Puerperium and Post Partum Haemorrhage

Definition of Puerperium

Period after delivery of placenta to the time the reproductive organs and maternal physiology return to pre/non-pregnant state with involution of reproductive organs. Usually takes 6 weeks

Prof EL Yong:

After delivery, check the placenta to see if it is complete with the full numbers of cotyledons. Also check for any possibility of accessory lobe (succenturiate) by following the blood vessels in the cord ( get torn half way

Physiological changes

· Uterus

Immediately after delivery of fetus/placenta, there is CONTRACTION and RETRACTION of uterus

Involution 

From contraction of uterus to return to non-pregnant state

Process involved : 
Autolysis by intracellular enzymes




Decrease in width and length of muscle fibres




Vessels shrink and thrombosed

Afterpains

Contraction of uterus => pain

May be stimulated by suckling due to oxytocin release

Pain mediated by prostaglandins

Lochia (amount is similar to heavy menses or slightly more)

	Lochia rubrum
	Lochia serosa
	Lochia alba

	-Blood shed

-May last from days to weeks
	- Decidua shedding due to  

  necrosis  (decrease vessels)

- Yellow
	- White

- WBC, mucus


Endometrial regeneration

Progesterone causes DECIDUALISATION
of endometrium

Endometrium influenced by progesterone and oestrogen

Function of decidua and endometrium different – decidua’s function is to allow implantation.etc

· Cervix

        Patulous, soft after delivery

        Appearance of external os:

- Transverse in multiparous

- Pinpoint in nulliparous

· Vagina

Stretched during delivery. After delivery, rugae reappear never to the same degree.

Breast feeding inhibits oestrogen release through prolactin => loss of oestrogen effect on vagina.

· Ovary (ovulation)

Delay in ovulation due to a variety of factors – oestrogen, decrease hypothalamic-pituitary axis

Breast feeding : prolactin inhibits oestrogen release => ovulation delayed by 6months. After 10 weeks, there may be a “breakthrough” in this “ natural contraception” and ovulation occurs again.

Ovulation resumes within 6-8weeks if not breastfeeding

· Breast

1. suckling => oxytocin =>myoepithelial cell contraction

2. positive feedback loop : prolactin => milk=> suckling => increase prolactin

· Urinary tract

Progesterone relaxes smooth muscle=>

Gravid uterus compresses urethra =>

· CVS/GIT

Contraction of plasma volume

1. diuresis => transient decrease in cardiac output, which then increase to normal

2. immediately after delivery, cardiac output & stroke volume increases in the 1st 48 hrs due to increase return of blood from uterus

3. for pulse rate, it is usually 90bpm during pregnancy but this value decreases by 10% immediately after delivery and normalizes by ~2-3 weeks

4. increase in conc. clotting factors (hypercoagulable state) for 1.5 - 2 weeks => increase susceptibility to thromboembolic events eg. DVT, PE. Normalizes after that.

· GIT 

Smooth muscles relaxation due to progesterone

· mild constipation

Pathological changes (morbidity)

1. PPH

· Primary: bleeding of more than 500ml of blood within 24 hrs

· 1st hour:

1. Uterine atony

2. Retained products

3. Use of instruments

· Secondary (Late): bleeding from after 24hrs to 6 weeks

· Causes 

1. Vulval haematoma from failure to stitch episiotomy properly

2. Infection e.g.: endometritis

3. Uterine atony: Failure of uterine contraction

         May be due to prolonged labour, multiple gestation, macrosomia,   

         polyhydramnios

4. Retained products of conception e.g. placenta

· Management 

1. Evacuate placenta/products of conception

2. Evacuate haematoma and stitch bleeder

3. Supportive measures to prevent hypovolemia

2. Urinary problems 
· Retention of urine

· Causes: Epidural anesthesia

     : Obstetric palsy (?)

· Management: Try to ensure voiding by 3-4 hrs

: Catheterise the patient and remove the next morning. 

  Pt shld be able to PU by then. 

· Complications: PPH- Urinary retention may cause poor placental contractions.

  : Distention of bladder is best detected by percussion

  : Denervation- Due to stretching, trauma from a long labour

  : Damage to the bladder (catheterize if there is ARU)

· UTI

· Silent bacturia : 

May be asymptomatic in pregnancy due to 

1. decrease inflammatory response

2. no true wall cystitis, only bacturia

· Bladder cystitis

- Frequency, dysuria, maybe asymptomatic in early pueriperium due to decrease reflex

- Predisposing factors : stasis

- Management : Ampicillin (E.coli)

· Kidney (pyelonephritis)

- Symptoms not as obvious in pregnancy – may present as only a backache

- Management: Rocephin

3. Bowel problems
· Constipation

· Due to perineal discomfort/pain (esp. with perineal tears)

· Management: Soft diet with good fluid intake. Stool softeners.

· Fecal incontinence

· Fistula

· Vaginal-rectal fistula, Bladder-vaginal fistula

· Due to traumatic delivery

4. Puerperal Pyrexia/Sepsis 
(Prophylactic A/B are usually given in Emergency Caesarean Section to prevent infection)
· Predisposition 

1. Anemia

2. Diabetes

3. Prolonged labor

4. Prolonged membrane rupture

5. Underlying disease

6. LSCS

· Sites of Infection and treatment 

· Perineal/vaginal 

Topical or local antibiotics

· Uterine

Topical or local antibiotics

· Endometritis (Most commonly Staph & Strept. Strept B may also cause salpingitis)
Tenderness in abdomen

Fever

Post partum haemorrhage/ blood stained discharge

Management :  Augmentin or other strong antibiotics

· Pelvic cellulitis

Deep seated pelvic pain, increase vascularity

Fever- high, unresponsive to antibiotics

Warm vagina

Tender peritoneum

· Peritonitis
Gram negative bacilli (common): E. coli

Gram positive: Staphylococcus aureus

Anaerobes: Bacteriodes

· UTI

· Chest infection

Especially after classical CS

· Thrombophlebitis

5. Anaemia
· Common

· Due to   1.     Pre-existing anaemia

                            2.     Haemorrhage (300-500ml)

· Can discharge with folate supplements for 6 weeks

· Lactation uses up Fe and Calcium and may cause anaemia so continue to give Fe supplements during breast feeding

6. Breast problems
· Breast engorgement

· Breast infection

· Mastitis 

- usually due to staphylococcus aureus

- treatment: antibiotics

· Abscess : drainage

7.     Thromboembolic disease

· Superficial thrombophlebitis

· Saphenous vein, warm, tender, red

· Management : Antibiotic cover



                 Mobilize



                 Hot packs (decrease inflammation and increase vascularity)

· Deep thrombophlebitis

· Pain, swelling in calves and thighs

· Diagnosed by Doppler ultrasound

· Management : Anticoagulant

· Pulmonary embolism

· Presentation : breathlessness

· Diagnosis : V/Q mismatch

· Management : Anticoagulation, umbrella filter

· Septic thrombophlebitis

· Antibiotic cover

When to discharge?

· For uncomplicated NVD, keep under observation overnight and 

Discharge the next day if there are no complications e.g.: PPH, ARU, fever

Give iron/folate supplements

Follow up 2 weeks later and then 1 more F/U

· Cecarian section: Discharge 3 days post-op if no complications 

Follow up 1 week later for removal of stitches

· Follow up at the end of puerperium i.e.: 6 weeks.

Should return to physiological levels

Encourage breast-feeding because:

· it prevents E.Coli infection by maintaining the normal flora (breast milk contains Lactoferrin which binds Fe and E.Coli requires Fe to grow)

· protects against gut & respiratory infections

· decreases allergic reaction due to IgA

· natural method of contraception for 6 months with a Pearl index of 1-2% (breast feeding triggers the HPA ( decreases release of GnRH ( decreases ovulation ( amenorrhea but they might have irregular cycles once in a while

· increases cognitive function (higher IQ)—query?

· it is FREE!!

Advise on contraception (may have dyspareunia if couple has intercourse during this period)

IUCD is the best choice. Do NOT use OCP during breast feeding. 

GDM: repeat OGTT

Hypertension/PE: take BP

Cervical (PAP) smears – opportunistic screening

· Post natal depression 
vs 
Post natal blues
Less common (1%)           

More common (50-70%)

More severe            
      
Less severe

Ask specifically for symptoms



Due to hormonal change, lifestyle changes because of new baby, loss of sleep, physical changes etc.

Risk factors for post-natal depression:


-
pre-existing depression

· unemployment

· marital problem

· premature/abnormal baby ( increase cost of support

Demise of baby may also lead to post natal depression:

· refer to support groups

· early referral to psychiatrist

· ensure sufficient family support

Urinary Stasis/Retention due to:


tissue edema


pain


compression of the  nerves by the fetus








