management has; 

- a higher rate of postpartum hemorrhage and severe postpartum hemorrhage, 

- the need for blood transfusion, 

- the need for therapeutic oxytocic’s, 

- And a longer duration of the third stage of labor. 

A Cochrane review of these trials concludes by recommending AMTSL for all women 

delivering in a hospital and anticipating the vaginal birth of a single infant. 

The frequency of PPH is related to the management of the third stage of labor. This is the 

period from the completed delivery of the baby until the completed delivery of the placenta. 

Data from several sources, including several large randomized trials performed in 

industrialized countries, indicate that the prevalence rate of PPH of more than 500 ml is 

approximately 5% when active management is used versus 13% when expectant management 

is used. The prevalence rate of PPH of more than 1000 ml is approximately 1% when active 

management is used versus 3% when expectant management is used. 

All women giving birth should be offered uterotonics during the third stage of labor to 

prevent PPH and intramuscular/intravenous (IM/IV) oxytocin (10 IU-International Units) is 

recommended as the uterotonic drug of choice (WHO, 2012). Other injectable uterotonics 
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(i.e. ergometrine/methylergometrine, or the fixed drug combination of oxytocin and 

ergometrine) and misoprostol are recommended as alternatives for the prevention of PPH in 

settings where oxytocin is unavailable. 

The importance of controlled cord traction (CCT) was revisited because of new evidence. 

This intervention is now regarded as optional in settings where skilled birth attendants are 

available, and is contraindicated in settings where skilled attendants do not assist with birth. 

Continuous uterine massage is not recommended as an intervention to prevent PPH for 

women who have received prophylactic oxytocin, because the massage may cause maternal 

discomfort, requires a dedicated health professional, and may not lead to a reduction of blood 

loss. However, surveillance of the uterine tonus through abdominal palpation is 

recommended for all women for the early identification of postpartum uterine atony. (WHO, 

2012) 

 

A large number of women experiencing PPH have no risk factors, (Rogers J et al, 2008). 

Different etiologies may have common risk factors, and this is especially true of uterine atony 

and trauma of the lower genital tract. PPH usually has a single cause, but more than one 

cause is also possible, most likely following a prolonged labor that ultimately ends in an 

operative vaginal birth.  

Damage to the genital tract may occur spontaneously or through manipulations used to 

deliver the baby, (Khan KS et al, 2006). Cesarean delivery results in twice the average blood 

loss of vaginal delivery. Incisions in the poorly contractile lower segment heal well but are 

more reliant on suturing, vasospasm, and clotting for hemostasis. Uterine rupture is most 

common in patients with previous cesarean delivery scars. Routine transvaginal palpation of 

such scars is no longer recommended. Trauma may occur following very prolonged or 

vigorous labor, especially if the patient has relative or absolute cephalopelvic disproportion 

(CPD) and the uterus has been stimulated with oxytocin or prostaglandins. Cervical 

laceration is most commonly associated with forceps delivery, and the cervix should be 

inspected following all such deliveries. Assisted vaginal delivery (forceps or vacuum) should 

never be attempted without the cervix being fully dilated. Vaginal sidewall laceration is also 

most commonly associated with operative vaginal delivery, but it may occur spontaneously, 

especially if a fetal hand presents with the head. Lacerations may occur during manipulations 

to resolve shoulder dystocia. 
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CHAPTER III:  METHODOLOGY 

3.0 INTRODUCTION 

This Chapter describes the study area in terms of location, size of the area, population size, 

study design, sample size, method of data collection, data analysis and presentation, ethical 

consideration and study limitations. 

3.1 AREA OF STUDY 

Ishaka is the largest town in Bushenyi district and it is located 75km by road, northwest of 

Mbarara, 337km from Kampala, along the Mbarara-Kasese highway. Bushenyi Ishaka 

municipality is composed of 3 divisions i.e. Ishaka, Nyakabirizi and central division and each 

division is divided into wards which are further divided into cells. The district had a 

population of 251,400 as of 2012, and the dominant tribe being Banyankole and others like 

Bakonjo, Batooro and Bakiga. Agriculture is a source of food for the population, subsistence 

income for most families and provides direct employment to 86.7% of the district population, 

as well as supplying raw materials (particularly matooke, coffee and tea) to industries 

(Aruho, Paul 2013). 

Ishaka Adventist hospital is a private missionary hospital with a bed capacity of about 80. 

Specialized clinics available are ANC/MCH, accident and emergency, HIV, obstetrics and 

gynecology, medicine, surgery, antenatal, general OPD, among others. It has in patient 

departments like medical, surgical, obstetrics and gynecology, pediatrics and private wards. 

.All the clinics are operational from Monday to Friday. The facility is one of the biggest in 

the region serving Bushenyi town, Ishaka, Kasese, Bunyaruguru, Kyamuhunga, Kizinda, 

Mitooma, and Igara. 

3.2 STUDY DESIGN  

The study design was a retrospective study which was based on records of mothers who had 

PPH and treated from Ishaka Adventist hospital as from May 2013 to May 2014. 

3.3 STUDY POPULATION 

The population in study comprised of mothers who have had PPH and been treated from 

Ishaka Adventist hospital from May 2013 to May 2014. 

3.4 SAMPLE SIZE ESTIMATION. 

A total of 100 respondents were used. This number was estimated using Fischer’s et al 1990 

formula. I.e. N=Z
2
PQ/D

2
 

Where,   

       N is the desired sample size 

       Z is the standard normal deviation taken as 1.96 at a confidence interval of 95%. 

        P is the proportion of the target population estimated to have similar characteristics=7%. 

        D is the degree of accuracy= 0.05. 
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        Q= (1-P) which is the population without the desired characteristics. 

Therefore N= 1.96
2
 X0.07 (1-0.07)/ (0.05)

2
= 100 

Sample size = 100 

3.5 SAMPLING TECHNIQUES  

Simple sampling   method was used for data collection. Respondents’ files were displayed 

and then selected randomly until a total number of sample size was obtained. No formal order 

was employed in order to eliminate as much bias as possible. 

3.6 DATA COLLECTION 

Data was collected concerning prevalence of PPH among mothers who had been treated from 

Ishaka Adventist Hospital. Review of in-patient records were used as per the defined scope, 

all the files were randomly sampled and reviewed for PPH, associated conditions, case 

management and the eventual outcome. A checklist was used to collect the data. 

 3.7 DATA ANALYSIS  

The data has been analyzed   manually using scientific calculators and predesigned tables. 

Relevant frequencies were attained  by tally method  and   then the figures manipulated  to 

derive percentages and  any derivations  relevant  to  interpretation  of  the  raw data to be 

obtained. Microsoft excel has also been used to compute the obtained data. 

3.8 DATA PRESENTATION 

The data is presented in form of tables, graphs and charts for a visual and comparative 

analysis to be effected. 

3.9 INCLUSION CRITERIA.  

All the records of mothers who suffered from PPH and attended Ishaka Adventist Hospital 

between May 2013 and May 2014 were included in the study. 

 

3.10 EXCLUSION 

All records of mothers suffering from PPH at Ishaka Adventist hospital before May 2013 to 

May 2014 were excluded from the study. 

3.11 ETHICAL CONSIDERATIONS. 

 An introductory letter from the Faculty of clinical medicine and Dentistry was 

obtained before embarking on the research.  

 A written approval to collect data was obtained from the hospital administrators of   

Ishaka Adventist to conduct the research. 
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3.12 LIMITATIONS AND DELIMITATIONS OF THE STUDY. 

During the study the following problems were encountered; 

 Limited time  

 Misplacement of files, in spite of me working with the record’s assistant of 

Ishaka Adventist Hospital. 
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CHAPTER FOUR 

4.1 Study findings 

The following are the findings obtained from 100 respondents who visited IAH between May 

2013 and May 2014. 

4.2 socio-demographic data 

4.2.1 Table 1: Age distribution of respondents 

Age groups in years No of respondents percentage 

<20 9 9 

20 – 24 28 28 

25 – 29 25 25 

30 – 34 21 21 

35 – 39 14 14 

40 and above 3 3 

Total 100 100 

 

A majority of the mothers examined were aged between 20 – 24 (28%) years seconded by 

those between 25 – 29 (25%) years. The least affected age group is that of age 40 and above 

(3%). 
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4.2.2 Figure 1: Education level of respondents

 

Most of the respondents (54%) never went to school, (20%) stopped in secondary, (15%) 

proceeded to tertiary and only (11%) stopped in primary level. 

 

4.3.1 Figure 2: Cause of PPH 

 

From the figure we see that retained products of conception (RPOC) were the greatest cause 

of PPH (39%) while coagulopathies carried the least percentage of 7%. Trauma, planned or 

unplanned, also contributed quite highly to PPH, at 33%. 
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4.3.2 Figure 3: Parity 

 

This chart of parity states show that a majority of the mothers (51%) had between 6 to 10 

children. This was followed by those with less than 5 children (32%) while the mothers with 

greater than 10 children constituted 17%. 

4.3.4 Table 2: Management strategies 

Management strategy No of persons Percentage (%) 

Fluids, in this case, blood 31 15.74% 

Uterotonics only, e.g. 

oxytocin, misoprostol, 

ergometrine, etc. 

44 22.34% 

Evacuation of RPOC 27 13.70% 

Hysterectomy done 4 2.03% 

Uterotonics + other 

methods 

91 46.19% 

Total 197 100% 

From the table above, we see that a majority of the patients (46.19%) were treated with a 

combination of both uterotonics plus other methods used to achieve hemostasis. This was 

followed by those in whom the use of uterotonics only (22.34%) was sufficient for their 

management. However, a small percentage (2.03). 
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4.4 Figure 4: management outcome 

 

89% of the mothers were managed well and the bleeding was arrested on time. 8% of the 

total still had mild to moderate bleeding even after initiation of intervention. In 3% of the 

patients, the bleeding could not be arrested immediately and further action had to be taken 

such as referral. 
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CHAPTER FIVE 

 

5.1Discussion of Findings 

5.2 Demographic data 

100 patient records were selected out of all files between May 2013 and May 2014. The age 

distribution of most of the respondents was found to be between the age group of 20-24 

seconded by that of 25-29. This shows a high level of young motherhood, if you are to 

compare it with those of above 40 years of age (3%). Most of these young mothers were of 

less than gravida 3. The few numbers of PPH among the ‘over 40’ could be because of: 

a. Inability to conceive due to menopause, use of family planning methods or other ways 

to prevent conception. 

b. Local ways of managing PPH not involving hospitals 

c.  Maternal deaths before reaching hospital facilities. 

The study also found out that most of the respondents had never gone to school. Most of the 

respondents (54%) had not received any formal education, 11% attained primary level 

education, 20% stopped in secondary school while 15% of the patients proceeded to acquire 

tertiary education. This exposure to formal education would reflect on the acquisition and 

utilization of information necessary for safe motherhood. However, it could also mean that 

locally acquired knowledge could also be effective in management of such matters. 

5.3 Causes of PPH 

The main causes of PPH can be summarized as the ‘four T’s’. These are trauma, 

thromboembolic phenomenon, uterine atony and tissues. In this specific study group, retained 

products of conception (RPOC) accounted for the highest cases at 39% and followed by 

trauma, uterine atony and thrombin disorders, in decreasing frequency. 7% of the patients 

presented with a combination of either two or more of the above causes. Most cases of PPH 

are normally referrals from traditional birth attendants, health centers and so on. RPOC and 

trauma had the highest frequencies probably due to: 

i. Most of the mothers affected were young. They could have undergone injury 

during delivery such as episiotomies, need for surgery, etc. 

ii. Induction of labor using unscrupulous methods. Some of these unorthodox 

methods include epithelial irritation using sticks, herbs, etc., consumption of 

concoctions, e.g., tea prepared with concentrated tea leaves. These methods could 

have interfered with normal body physiology. 

iii. Deliveries being done by unqualified and inexperienced mid wives and traditional 

birth attendants. These results in poor management of patients and ignoring of 

minor details such as ligation of small vessels, proper evacuation post-delivery, 

not taking adequate history to determine genetic disorders and not examining for 

probable cephalopelvic disproportions leading to cervical tears, etc. 
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Uterine atony is normally the greatest cause of PPH in our societies today (Jackson KW, 

2001). These could be due to, but not limited to the following:  

 Over-distension of the uterus as occurring in multiple pregnancy, poly-hydramnios or 

fetal macrosomia. 

 Retained products of conception such as the placenta, placental cotyledon or 

fragments or a large amount of membranes. 

 Large placental site e.g. in multiple pregnancy. 

 Prolonged labor. This means weak or incoordinate uterine action or mechanical 

difficulty which leads to uterine exhaustion and atony. 

  Placenta previa: inability of the lower uterine segment to contract and retract. 

 Abruption placentae: interstitial uterine hemorrhage and later hypofibrinogenaemia. 

  Grand-multiparity - a parity of 5 or more. This increases fibrous tissue of the uterus 

and reduces muscular tissue. 

 Operative deliveries: C/S & general anesthesia that relax the myometrium, such as 

Halothane and Cyclopropane. 

 Multiple fibromyomata (leiomyomata), especially of the interstitial type resulting in 

ineffective uterine contraction and retraction. 

 Full bladder. 

Though unsupported by concrete scientific evidence, clinical studies show that there is a 

higher chance of developing PPH with increasing parity, grand multiparity or a parity of 

more than five. This is because when the body is exposed to trauma, it either heals by 

primary intention (resumption of normal tissue) or by secondary intention, otherwise 

known as fibrosis with resultant replacement of original tissue with scar tissue. This 

healing by fibrosis is what occurs on exposure to repeated trauma, as occurs in grand 

multiparity. This scar tissue is of a different constitution, thus, unlike normal tissue, it: 

a. has high concentrations of type ii and type iv collagen, thus lacks the elasticity of 

original tissue, though it is strong 

b. associated with surrounding tissue, and thereby developing adhesion 

c. is non-sensitive to normal uterotonics 

5.4. Management strategies 

The management strategy for these patients is variable depending on how they present. The 

effectiveness of intervention depends on:-  

 Availability of skilled labour, i.e. trained midwives, doctors, gynaecologists, 

anaesthetist, etc. 

 Availability of surgical instruments as well as medications. 

 Gravity of the bleeding 

 Promptness of seeking medical help 

 Genetic bleeding disorders such as von-willebrand’s disease 
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 Fundamental principles in management are:- 

a. COMMUNICATE.  Call experienced midwife, obstetric registrar & alert consultant, 

anesthetic registrar, alert hematologist, alert blood transfusion service, call porters for 

delivery of specimens / blood. 

b. RESUSCITATE.  IV access with two 14 G cannula, Head down tilt, Oxygen by mask 

(8 liters / min). 

Transfuse-Crystalloid (e.g. Hartmann’s), Colloid (e.g. Gelofusine).  Once 3.5 liters 

infused, give ‘O’ negative blood if no cross-matched blood is available or give 

uncross-matched own-group blood, as available. 

Whole blood frequently is used for rapid correction of volume loss because of its 

ready availability, but component therapy is ideal. A general practice has been to 

transfuse 1 unit of fresh-frozen plasma for every 3 to 4 units of red cells given to 

patients who are bleeding profusely.  

c.  MONITOR / INVESTIGATE. Cross-match 6 units of blood, Full blood count (FBC), 

Clotting screen, Continuous pulse and blood pressure measurement, 

electrocardiogram / Oximeter, Foley catheter insertion to measure urine output as a 

tool to assess renal perfusion and function. 

d. STOP THE BLEEDING. 

• Exclude causes of bleeding other than uterine atony  

• Ensure the is bladder empty  

• Perform Uterine compression  

• Give -IV syntocinon 10 units  

         - IV ergometrine 500 mg  

         - Syntocinon infusion (30 units in 500 ml)  

                      - IM Carboprost (500 mg)  

If conservative measures fail to control hemorrhage, initiate surgical hemostasis 

sooner rather than later. Laparotomy options: 

   - Direct intramyometrial injection of Carboprost (Haemabate) 0.5mg is helpful. 

   - Bilateral ligation of uterine arteries  

   - Bilateral ligation of internal iliac (hypogastric arteries)  

   - Hysterectomy  
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5.5 Outcome of management. 

The outcome of intervention in the research centre was quite good (89%), while 8% still had 

some mild bleeding. 3% of the patients had poor prognostic features and the circumstances 

surrounding it were quite unclear. As earlier stated, the outcome of intervention depends on 

multiple factors, among which are:- 

 Availability of skilled labour, i.e. doctors, anaesthetist, etc. 

 Availability of surgical instruments as well as medications. 

 Primary cause of bleeding. 

 Speed at which emergency first aid is initiated. 

 Gravity of the bleeding. 

 Promptness of seeking medical help. 

 Genetic bleeding disorders such as von-willebrand’s disease. 

Even with the best of management skills, there is normally a development of complications, 

sooner or later. Most patients with PPH are quickly identified and successfully treated before 

major complications develop. 

 The most common problem is anemia and loss of iron stores, which results in fatigue in the 

postpartum period. 

Many of the complications of severe PPH are related to massive blood loss and hypovolemic 

shock. Damage to all major organs is possible; respiratory (adult respiratory distress 

syndrome) and renal (acute tubular necrosis) damage are the most common but are rare. 

Renal failure is usually self-limited, and renal function recovers fully. Temporary dialysis is 

seldom required. Pulmonary edema is uncommon in this previously healthy group; however, 

it may develop acutely or during the recovery phase because of fluid overload or myocardial 

dysfunction. Response to standard therapy is usually prompt.  

Pregnant women are at increased risk of venous thrombosis and embolic events. Many of the 

risk factors for PPH are also risk factors for venous thrombosis and embolic events, including 

operative vaginal delivery, cesarean delivery, and pelvic surgery. Venous stasis due to shock 

and immobility also contribute. 

Hypopituitarism following severe PPH (Sheehan syndrome) is due to critical ischemia of the 

hypertrophied pituitary. This condition should be considered if a failure to lactate occurs. 

Isolated deficiencies of pituitary tropins and hyperprolactinemia have also been reported.  

Evidence suggests that prophylaxis against gastrointestinal ulceration is useful in critically ill 

patients, especially those requiring ventilation. The recommended agents are sucralfate and 

histamine 2 blockers. Both are effective at reducing the risk of ulcers. Sucralfate may be 

associated with a lower incidence of pneumonia (Cook, 1996).  
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Several of the complications related to surgical interventions have been described. 

Complications include sterility, uterine perforation, uterine synechiae (Asherman syndrome), 

urinary tract injury and genitourinary fistula, bowel injury and genitointestinal fistula, 

vascular injury, pelvic hematoma, and sepsis. Consider ultrasound of the kidneys following 

complicated emergency pelvic surgery in order to exclude ureteric obstruction. Good 

evidence suggests that all patients having cesarean births should receive prophylactic 

antibiotics (Smaill, 2002). The duration of antibiotic coverage following surgery in these 

circumstances is unknown. 

 

5.6 Summary  

PPH is a common complication of childbirth and a leading cause of maternal morbidity and 

mortality. Clinicians should identify risk factors before and during labor so that care may be 

optimized for high-risk women. However, significant life-threatening bleeding can occur in 

the absence of risk factors and without warning. All caregivers and facilities involved in 

maternity care must have a clear plan for the prevention and management of PPH. This 

includes sound resuscitation skills and familiarity with all medical and surgical therapies 

available.  

5.7 Conclusion 

 Majority of the patients were quite young and had little if any formal education.  

 The major cause of PPH in this setting was tissue factors such as retained products of 

conception.  

 There is a relationship between grand multiparity and the occurrence of PPH, and 

further research on this ought to be done. 

5.8 Recommendations 

1. Community sensitization on the importance of having a planned hospital delivery. 

2. Provision of safe and quick emergency medical help. 

3. The reduction in hospital costs as well as provision of accessible medical help to 

facilitate a quick help. 

4. Hiring of more qualified personnel capable of handling such emergencies 

5. The training of more traditional birth attendants because they are the ones in closer 

contact with the community and can, therefore provide more immediate help. 
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APPENDIX l : CHECKLIST 

PATIENT AGE CAUSE MANAGEMENT OUTCOME 

1     

2     

3     

4     

5     

6     

7     

8     

9     

10     

11     

12     

13     

14     

15     

16     

       17     

18     

19     

20     

21     

22     

23     

24     

25     

26     

27     

28     

29     

30     

31     

      32     
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APPENDIX II: Map of Bushenyi illustrating the location of Ishaka. 
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APPENDIX III: MAP OF UGANDA 

 

 

 

 

 

 


