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Abstract

Introduction: Antepartum hemorrhage (APH) is defined as bleeding from or into the genital tract after
28weeks of pregnancy and before delivery of the baby. Placenta Previa and placental abruption are the
major causes of APH in the third trimester of pregnancies and major contributors of maternal and fetal
mortality and morbidity. To determine the incidence, relative frequency, etiopathogenesis and fetomaternal
outcomes in respect to morbidity and mortality in APH in tertiary center, this study was carried out.
Material and Methods: This was one and half years study. Total 150 cases were included. Provisional
diagnosis was made from detail clinical history, abdominal and vaginal examination. Ultrasonography and
a gentle speculum examination was also done. Final diagnosis was made by findings at delivery and by
examining the placenta after delivery. The cause of death was noted in case of maternal mortality.

Result: The incidence of APH was 1 in 57.86 pregnancies (1.72%) in present study. Placenta Previa was
the commonest cause. More common in 25-30 years of age, and in multigravida. Majority of women
(56.66%) had mixed type of bleeding (concealed and revealed). The total number of maternal death was 5.
The main causes of death were hemorrhage, shock, renal failure and post-partum hemorrhage. Total
perinatal mortality rate was 45.33% and most common cause was prematurity.

Conclusion: Good antenatal and postnatal care, adequately trained medical and paramedical staff, good
referral hospital, good transport facility and institutional delivery can help in decreasing the maternal and
fetal morbidity and mortality in APH.

Keywords: Antepartum hemorrhage, perinatal and maternal morbidity and mortality.

Introduction

Antepartum hemorrhage (APH) is defined as
bleeding from or into the genital tract after 28
weeks of pregnancy and before delivery of the
baby.™ It can be due to placenta praevia,
abruption placentae, indeterminate cause or local
causes of genital tract. Placenta previa and
placental abruption are the major causes of
antepartum hemorrhage in the third trimester of
pregnancies and major contributors of obstetric

hemorrhage in general.[! Each of these conditions
has a prevalence rate of 0.5% to 2% in most parts
of the world.?®! Placenta praevia and placental
abruption have been recognized as major obstetric
complications that result in maternofetal mortality
and morbidity.

Maternal mortality due to APH has significantly
decreased in the developed countries due to better
obstetrical outcome. In developing country,
maternal and perinatal mortality is still very high
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due to associated problems like anemia,
difficulties in transport in cases of emergency and
restricted  medical  facilities.). Maternal
complications of APH are malpresentation,
premature labour, postpartum haemorrhage,
shock, retained placenta. It also includes higher
rates of caesarean  sections,  peripartum
hysterectomies, coagulation failure and death.
Fetal complications are premature delivery low
birth weight, intrauterine death, congenital
malformations and birth asphyxia./’

The effect of the two bloody obstetric
complications on perinatal health is multifactorial:
blood loss, premature delivery, intrauterine
growth restriction, the risk of perinatal asphyxia,
the risk of sepsis, and hyperbilirubinemia.l***]
Perinatal mortality is considerably higher in APH
than in normal pregnancy, either directly affecting
the utero-placental circulation, which results in
still birth babies or early interference which
causes birth of premature babies. Perinatal
mortality is especially high in cases of abruptio
placentae. The perinatal mortality in placenta
praevia has decreased over the years because of
liberal blood transfusion, early caesarean section
and better newborn care.Antepartum hemorrhage
goes hand in hand with postpartum hemorrhage,
as there is high incidence of postpartum
hemorrhage in cases of antepartum hemorrhage.
Untreated anemia is universally found in our
scenario. Blood transfusion facilities are still
inadequate in rural India. Late referral, lack of
transport facilities and inadequate knowledge of
medical and paramedical staff contributes to poor
prognosis in cases of antepartum hemorrhage in
developing countries. The aim of this present
study is to find out the incidence of APH in
tertiary referral center, relative frequency of
placenta previa and abruptio placentae in APH,
clinical aspect of APH in respect to
aetiopathology and fetomaternal morbidity and
mortality and to find out different measures for
improvement of fetomaternal outcomes.

Material and Methods

The present study was conducted in the
department of obstetrics and gynecology in
tertiary care hospital. The period of study was one
and half years. All booked and unbooked cases of
APH were included in this study. Total number of
150 women with APH and followed through the
immediate puerperium were included. Detail
clinical and obstetric histories were taken
including  age, parity, socioeconomic status,
religion, literacy, antenatal checkup prior to
admission, about the time of onset of bleeding, its
nature and associated complains like pain
abdomen, color and the amount of bleeding were
also noted. They were asked about any abdominal
trauma, coitus, or pelvic examination. Patients
were also asked about the previous bouts of
bleeding prior to present bleeding. Detail
obstetrical history and history of any chronic
iliness were noted. Family history of twin,
hypertension and diabetes also noted. Provisional
diagnosis was made, clinically from the presenting
symptoms and signs. Ultrasonography was carried
out in almost all cases except in few cases in
which immediate intervention was done on
admission. Then abdominal and vaginal
examinations were done gently and if needed
vaginal examination done in the operation theatre
with full preparation for caesarean section. If
abruption placentae was suspected then gentle
pelvic examination was done to assess whether
patient was in labor or not and to decide the line
of management. Whenever, there was confusion
in the diagnosis with placenta Praevia, internal
examination (Double set up examination) was
done in operation theatre.

Vaginal examination was strictly avoided when
patient was in exsanguinated state, in diagnosed
cases of major degree of placenta previa
confirmed by ultrasonography  previously,
associated complicating factors such as
malpresentation, pregnancy in previous
caesarean section, known cases of CPD. A gentle
speculum examination was done to establish any
cervical or vaginal lesion only when major causes
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of APH were excluded. Final diagnosis was made
by finding at vaginal delivery or caesarean section
and by examining the placenta after delivery.
Routine blood test, coagulation profile and urine
tests were also done. Ultrasonography was done to
localize the site of placenta, to determine the
degree and type of placenta previa and retro
placental clots. The lie, presentation, gestational
age of the fetus was also noted. General
management of all patients was done by IV fluid,
antibiotics, blood transfusion, monitoring of input
and output in case of shock. Obstetric
management in case of abruption in labor by
doing amniotomy and augumanting labour, if
heavily bleeding with alive baby immediate
caesarean section was done. In cases of placenta
Previa with immature fetus and no active
bleeding, was managed in hospital conservatively.
Rest, steroid cover was given to them. In minor
degree placenta Praevia more than 36weeks
gestation with slight bleeding, no obstetrics
contraindication and induction of labor was done.
In addition, in cases of major degree of placenta
Praevia with mature fetus, caesarian section was
done. In cases of maternal mortality, cause of
death was noted. Finally, after delivery baby was
examined thoroughly.

Results

During the period of one and half years of study,
out of 8680 patients admitted in Obstetrical
Emergency, 150 cases were of APH. The
incidence of APH in this period was 1 in 57.86
pregnancies (1.72%). In the present study, it was
found that 98% of the cases were of emergency

admission and majority had no proper antenatal
checkup. Placenta Previa was the commonest
cause of third trimester (32-36weeks) hemorrhage
in this study (Table 1). More common age group
was between 25-30 years, with the maximum
numbers of cases were found in 5™ gravida or
more.In  46.66% of women with abruptio
placentae, there were sign of toxemia of
pregnancy. Character of bleeding in placenta
Previa was recurrent (25%), continuous (63.88%)
and 11.11% cases were not bleed. Majority of
women (56.66%) had mixed (revealed and
concealed) type of bleeding. The number of cases
of malpresentation (22.21%) was definitely high
with placenta Praevia. In the present study,
22.21% of women had malpresentation, the
commonest was breech presentation, 18.51% and
in 3.70%, there was shoulder presentation. In
0.92% of women, twin pregnancy was present.
Cesarean section rate in placenta Previa was
78.43% and caesarean hysterectomy occurred in
one case. One case died prior to delivery. Vaginal
delivery rate was 70% and caesarean section rate
was 30% in cases of abruptio placentae. The total
number of maternal death was 5 (3.33%).The
main causes of death were APH, shock, renal
failure and post-partum hemorrhage. Maximum
number of maternal deaths occurred in 5™ gravida
or more. The study shows the perinatal mortality
was 41.66% in placenta Praevia and 76.66% in
abruptio placentae. Total perinatal mortality rate
was 45.33% (Table 4). In this study perinatal
mortality was higher in premature babies (Table
5).

Table 1: Distribution of cases of placenta praevia, abruptio placentae and other cases of third trimester
haemorrhage

Cause of APH Number of cases Percentage (%)
Placenta praevia 108 72
Abruptio placentae 30 20
Indeterminate 9 6
Excessive show 3 2

Total 150 100

The table indicates that placenta praevia was the commonest cause of third trimester haemorrhage in this
series
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Table 2: Period of gestation at which the separation of placenta occurred in abruptio placentae

Period (weeks) Number of cases of Percentage

abruptio placentae (%)
28 -32 17 56.66
33-36 3 10.0
37-40 10 33.33
Total 30 100

The table shows that 56.66% of abruptio placentae occurred within 28-32 week

Table 3: Period of gestation at which patient admitted with placenta praevia

Period (weeks) Number of cases of Percentage
placenta praevia (%)
28 -32 31 28.70
33-36 60 55.55
37-40 17 15.74
Total 108 100

Maximum number of cases of placenta praevia sought admission between 33-36 weeks. 12 women were
completely asymptomatic.

Table 4: Perinatal outcome in cases of Antepartum haemorrhage

Perinatal outcome Placenta praevia Abruptio placentae Others
Still birth 35 21 2
Early neonatal death 10 2 -
Healthy after one week 62 7 10

The study shows the perinatal mortality was 41.66% in placenta praevia and 76.66% in abruptio placentae.

Total perinatal mortality rate was 45.33%

Table 5: Perinatal mortality in relation to the Period of gestation

Period of gestation No. of cases Perinatal mortality Percentage (%)
Less than 34 weeks 56 39 69.64
Between 34-37 weeks 12 6 50.00
Between 38-40 weeks 82 25 30.48

This table shows perinatal mortality was higher in premature babies.

Discussion

The total number of admission in labor room
during one and half years was 8680. Only 150
cases of bleeding per vagina during third trimester
that is after 28 weeks of gestation were included
in this study. The incidence of antepartum
hemorrhage in the present study is 1.72% which is
significantly less as compared to Sheikh et al*®
(5.4%) and Singhal et al'® (3.01%). Most of the
cases was unbooked similar to the study done in
Hyderabad.™ The majority of the cases of
antepartum hemorrhage in this study were due to
placenta Praevia comparable to a study done in
southwestern Nigerial™® . Out of 150 cases, there
were 108 cases (72%) of placenta Praevia, 30
cases (20%) of abruptio placentae, 9 cases (6%) of

indeterminate origin and 3 cases (2%) of
excessive show. The incidence of placenta praevia
is 1.72%, significantly higher in the present study
as compared to Sheikh et al™ (51.7%) and
Singhal et al'® (52.64%) and 1.5% reported from
Oshogbo *and lower than 5.4% documented in
Pakistan™ and 15.3% from Qatar 8. The
incidence of abruptio placentae in the present
study (20%) is significantly lesser as comparable
to Sheikh et al ™ (44.6%) and Singhal et al®
(29.65%). The incidence of undetermined APH of
present study (6%) as compared to Singhal et al®®
(17.7%) and Sheikh et al™ (2.5%).The risk of
placenta Praevia and abruptio placentae increases
with advancing age and parity.!**?% In this study,
43.51% of women with placenta Praevia and
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43.33% of women with abruptio placentae were
between 25-30 years of age. It was seen that
maternal hypertension predisposed to placental
abruption.’!! In this series 46.66% of women with
abruptio placentae had toxemia of pregnancy. In
the present study there were 5 (16.66%) cases of
abruptio placentae with concealed hemorrhage, 8
(26.66%) with revealed bleeding and 17 (56.66%)
with mixed type of hemorrhage. In placenta
Praevia bleeding is usually painless. In present
study, 69 (63.88%) cases with placenta Praevia
had continuous bleeding, 12 (11.11%) cases had
no bleeding at all and remaining 27 (25%) cases
had recurrent episodes of bleeding.

Management of women with placenta praevia
depends on the duration of pregnancy and severity
of bleeding. If the fetus is immature, the usual aim
is to allow pregnancy to continue until baby had a
reasonable chance to survive ex-utero. If bleeding
occurred at 37 weeks of pregnancy, it was best to
deliver the fetus. Macafee 1945 introduced this
policy of conservative management. In present
study, there were 91 women with placenta Previa
who were admitted before 37" weeks. In 61
women pregnancy had to be terminated
immediately because of severe hemorrhage and 1
woman died undelivered. The rest 28 women were
treated conservatively in hospital under close
supervision. One patient had to undergo caesarean
hysterectomy for massive P.P.H.

Caesarean section is the accepted method of
delivery in cases of placenta Previa. In present
study 85 women (78.43%) out of 108 with
placenta Previa underwent caesarean section much
higher than in Hyderabad study 57.1%™! and 21
women (19.62 %) with minor degree of placenta
Praevia, vaginal delivery was attempted. One case
was died prior to delivery. In one case, caesarean
hysterectomy was done for massive P.P.H. In
present study, eight cases of morbidly adherent
placenta were found. Primary post-partum
hemorrhage was observed in 17 cases and
caesarean hysterectomy was done in one (0.93 %)
case. Early diagnosis and prompt treatment is the
mainstay in the management of accidental

hemorrhage because maternal and fetal prognosis
worsens if the interval between placental
separation and delivery is more than six - eight
hours. Spontaneous vaginal delivery is the
preferred method of treatment in abruptio
placentae. In the present study vaginal delivery
was done in 21 women (70%) out of 30 cases of
placental abruption in this series. Caesarean
section was the method of delivery employed in
ninewomen (30%). Caesarean rate in placenta
Previa in present study was (78.43%) and in
abruptio placenta (30%) which is much higher as
compared to Singhal et al'® (48.80%) and Sheikh
et al™ (57.1%)

Non-placental causes of third trimester bleeding
were encountered in nine cases. In the present
study, three cases were wrongly diagnosed as
having antepartum hemorrhage. They
subsequently delivered vaginally. There were nine
cases in which the cause could not be ascertained
in which eight delivered normally and in one
woman, cesarean section was done. Maternal
mortality is death of woman during pregnancy or
child birth or puerperium. Maternal mortality is
still higher in developing countries.

In present study, maternal mortality was 3.33%.
Two cases were died out of 108 cases of placenta
Previa and three were died out of 30 cases of
abruptio placentae. No maternal death reported in
indeterminate group. Antepartum haemorrhage,
hypovolemic shock, renal failure and postpartum
hemorrhage were prime causes of death in the
present study and it was found that maternal death
is high in multigravida. Maternal complication,
postpartum hemorrhage(.66%) was less in the
present study as compared to Singhal et al®®
(21.84%) and Sheikh et al™' (19%) and Oshogbo
(7.1%)!*®1. The decreased incidence of postpartum
hemorrhage in present study may be due to
prophylactic measures taken for prevention of
postpartum hemorrhage such as prophylactic use
of prostaglandin F2Alpha, methyl ergometrine,
and uterine and ovarian artery ligation. Also,
Maternal mortality has begun to decline due to
availability of blood, blood products and higher
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antibiotics, Maternal mortality rate is comparable
between Singhal et al '® (2.21%) and present
study (3.33%).

APH is responsible for a large percentage of
perinatal death all over the world and found to be
elevated more than threefold, when there is
bleeding any time in pregnancy. The total
perinatal mortality rate is 46.97% in the present
study, is significantly higher than Singhal et al ©
(23.70%) however, comparable to Sheikh et alt**
(49.66%). The incidence of low birth weight and
prematurity is much less in present study
(69.64%) as compared to Singhal et al® (83.18%)
and comparable to Oshogbo 68.4%. [%The
stillbirth rate was 38.6% in our study, while other
studies have quoted a stillbirth rate of 50.2% and
22.2% 51 jn cases of antepartum hemorrhage.
This may likely be related to the rate at which
timely intervention is instituted as hemorrhage
exposed the fetuses to hypoxia and ultimately
death!®. Perinatal mortality correlates with the
severity of abruption, period of gestation at which
hemorrhage occurs, weight of fetus, amount of
concealed hemorrhage and maternal hypertension.
Perinatal mortality is also high in indeterminate
group. In present study it was 1.33%.Several
studies have shown that placenta Previa and
placenta abruption are known to triple the rate of
perinatal mortality primarily due to prematurity
[142223] The high perinatal mortality (69.64%) in
present study was mainly due to prematurity. This
could be reduced by choosing the optimum time
for planning delivery, after careful assessment of
the maturity of the fetus. In this respect
ultrasonography and simple test for pulmonary
maturity, LS ratio had an invaluable role to play.
The most important factor is the relatively poor
perinatal outcome in this study, compared to that
in sophisticated centers was the lack of specialized
unit for expert neonatal care for the very low
birth-weight baby.

Conclusion
The maternofetal mortality in APH can be reduced
by educating the people about various government

schemes for pregnant women, about the value of
antenatal and postnatal care, benefits of a small
family size, awareness of the services offered at
P.H.C & referral centers. Better transport system
and connectivity from village to referral centers
and adequate skilled staff round the clock. There
should be intensive obstetric care unit with
equipped neonatology at referral centers. Facilities
of Dblood transfusion, caesarean section and
ultrasonography should be available for 24 hours.
Early recognition and timely management of the
case can improve maternofetal mortality and
morbidity.
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