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EDITORIAL

Management of postpartum haemorrhage

Postpartum haemorrhage (PPH) is a leading cause of
maternal death in the countries of sub-Saharan Africa,
several of which have high overall maternal mortality
rates and are not on track for achieving Millennium
Development Goal 5.

PPH seriously tests the functioning of the health system
and the skills of health workers. Patients often do not
survive referral to another level of care, so effective
management including resuscitation needs to be available
at the first point of contact, often the district hospital
(level 1 health facility).!

In South Africa, the Saving Mothers reports produced
every 3 years by the National Committee for Confidential
Enquiry into Maternal Deaths (NCCEMD) show that
obstetric haemorrhage is the third most common cause
of maternal death in South Africa, accounting for 491
(12.4%) of all maternal deaths during 2005 - 2007."
Maternal deaths due to haemorrhage are not decreasing.
The maternal mortality rate (number of maternal deaths
per 100 000 live births) due to obstetric haemorrhage
was 13.6 in 1999 - 2001, 19.5 in 2002 - 2004 and 18.8
in 2005 - 2007. Over 75% of PPH deaths occur at level
1 and 2 hospitals, with 43% of PPH deaths occurring at
level 1 hospitals.

The major conditions causing obstetric haemorrhage in
South Africa during 2005 - 2007 were abruptio placentae
(9.8%), retained placenta (17.9%), uterine atony (13.6%),
uterine rupture (16.3%) and other uterine trauma,
predominantly bleeding during and after caesarean
section (CS) (28.5%). Many of these conditions can be
prevented by timeous management of prolonged labour.

The large number of deaths due to bleeding associated
with CS and uterine rupture raises concern about technical
skills, particularly at level 1 hospitals.

Obstetric haemorrhage was the cause of maternal death
most likely to be assessed as avoidable, with 80% of PPH
deaths identified as ‘clearly avoidable’. In addition to
patient-related and administrative factors, sub-standard
care remained a major problem, contributing to over
40% of deaths for every level of care. It included failure
to carry out essential steps of prescribed protocols or
serious delays in doing so, and lack of appropriate skills.
Resuscitation of bleeding patients was also a serious
problem.

In this issue of SAJOG, Agrawal et al. present an unusual
case of secondary PPH managed by balloon tamponade.’

Secondary PPH, although a less common cause of
obstetric haemorrhage, constitutes a major management
problem. It is usually due to retained products of
conception with uterine sepsis, and requires hysterectomy
if not successfully managed with antibiotics and uterine
evacuation. The article describes successful management
with uterine balloon tamponade. Uterine balloon
tamponade is better known for treatment of primary PPH
from uterine atony or placenta praevia. This technique,
together with uterine compression sutures, has a very
important role to play in reducing deaths from obstetric
haemorrhage.”® They have an 80 - 90% success rate in
arresting haemorrhage without the need for hysterectomy,
and are skills that can be learnt by general doctors who
perform CS, such as medical officers in level 1 hospitals.
In South Africa, where bleeding associated with CS is
the main sub-category of obstetric haemorrhage, these
techniques have the potential to be particularly valuable.

A monograph on PPH produced by the NCCEMD last
year contains clear guidelines for doctors, midwives and
paramedics on how to manage women with massive
PPH.® There are algorithms with care pathways for
managing PPH, including resuscitation and sequential
use of oxytocic agents. Algorithms are presented both for
managing bleeding after vaginal delivery and for bleeding
associated with CS. In particular there are detailed
descriptions, with illustrations, of newer modalities
to treat PPH, such as uterine compression sutures and
balloon tamponade. In addition to commercially available
balloon tamponade systems, use of locally available items
such as surgical gloves and condoms is described as a
cheaper alternative.

It is vital that all levels of care can deal with the emergency
management of PPH and are aware of the factors required
to prevent it. This requires sufficient facilities, supplies
and skilled staff. Major improvements in the functioning
of the health system and appropriate training of doctors
and midwives at all levels of care are essential if deaths
from this preventable cause of maternal mortality are to

be reduced.

Sue Fawcus
Department of Obstetrics and Gynaecology
University of Cape Town

Jack Moodley
Department of Obstetrics and Gynaecology
University of KwaZulu-Natal



Fawcus SE Mbombo N. In: National Committee for Confidential Enquiry into Maternal
Deaths. Saving Mothers. The Fourth Report of the National Confidential Enquiry into
Maternal Deaths in South Africa 2005-2007. Chapter 4. Pretoria: Department of Health,
2009.

Agrawal R, Legge F, Pollard K, Al-Inizi S. Massive secondary postpartum haemorrhage
managed with Bakri balloon catheter after surgical evacuation of the uterus. South African
Journal of Obstetrics and Gynaecology 2011;17:36-37 (this issue).

Doumouchtsis SK, Papageorghiou AT, Arulkumaran S. Systematic review of conservative
management of postpartum haemorrhage: What to do when medical treatment fails. O&G
Survey 2007;62:540.

Georgiou C. Balloon tamponade in the management of postpartum haemorhage: a review.
BJOG 2009;116:748.

Saroja CSM, Nankani A, El-Hamamy E. Uterine compression sutures, an update: a review
of efficacy, safety and complications of B-Lynch sutures and other uterine compression
techniques for postpartum haemorrhage. Arch Gynecol Obstet 2010;281:581-588.
National Committee for Confidential Enquiry into Maternal Deaths. A Monograph on the
Management of Postpartum Haemorrhage. Pretoria: Department of Health, 2010.

Erratum

We regret that an error occurred on page 17 of the March 2011 SAJOG (Vol. 17 No. 1) in the scientific letter
entitled ‘Early discharge from hospital after caesarean section at Chris Hani Baragwanath Hospital, in that the
author details were omitted. Their names and affiliations are as follows:

N Pillay, ECOG (SA)
E J Buchmann, FCOG (SA), PhD

Department of Obstetrics and Gynaecology, Chris Hani Baragwanath Hospital and University of

the Witwatersrand, Johannesburg

The online version of the article was corrected soon after publication. We apologise for the error.
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