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Background: Post-partum haemorrhage defined as blood loss after delivery over 500mls, affects all countries and is the
commonest cause of maternal mortality. It is a frequent obstetric emergency in developing countries.

Objective: To identify the causes of post-partum haemorrhage and identify adequate management of immediate post-partum
haemorrhage and thus reduce maternal mortality.

Patients and methods: This was a prospective and descriptive study of one year from 1st January 2014 to 31st December
2014 conducted at South N’Djamena district hospital. Before including a patient in our survey her consent was obtained after
explaining to her the need for the survey. All consenting patients with post-partum haemorrhage were included. Data were
analyzed using SPSS 17.0.

Results: We recorded 100 cases of post-partum haemorrhage among 6815 deliveries giving an incidence of 1.47%. The
average age of the women was 25.0 years.The majority of deliveries (90%) were vaginal. The main cause of immediate
post-partum haemorrhage was a third stage of labour bleeding (66%) followed by genital lesions (32%). The management
was medical (uterotonic drug, fluid replacement and blood transfusion), obstetric (manual removal of placenta or clot), and
surgical (suture of lesions, vascular ligature and hysterectomy). There were two maternal deaths (2%).

Conclusion: Post-partum haemorrhage is often fatal in our region. Preventive measures and efficient management can help

to improve maternal prognosis.

Introduction

More than 90% of maternal deaths worldwide occur in
sub-Saharan Africa (SSA) and south Asia. These high
maternal and associated neonatal mortality rates persist
despite considerable efforts from the World Health
Organization, governments, development partners, and
others [1,2,3].The majority of these deaths are related to
pregnancy complications that are inadequately managed
because of a lack of access to emergency health care.

The maternal mortality ratios (MMRs) of Sweden, the
United Kingdom, and the United States are 4, 12, and 21
per 100,000 live births, respectively, whereas those of Chad,
Nigeria, and Congo are 1099, 630, and 540 respectively.
In SSA, the major direct causes of maternal mortality
are haemorrhage, pre-eclampsia/eclampsia, obstructed
labour, and sepsis [4, 5]. According to previous studies,
the main cause of haemorrhage in Chad is immediate
post-partum haemorrhage [6]. Post-partum haemorrhage
is defined as blood loss after delivery over 500 mls [7].
The management of this problem is hampered by the
lack of blood products and often leads to maternal death.
This situation is the same in South N’Djamena district
hospital.

Our objective was to identify the main causes of post-

partum haemorrhage in order to identify adequate
management of immediate post-partum haemorrhage
and thus reduce maternal mortality.

Materials and methods

This was a prospective and descriptive survey of the
epidemiological aspects and prognosis of immediate
post-partum haemorrhage. It was carried out for one year
from 1st. January 2014 to 31st. December 2014 at South
N’Djamena district hospital.

The survey population included patients who had given
birth at South N’Djamena district hospital or had been
referred from another hospital because of post-partum
haemorrhage. Before including a patient in our survey her
consent was obtained after explaining to her the need for
the survey.

Studied variables were: age, parity, causes and risk factors,
treatment and prognosis. Data were analyzed using SPSS
17.0.

Results
Incidence

We had 100 cases of immediate post-partum haemorrhage
among 6815 delivery giving an incidence 1.47%.
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Table 1. Age and parity

Characteristic Number Percentage
Age (years)
15-19 18 18
20-24 33 33
25-29 23 23
30-34 12 12
> 35 14 14
All ages 100 100
Parity
Primiparous 26 26
One previous baby 14 14
Multiparity 60 60
Total 100 100
Table 2. Risk factors
Risk Factor Number Percentage
Multiparity 60 60
Eclampsia 2 2
Placenta abruption 5 5
Precipitate delivery 3 3
Intra uterine death 6 6
Macrosomia 5 5
Uterine myoma 3 3
No risk factor 40 40

Age and parity

Table 1 shows that 33 (33%) of the mothers were aged
20 to 24 years, and 68 (68%) were aged 20 years to 34
years. The average age was 25.0 years. Multiparity was
more represented at 60%, and the average parity was 2.5.

Risk  factors  of
haemorrhage

immediate  post-partum

Table 2 shows that 40% of patients had no risk factors,
and that the most common risk factor was multiparity
(60%). Six cases of intra-uterine death were recorded
which can cause clotting problems.

Timing and causes of immediate post-partum
haemorrhage

The majority of cases (66 patients) bled during the third
stage of labour. There were 40 cases of uterine atony and
26 cases of placental retention — see Table 3.

Treatment of immediate post-partum haemorrhage

We carried out manual removal of a clot from the uterus to
check the emptiness of the uterus. The second reason for
this maneuver is to eliminate a uterus tear. Thus manual
removal of clot from the uterus associated with uterine
massage was carried out for all cases. Manual removal of
the placenta was associated in three cases.

To ensure uterine contraction, uterotonic drugs were
used. In district hospitals of N’Djamena, oxytocin or
methylergometrin (if blood pressure is normal) were used.
Patients who had received between 60-80 IU could not
have more because after this dose, undesirable effects can
occur. For these patients we added misoprostol. Removal
of a clot from the uterus can allow infection, so we gave
antibiotics routinely.

Surgical treatment was carried out in 40 cases, mostly
suturing of genital tract lesions (32 patients). We achieved
bilateral ligature of the uterine artery in 6 cases, one
B-Lynch suture (1%) and one hysterectomy (1%). Twenty
five patients (25%) received a blood transfusion. — see
Table 4.

Maternal prognosis

We recorded two cases of maternal death giving a mortality
of 2%. These deaths were due to massive haemorrhage
exacerbated by the lack of blood available to transfuse.

Discussion
Incidence

According to the World Health Organization post-partum
haemorrhage is annually responsible for a quarter of
maternal deaths (estimated at 585,000) [8, 9]. In France
the incidence is estimated as 2% [5]. In Africa, according
to previous studies, the incidence varied from 1.7% to

10.4 % [10, 11].

We report an incidence of 1.47%. Dlinga [12] noted
previously an incidence of 1.26% in N’Djamena city.
Factors like exemption for medical fees in South
N’Djamena district hospital can explain this proportion.
The South N’Djamena district hospital receives mostly
rural and poor people. The population surrounding
N’djamena city is poor and cannot afford treatment in
a private hospital. The exemption for medical fees is an
opportunity for them to receive free treatment.

Age and parity

A third of the patients (33%) were aged 20 to 24 years,
and two thirds (64%) were aged less than 30 years. Our
results confirm a national statistic that reported a high
proportion of marriage among young girls [13]. Cultural
practices favour early pregnancy and often lead to obstetric
complications.
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Table 3. Causes of post-partum haemorrhage

Cause Number Percentage
Uterine atony 40 40
Partial placenta retention 23 23
Retained placenta 3 3
Cervical tear 18 18
Vaginal tear 3 3
Perineal tear 11 11
Coagulation disorder 2 2
Total 100 100
Table 4. Treatment
Treatment Number Percentage
Medical
Blood transfusion 25 25
Colloid 38 38
Uterotonic 100 100
Antibiotic 100 100
Crystalloid 100 100
Obstetric
m::::l removal of clot from 100 100
Manual removal of placenta 3 3
Surgical
Suture of lesion 32 32
Vascular ligature 6 6
B-lynch
Hysterectomy 1 1

Multiparity was common (60%). This proportion is similar
to other data that underlined a predominance of post-
partum haemorrhage in this group [14, 15]. The risk of
post-partum haemorrhage increases with parity and may
be explained by uterine muscle weakening which cannot
ensure uterine retraction allowing good haemostasis.
Multiparity and some factors like uterine distention
(macrosomia, hydramnios, multiple pregnancies) or
uterine myoma are recognized as risk factor of post-
partum haemorrhage [6, 12].

Mode and place of delivery

Ninety percent of patients had a vaginal delivery and 10%
delivered by Caesarean section. Twenty six patients (26%)
delivered at home. Difficulties with home deliveries were
linked to problems with access for women in labour to the
health centre during the rainy season and at night.

Causes of post-partum haemorrhage

Bleeding occurred in the third stage of labour for the
majority of patients with post-partum haemorrhage
(66%). This proportion is consistent with those reported
by previous surveys that showed the third stage bleeding
as the main time of post-partum haemorrhage 15, 16].

The most important and major finding in our study was
that the commonest cause of post-partum haemorrhage
was uterine atony, which is loss of tone in the uterine
musculature. Normally, contraction of the uterine muscle
compresses the vessels and reduces flow. This increases
the likelihood of coagulation and prevents bleeds. Thus,
lack of uterine muscle contraction can cause an acute
haemorrhage. These findings were also evident in studies
conducted in America and Pakistan [17, 18,19].

Cervical and vaginal tears also emerged as one of the
causes of post-partum haemorrhage and were seen in 32
% of cases. Many authors have noted a lower proportion
than ours. Thus, Ducloy [10], Dreyfus [20], and Chaouki
[21], reported respectively proportions of 4%, 9% and
16.3%. A qualified health care provider is required for the
management of delivery aiming to prevent complications
[14].

Therapeutic aspects and prognoses

All patients received an uterotonic drug by intravenous
route  (oxytocin), intra (oxytocin  or
methylergometrin), or rectal route (misoprostol) and
antibiotics. Manual removal of clot from uterus was
systematically done beforehand. These treatments aimed
to ensure uterine retraction and prevent infection. Like
Armide and al [22], these treatments were instituted as the
two first steps of the treatment.

muscular

Surgical treatment concerned 40 patients (40%). In the
majority of cases this treatment was the suture of genital
lesions (32%). Chaouki [21] in his series reported a higher
proportion (83.3%).

For complicated cases we did six vascular ligatures, and
insertion of B-Lynch (1 case) all as recommended by the
Obstetricians and Gynaecologists of Canada [23] and B
Lynch [24].

One hysterectomy (1%) was permitted in order to save a
patient who had a massive haemorrhage. This proportion
is less than that noted by Chaouki [21] in his seties (5.4%).
Recourse to hysterectomy was the final solution to stop
bleeding. Our attitude was conservative that is why we
carried out more vascular ligatures aiming to reduce or
stop blood loss.

Maternal prognosis

Post-partum haemorrhage is the main cause of maternal
death in the world. We registered two cases of maternal
death (2%). This mortality rate is lower than that reported
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by Dlinga [12]. The maternal deaths noted in this survey
were due to massive blood loss that led to hypovolemic
shock. We didn’t get time to carry out any surgical
treatment for these patients that died.

Conclusion

Post-partum haemorrhage is the most common cause of
maternal mortality. Oxytocics given to contract the uterus
is the most common prevention and treatment. Preventive
measures and efficient curative treatments are useful to
improve maternal prognosis.
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Figure 1. Student midwives at Yei Medical
College practice suturing to minimise blood
loss from genital lesions (credit Nancy
MacKeith)

TRAINING TO MANAGE
POST-PARTUM HAEMORRHAGE

Most readers know that immediate post-partum haemorrhage is a problem in South Sudan as well as Chad (see above article). In Chad the
most common risk factor was multiple births and the most common cause was uterine atony. Is this the same in South Sudan? Please send us
your experience. Training of medics, mid-wives and nurses is needed to prevent and manage immediate post-partum haemorrhage. Figures 1
shows suturing and Figure 2 shows a less-available method — how to use an uterine balloon device.

Thanks to Nancy MacKeith for helping to prepare this note and the article on page 28.

Figure 2. Frontline health workers in Ikotos, South Sudan, receive
training in the use of a low-cost uterine balloon device developed
by Massachusetts General Hospital’s Maternal, Newborn and Child
Survival program.© 2012 Samuel Boland, Courtesy of Photoshare
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NON-COMMUNICABLE DISEASES
Alcohol and liver cancer

Liver cancer is the second most common cause of death from cancer worldwide, accounting for 746,000 deaths around the world
in 2012. The Wortld Cancer Research Fund International finds strong evidence that consuming approximately three or more
alcoholic drinks a day causes liver cancer. The finding provides the clearest indication to date of how many drinks actually cause
liver cancer. The systematic review analysed 34 studies from around the world - comprising over eight million men and women
and 24,600 cases of liver cancer — and also found strong evidence that:

* Being overweight or obese is a cause of liver cancer. This finding takes the number of cancers linked to being overweight or
obese to 10 for the first time.

* Foods contaminated by aflatoxins (produced by a fungus that contaminates inappropriately stored food) cause liver cancer.

* Drinking coffee decreases the risk of liver cancer. Further research is needed on coffee to establish how much and what kind
of coffee should be consumed before any advice is offered on this finding.

The report’s findings support our current Cancer Prevention Recommendations:
* Maintain a healthy weight.

* It’s best to avoid alcohol - but if you do drink, limit consumption to a maximum of 2 drinks a day for men and one drink a day
for women. Read the full details on all the report’s findings and conclusions (seehttp://www.wetf.org/)

Tackling soaring global obesity rates

This Lancet series on obesity (at http://www.thelancet.com/series/obesity-2015) exposes the slow progress in tackling soaring
global obesity rates over last decade. It shows how today’s food environments exploits people’s biological, psychological, social,
and economic vulnerabilities, making it easier for them to eat unhealthy foods. This reinforces preferences and demands for foods
of poor nutritional quality, furthering the unhealthy food environments. Regulatory actions from governments and increased
efforts from industry and civil society will be necessaty to break these vicious cycles.
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