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Introduction
Postpartum Hemorrhage (PPH) is one of the most feared com-
plications in obstetrics, it remains a major public health prob-
lem. It is the first cause of maternal mortality in the world, 
including in developed countries.

Objective
To identify the risk factors as well as the epidemiological pro-
file of parturient who presented with PPH after vaginal delivery 
in order to reduce maternal morbidity and mortality from PPH.

Methods
This is a retrospective descriptive study. A 55 cases of parturi-
ent who presented a severe HPP after a vaginal delivery have 
been collected during a period of three years. 

Results
The prevalence in our population was 0.44% and the median 
age was 30.07 ± 0.74 years.
A history of a cesarean section was found in 87% of cases. The 
estimated fetal weight (EWP) was greater than 4000g in 14.5℅ 
of our parturient and the average time of labor was 5.84 hours.
Uterine atony and cervicovaginal tears were the two most com-
mon etiologies found in our sample, knowing that a parturient 
can have one or more causes of PPH (Figure 1).
The management of all our PPH cases was carried out in the 
operating room. All of our parturient had undergone uterine 
revision followed by uterine massage. Retained placenta and 
uterine rupture were revealed in 9 cases.
All included patients had undergone a birth canal examination, 
vascular filling, and a maximum dose of Syntocinon (40 IU). 

Figure 1: Etiologies of severe HPP.
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Sulprostone (Nalador) was administered to 69.1% of parturi-
ent.
Three parturient had received Misoprostol (Cytotec) at a dose 
of 4 tablets.
81.8% of parturient had received Tranexamic acid (Exacyl) 
and 60% had received fibrinogen.
When it comes to surgical procedure the triple vascular ligation 
was performed in 10.9% of parturient rarely the Hemostatic 
hysterectomy which was performed in only in 3.6% of patients.
As a complication of the severe PPH, only one patient pre-
sented with disseminated intravenous coagulation (DIC). Two 
patients had an accidental bladder injury and were repaired. No 
case of maternal death was noted in our series (Table 1).
 
Discussion
Postpartum hemorrhage is defined by any bleeding from the 
genital tract greater than 500 ml or more within 24 hours of 
fetal expulsion, whether by vaginal or cesarean section [1].

In the most recent update of the WHO recommendations, the 
difference in blood loss thresholds between vaginal or c /sec-
tion delivery is not mentioned, the PPH is defined globally for 
all type of deliveries [2,3].
The existence of different definitions of PPH and the subjec-
tive nature of assessing blood loss make it difficult to accu-
rately estimate its frequency. This frequency remains high. In 
fact, in a meta-analysis carried out in 2009 [4], the frequency 
is 10.8%. In the United States, the frequency of PPH is 2.7% 
[5], in France 6.4% [3], in Tunisia, this frequency is 1.19% in 
a maternity hospital in Tunis [6] and 1.01% in our series (this 
frequency relates to PPH treated surgically in our country). The 
incidence of PPH in our public hospitals is between 0.25% and 
1.22% of deliveries. In our series, the incidence of severe PPH 
was 0.44%. The incidence varies according to the characteris-
tics of the maternity unit studied (regional hospital, reference 
university structure, etc.) [7]. The results of an online survey 
show that currently 23.9% of obstetricians manage one PPH 
per week and 25.2% one PPH per month.

Although PPH most often occurs unpredictably, some situa-
tions have been identified as being at high risk for bleeding. 
It is also fundamental to remember that these risk factors are 
often entangled. The main factors to look for are: low socio-
economic level, multiparity, scarred uterus, history of bleed-
ing, fetal macrosomia and poorly monitored pregnancies. In 
our study, the mean parity was 2.22 ± 1.18 with extremes rang-
ing from 1 to 5, the history of a scarred uterus was found in 
13% of cases and operative delivery was performed in 14, 5% 
of parturients.

The main etiologies are often classified into four broad cat-
egories summarized by the mnemonic of the four T's: Tonus, 
Trauma, Tissue and Thrombin. It should be noted that uterine 
atony is the most common cause and that together with retained 
placenta tissue and lesions of the genital tract, they account for 
95% of the causes of PPH. Bleeding disorders are rarely a pri-
mary cause (<1%) but often the consequence of a severe PPH 
of another origin which aggravates the latter [8]. In our series, 
uterine atony was the most common etiology of PPH (65.5% 
of patients), genital tract lesions were noted in 56.4% of cases 
and uterine rupture was noted in 3.6. %.
The initial stage involves early detection of the bleeding. The 
diagnosis is facilitated by the placement of collection bags 
placed after fetal expulsion. From the diagnosis, communica-
tion of the latter must be immediate to all potential contributors 
(obstetricians, midwives, anesthesia team), the optimal man-
agement being multidisciplinary [9].
Surgical treatment is performed by senior gynecological sur-
geons. Different techniques can be performed and the choice 
of technique, the order of performance and the combination 
of surgical techniques varies according to the etiology of the 
bleeding, the hemodynamic state of the patient, her parity and 
finally the surgeon's habits. 
“Success” is defined as the cessation of bleeding with survival 
of the patient and “failure” by the persistence of bleeding and 
the need for another technique or the loss of the patient.

A hemostatic hysterectomy is the last resort if obstetric treat-
ments, ligation or padding have failed. It can be total or subto-
tal. The incidence of hysterectomy varies in the literature from 
0.24% o to 1.25% of deliveries. It is particularly high in under-
developed countries compared to that of developed countries 
[10]. In our series, hemostatic hysterectomy was performed in 
3.6% of parturients.
PPH, a preventable cause, remains the leading cause of ma-
ternal mortality in the world (140,000 deaths per year or one 
woman every 4 minutes): 33.9% of maternal deaths in Africa, 
30.8% in Asia and 20.8 % in Latin American countries [11]. 
Maternal mortality from PPH varies in Tunisia, from 27.6% 
to 50% of maternal deaths. In our series, no case of maternal 
death was noted.
Maternal mortality is indeed an important indicator of maternal 
health, reflecting both access to and the quality of prenatal and 
obstetric care [12].
Primary prevention of PPH involves prenatal screening for risk 
factors, correction of anemia, pregnancy monitoring and good 
monitoring of labor and last the immediate postpartum period. 
Secondary prevention involves early diagnosis and prompt 
and adequate management to prevent worsening and maternal 
death.

Conclusion
In addition to the direct consequences of acute hypovolemia, 
the PPH exposes the woman to complications following the 
transfusion, resuscitation, and infertility in cases of hemostat-
ic hysterectomy. The prevention involves raising awareness 
among the population as well as continuing training for profes-
sionals involved in childbirth. 

Table 1: Complications of severe HPP.
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