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 This is defined as vaginal bleeding from 24 
weeks to delivery of the baby. The causes 
are placental or local. 

Or

 is any bleeding occurring in the 
antenatal period after 20 weeks 
gestation. It complicates 2–5 per cent of 
pregnancies.

 The incidence of antepartum 
haemorrhage is 3%.

1. 1%  placenta praevia.

2. 1%  placental abruption.

3. the remaining 1% is from other causes.





Placenta  previa

placenta is implanted 

partially or completely over 

the lower uterine segment 

(over and adjacent to the 

internal os) it is called 

placenta previa. 



Risk factors for placenta 

praevia

 Multiple gestation

 Previous Caesarean section

 Uterine structural anomaly

 Assisted conception

 The incidence is increased beyond the 
age of 35 years

 Smoking — causes placental hypertrophy 
to compensate carbon monoxide 
induced hypoxemia

 Prior curettage



Classification of placenta 

previa
 Type—I (Low-lying): The major part of the 

placenta is attached to the upper segment 
and only the lower margin encroaches onto 
the lower segment but not up to the os.

 Type—II (Marginal): The placenta reaches the 
margin of the internal os but does not cover it.

 Type—III (Incomplete or partial central): The 
placenta covers the internal os partially 
(covers the internal os when closed but does 
not entirely do so when fully dilated).

 Type—IV (Central or total): The placenta 
completely covers the internal os even after it 
is fully dilated.





Clinical  features
 SYMPTOMS: The only symptom of placenta 

previa is vaginal bleeding character of 
bleeding includes:

 Sudden onset

 Painless(because blood is not normally 
retained within the uterine cavity) 

 Apparently causeless 

 Recurrent

 Unrelated to activity and often occurs during 
sleep

 The bleeding is unassociated with pain unless 
labor starts simultaneously



Diagnosis

History (How much 

bleeding,Triggering factors, 

Associated with pain or 

contractions?, Is the baby moving?, 

Last cervical smear (date/normal or 

abnormal)?

Examination ( vital signs, Is the 

uterus soft or tender and firm?, Fetal 

heart auscultation/CTG, 



Diagnosis of placenta previa
 Placenta on lower segment encourage 

malposition, malpresentation, abnormal 

lie.

 Abdomen soft and not tender.

 The patient's general condition should 

reflect the amount of visible blood loss.

 Non engagement of presenting part.

 Confirmation of the diagnosis is obtained 

by localization of the placenta by 

ultrasound. 



 A digital examination is contraindicated 
as this can precipitate bleeding. 
Approximately 10% of cases of placenta 
praevia can also be complicated by 
placental abruption.

 The diagnosis of placenta previa can 
seldom be established firmly by clinical 
examination. Such examination of the 
cervix is never permissible unless the 
woman is in an operating room with all 
the preparations for immediate cesarean 
delivery, because even the gentlest 
examination of this sort can cause 
torrential hemorrhage



Placenta previa management

 Admit to hospital

NO VAGINAL EXAMINATION

 IV access

 Placental localization



Placenta previa management according to 

severity of bleeding

Severe 

bleeding

Caesarean 

section

Moderate 

bleeding
Gestation

>34/52

<34/52

Resuscitate
Steroids Unstable

Stable

Resuscitate

Mild

bleeding Gestation
<36/52

Conservative 
care

>36/52





PLACENTAL ABRUPTION (ACCIDENTAL 

HAEMORRHAGE)

 This means the separation of a normally 

situated placenta.

 There are 2 types of placental abruption

Revealed  bleeding per vaginam.

Concealed  blood remains in the uterus as 

a retro-placental clot and sometimes there 

is no external bleeding.

Mixed Where there is both external 

bleeding and evidence of retro-placental 

clot the haemorrhage





Aetiology



Signs and Symptoms
 The hallmark symptom of placental abruption 

is pain which can vary from mild cramping to 
severe pain.

 A firm, tender uterus and a possible sudden 
increase in fundal height on exam.

 The amount of external bleeding may not 
accurately reflect the amount of blood loss.

 Importantly, negative findings with ultrasound 
examination do not exclude placental 
abruption. Ultrasound only shows 25% of 
abruptions.



Differential Diagnosis
 Mild and early cases of abruption are 

difficult to distinguish from normal labour

with excessive 'show'. The diagnosis of an 

established mixed haemorrhage is not 

usually difficult but concealed abruption 

may need to be distinguished from:

 (a) Acute polyhydramnios

 (b) Degeneration of fibroid

 (c) Peritonism from perforation of a peptic 

ulcer, appendicitis or other cause.



Complications of Abruption



 It is recognized that the risk of either 

coagulation failure or renal failure 

occurring will be reduced by 

 rapid and liberal transfusion to 

restore the circulating blood 

volume together with speedy 

emptying of the uterus.

 Similarly the baby's chances of 

survival will be increased by 

improved perfusion of the placental 

site.





PLACENTAL ABRUPTION (ACCIDENTAL 

HAEMORRHAGE)

 Management Minor or uncertain cases Minor 

retro placental bleeding sometimes occurs 

producing a tender area in the uterus.

 bed-rest, 

 sedation if required 

 observation.

 Check Hb, clotting screen, 

 Exclusion of placenta previa by US

 Fetal growth should be monitered

 Pregnancy can be continued safely and check 

placenta after delivery.





Vasa Previa
Vasa Previa : The unsupported umbilical vessels in 
velamentous placenta, lie below the presenting part and 
run across the cervical os.

 These vessels are torn either spontaneously or during 
rupture of membranes.

 Color-flow Doppler (TVS) is helpful for antenatal 
diagnosis. Fetal mortality is high (50%) due to fetal 
exsanguination.

 Vaginal bleeding is often associated with fetal 
distress (tachycardia, sinusoidal FHR tracing).



 MANAGEMENT: Management depends on fetal gestational 

age, severity of bleeding, persistence or recurrence of 

bleeding. Center must be equipped with appropriate neonatal 

care facilities in view of preterm delivery.

 A- Considering the risks of bleeding, patient with confirmed 

vasa previa, needs antenatal admission at 28–32 weeks of 

gestation. Expectant management can be done in selected 

cases for fetal lung maturity similar to placenta previa. 

Antenatal corticosteroids should be given

 B- Any case with bleeding vasa previa, delivery should be 

done by  emergency cesarean section. Intrapartum diagnosis 

of vasa previa, needs expeditious delivery.

 C- A case of confirmed vasa previa at term (.37 weeks) 

should be delivered by elective cesarean section prior to onset 

of labor.

 D- Neonatal blood transfusion may be needed.



Vasa Previa



Vasa Previa





Primary Post-Partum

Haemorrhage is blood loss from 

the birth canal of 500 ml or more 

within 24 hours of delivery.

After 24 hours, abnormal 

bleeding is classed as Secondary 

Post- Partum Haemorrhage.



INCIDENCE:

The incidence is about 4–6% of all deliveries

These are of two types of primary PPH:

 Third stage hemorrhage—Bleeding occurs before 

expulsion of placenta.

 True postpartum hemorrhage—Bleeding occurs 

subsequent to expulsion of placenta (majority).





Atonic uterus (80%): causes includes

 (1) Grand multipara

 (2) Overdistension of the uterus

 (3) Malnutrition and anemia (<9.0 g/dL)

 (4) Antepartum hemorrhage (Both placenta previa and 

abruption)

 (5) Prolonged labor (>12 hours):

 (6) Initiation or augmentation of delivery by oxytocin

 (7) Malformation of the uterus

 (8) Uterine fibroid

 (9) Mismanaged third stage of labor

 (10) Precipitate labor

 (11) Other causes of atonic hemorrhage are: . Obesity (BMI > 

35) . Previous PPH . Age (>40 yrs) .  Drugs: Use of tocolytic

drugs (ritodrine), MgSO4, Nifedipine







Traumatic (20%): 

 Trauma to the genital tract usually occurs following 

operative delivery; even after spontaneous delivery. 

Blood loss from the episiotomy wound is often 

underestimated.

 Similarly, blood loss in cesarean section amounting 

to 800–1000 mL is most often ignored. 

 Trauma involves usually the cervix, vagina, perineum 

(episiotomy wound and lacerations), paraurethral

region and rarely, rupture of the uterus occurs. The 

bleeding is usually revealed but can rarely be 

concealed (vulvovaginal or broad ligament 

hematoma).









 • Thrombin:

 Blood coagulation disorders, acquired or congenital, 

are less common causes of postpartum hemorrhage. 

The blood coagulopathy may be due to

 diminished procoagulants (washout phenomenon)

 or increased fibrinolytic activity. 

 The firmly retracted uterus can usually prevent 

bleeding. The conditions where such disorders may 

occur are abruptio placentae, jaundice in pregnancy, 

thrombocytopenic purpura, severe preeclampsia, 

HELLP syndrome or in IUD . Specific therapy 

following coagulation screen including recombinant 

activated factor VII (rF VIIa) may be given.

























SECONDARY POSTPARTUM HEMORRHAGE

 CAUSES: The bleeding usually occurs between 8th and 14th day of 

delivery. The causes of late postpartum hemorrhage are:

(1) Retained bits of cotyledon or membranes (most common), 

(2) Infection and separation of slough over a deep cervicovaginal

laceration,

(3) Endometritis and subinvolution of the placental site—due to delayed 

healing process, 

(4) Secondary hemorrhage from cesarean section wound usually occur 

between 10–14 days.  It is probably due to—

(a) separation of slough exposing a bleeding vessel or 

(b) from granulation tissue,

(5) Withdrawal bleeding following estrogen therapy for suppression of 

lactation, (6) Other rare causes are: chorionepithelioma—occurs usually 

beyond 4 weeks of delivery; carcinoma cervix; placental polyp; infected 

fibroid or fibroid polyp and puerperal inversion of uterus.



DIAGNOSIS: 

 The bleeding is bright red and of varying amount. 

Rarely it may be brisk. 

 Varying degree of anemia and evidences of sepsis are 

present.

 Internal examination reveals evidences of sepsis, 

subinvolution of the uterus and often a patulous 

cervical os. 

 Ultrasonography is useful in detecting the bits of 

placenta inside the uterine cavity



MANAGEMENT
Supportive therapy:

 (1) Blood transfusion, if necessary, 

 (2) To administer methergine 0.2 mg intramuscularly, 

if the bleeding is uterine in origin,

 (3) To administer antibiotics (clindamycin and 

metronidazole) as a routine.

Conservative: If the bleeding is slight and no apparent 

cause is detected, a careful watch for a period of 24 

hours or so is done in the hospital.



Active treatment: As the most common cause is due to retained 

bits of cotyledon or membranes, it is preferable to explore the 

uterus urgently under general anesthesia.

 One should not ignore the small amount of bleeding; as 

unexpected alarming hemorrhage may follow sooner or later. 

The products are removed by ovum forceps.

 Gentle curettage is done by using flushing curette. Methergine

0.2 mg is given intramuscularly. The materials removed are to 

be sent for histological examination.

 Presence of bleeding from the sloughing wound of 

cervicovaginal canal should be controlled by hemostatic sutures. 

Secondary hemorrhage following cesarean section may at times 

require laparotomy. The bleeding from uterine wound can be 

controlled by hemostatic sutures; may rarely require ligation of 

the internal iliac artery or may end in hysterectomy




