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EFFECTIVENESS OF UTEROVAGINAL PACKING IN CONTROL
OF PRIMARY POSTPARTUM HEMORRHAGE

Nasreen Kishwar™, Bushra Rauf

W ABSTRACT

Objective: To determine effectiveness of uterovaginal packing in control of primary postpartum hemorrhage.

Methodology: It was a prospective interventional study conducted at department of Obstetrics and Gynecology
from Nov 2019 to May 2021. Sample size was calculated by WHO sample size calculator with 95% confidence
interval and 5% Margin of error of estimation 16. Consecutive non probability sampling technique was utilized
and 85 cases with postpartum hemorrhage were enrolled who were admitted through emergency and outpatient
department. All women of reproductive age, any gravidity or parity presenting with postpartum hemorrhage due to
uterine atony, coagulopathy or placental implantation site bleeding after vaginal or abdominal delivery were includ-
ed. Cases with Genital tract injuries requiring repair, retained placental tissue or membranes requiring Evacuation
& Curettage, uterine rupture requiring Laparotomy and secondary postpartum hemorrhage were excluded. All
information was recorded in a pre-designed proforma and data was analyzed using SPSS version 20.

Results: Our study included 85 women with 62.35% normal vaginal deliveries and 37.65% with cesarean section,
uterine atony found to be the top most cause of postpartum hemorrhage (47.1%). Success rate of uterovaginal

packing remained high i.e 95.3%

Conclusion: Our study concludes that Uterovaginal packing was 95.3% effective in the controls of postpartum
hemorrhage. It is a quick and effective recovery to control postpartum hemorrhage conservatively.

Keywords: Postpartum Hemorrhage (PPH), Uterovaginal Packing, Uterine Atony, efficacy.

B INTRODUCTION

Millennium developmental goal 8 was about im-
provement of maternal health and reduction of mater-
nal mortality rate by three quarter between1990-2015.
Despite a significant reduction in maternal mortality
rate, that decline was lesser than half of the target.
Similarly goal 3 of the sustainable developmental goals
is about the good health, well being and to reduce the
maternal mortality rate to less than 70/100,000 live
birth by 2030. Addressal of the main cause of maternal
morbidity and mortality would be challenging but prom-
ising in achieving these targets.'

In the developing world risk of maternal death is
1/1000 deliveries where as in developed world the
risk is 1/ 100,000.2 The postpartum hemorrhage is a
significant contributor to maternal morbidity and mor-
tality.®

Primary postpartum hemorrhage is defined as the
blood loss in excess of 500 ml in vaginal delivery or
1000 ml in cesarean delivery within 24 hours of child-
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birth. It affects 5% of all women after delivery despite
acute management of third stage of labour and 1%
of women experiencing massive postpartum hemor-
rhage.*

Since estimates of blood loss at delivery are sub-
jective and not precise, thus postpartum hemorrhage
should be diagnosed with any amount of blood loss
that causes hypovolaemia and maternal hemodynam-
ic instability.? According to WHO analysis hemorrhage
was the leading causes of maternal death worldwide
and more than two third of the deaths due to hemor-
rhage were categorized as postpartum hemorrhage.®
The risk of maternal death due to hemorrhage is high
in low resource countries.”

Pakistan demographic health survey showed that
maternal deaths constitute 20% of all deaths in fe-
males of reproductive age group. Postpartum hemor-
rhage found to be the leading cause of maternal death
accounting for 27.2% of all deaths.? In Pakistan the
prevalence rate of postpartum hemorrhage has been
estimated as 34% by WHO.®
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Common causes of postpartum hemor-
rhage include uterine atony, bleeding from
the placental implantation site (placental bed)
and adjacent structures.'® Unusual causes
include the placenta acreta, uterine inver-
sion and abnormalities of the haemostatic
system. The most common cause of early
postpartum hemorrhage is uterine atony in
80-85% cases."" Hemorrhage can occur
despite active management of third stage of
labour. Management of intractable postmor-
tem hemorrhage refractory to medical treat-
ment (uterotonic) requires prompt action.'
Nearly all these deaths could be prevented
by timely management. Recently the focus
has been on decreasing morbidity associat-
ed with obstetric and gynecological hemor-
rhage and the aim is to decrease the need
for Laparotomy and increase in the likelihood
of uterine preservation.’ Uterine packing or
tamponade may be a reasonable alternative
to further surgical intervention in patients
with interactable obstetric hemorrhage. It
should be considered before proceeding to
major surgery when conventional treatment
fails to provide relief.'

These tamponade techniques have
double action, firstly they work by exert-
ing mechanical pressure on the sinuses in
placental bed which results in cessation of
hemorrhage and secondly intrauterine pack-
ing elevates the uterus which places the
uterine vessels on stretch and decreasing
the perfusion pressure hence decreasing the
blood loss from genital tract. Techniques of
uterine tamponade to treat atony have been
attempted using sterilized Ribbon gauze, in-
flated intrauterine Foley’s catheter, condom
catheter and silicon obstetric balloons. Com-
mercial tamponade devices including Sang-
staken Blackmore tube and Bakeri balloon
are also used to control postpartum hemor-
rhage."

Despite the wide range of devices avail-
able, none of them are ideal in view of diffi-

cult use without anesthesia and high cost of
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the commercially available catheter making
its availability difficult in low resource coun-
tries. Uterovaginal packing is a cheap, easily
available, reasonable alternative to control
postpartum hemorrhage in low resource set-
tings."® This modality is useful in controlling
hemorrhage from uterine atony, coagulop-
athy, placental implantation site bleeding
caused by placenta previa or Placenta acreta.
The reported efficacy of uterovaginal packing
in the treatment of postpartum hemorrhage
i590.9%'7, 98.6%'", 85% ' and 84.7%% in
various research studies. The goal of treat-
ment with uterovaginal packing for all caus-
es of postpartum hemorrhage is cessation of
bleeding in a timely fashion before the onset
of consumptive coagulopathy and signs of
end organ failure.

The aim of this study is to determine the
effectiveness of uterovaginal packing which
could be a plausible alternative to major sur-
gical procedure. Uterovaginal packing is an
ideal option for a woman of low parity want-
ing fertility preservation. In a woman of high
parity with complete family size where fertili-
ty preservation is not the issue, hysterectomy
should not be offered as first choice keeping
in view the morbidity associated with major
surgery. Thus uterovaginal packing is a pru-
dent option in women of low parity as well
as high parity. Moreover this research study
would be an addition to the pool of previous
research studies and will play its vital role in
conservation of this "Dying Medical Art".

B METHODOLOGY

It was a prospective interventional study,
conducted in department of Obstetrics and
gynecology at Hayatabad medical complex
Peshawar from November 2019 to May
2021. Sample size was calculated by WHO
sample size Calculator with 95% confidence
interval and 5% margin of error of estima-
tion.™ Non probability consecutive technique
was utilized for sample collection. Patients
were admitted through both emergency and

outpatient department.

During this period total of 85 women
were enrolled. All women of reproductive
age from 15 -45 years and any gravity/parity
(primipara with one child, multipara with >2
children grand multipara with >5 children
and great Grand multipara >10 children)
presenting with postpartum hemorrhage due
to uterine atony, coagulopathy and placen-
tal implantation site bleeding after vaginal
delivery or cesarean delivery who failed to
respond to medical treatment, were included
in this study. Whereas patients with postpar-
tum hemorrhage due to genital tract injuries
requiring re-suturing retained placental tis-
sue or membrane requiring evacuation and
curettage, uterine rupture or perforation re-
quiring Laparotomy and all cases of second-
ary postpartum hemorrhage were excluded
from this study.

Patients presented with postpartum hem-
orrhage were subjected to detailed history
and clinical examination in order to identify
the definitive cause of postpartum hemor-
rhage .After complete evaluation, the situ-
ation and treatment plan was explained to
attendants and written inform consent ob-
tained. Side by side samples for baseline in-
vestigations including blood group, Full blood
count, coagulation profile and renal functions
were taken and maternal resuscitation was
carried out by the team members according
to set protocols for obstetrical emergencies.

Uterovaginal packing was done in all
women by an expert obstetrician having
minimum of 5 years experience, who is on
floor 24/7 as per departmental requirement.

Under all aseptic measures a tight uni-
form packing of whole uterine cavity was
done with the help of sponge holding forcep
or fingers using sterilized roll gauge of (8
-10 m, more or less) starting from fundus
up to full vagina to maintain pressure. All the
women were managed with other standard

VOL. 36 NO. 2 | Journal of Postgraduate Medical Institute



Effectiveness of uterovaginal packing in control of primary postpartum hemorrhage

protocols set for postpartum hemorrhage
like monitoring of vitals, fluid replacement,
transfusion of blood and blood products if
indicated. Broad spectrum antibiotics were
offered. The packing was removed after 24
hours of insertion.

Most of the cases with postpartum hem-
orrhage were brought from outside hospital,
their blood loss before packing could not be
estimated precisely however their history
of heavy blood loss, clinical condition and
hemodynamic status was self explanatory.
Whereas, in admitted patients delivered at
hospital postpartum hemorrhage was di-
agnosed directly by observing the torrential
bleeding from genital tract (one kidney tray
=500 ml blood loss ). As soon as the pack-
ing accomplished and volume replenishment
done, their vital got stability. Hemoglobin was
built up by blood transfusion as per need.

After uterovaginal packing blood loss (if
any) was monitored by inspection of pad in-
termittently and patients were shifted to high
dependency unit for vital monitoring, intake
output record and further management.
Blood transfusion and volume replenishment
was done according to hemodynamic status
and degree of fall in hemoglobin.

Effectiveness was determined in terms
of absence of hemorrhage after removal of
pack, stable vital signs and no need of any
further intervention or hysterectomy. In case
of deterioration of women, the packing was
abandoned and other surgical intervention
contemplated to save the women. We tried
to abolish the fear of concealed hemorrhage
by uniform tight uterovaginal packing with
no potential space left behind and the proce-
dure performed by a competent obstetrician.
On the other hand the risk of infection was
tried to overcome by utilizing aseptic mea-
sures, sterile technique, administration of
broad spectrum antibiotic cover and avoiding
prolong retention (>24 hours) of uterovagi-
nal packing.

Approval of Institutional Ethical Commit-
tee and Research Committee was obtained.
All patients fulfilling the inclusion criteria
were included in the study. Informed con-
sent in written form was obtained from the
patient or their attendants. Confounders and
bias were controlled by strictly following the
selection criteria. All the information includ-
ing age, period of gestation, gravidity, par-
ity and mode of delivery was recorded in a
predesigned proforma. Data was analyzed
using SPSS version 20. All variables were
expressed in terms of frequencies and per-
centages. Results were presented in tabular
form.

B RESULTS

Our study showed that among 85 wom-
en n=15 (17.6%) females were between
15-24 years of age, n=48 (56.5%) females
were between 25-34 years of age and n=22
(25.9%) females were between 35-45 years
of age. Mean age was 31 years + 9.23 SD
(Table 1).

Status of Parity among 85 women was

Table 1: Demographic characteristics

analyzed as n=12 (14.1%) women were
Primipara, n=21 (24.7%) were multipara,
n=36 (42.4%) were Grand multipara with
mean Parity of 6 + 5 SD (Table1). Period
of Gestation among 85 patients was ana-
lyzed as n=23 (27.1%) patients had (24-37)
weeks of gestation, n=44 (51.8%) patients
had 37-40 weeks of gestation and n=18
(21.1%) patients had 40-42 weeks of period
of gestation Mean POG 37 weeks + SD 4.5
(Table 1).

In this study n=29 (34.1%) women be-
longed to urban areas and n=56 (65.9%)
women came from rural areas (Table 1). As
far as referral status of patients is concerned
n=22 (25.9%) cases were directly admitted
where as n=63 (74.1%) cases were received
as referred cases (Table 1). Our study depict-
ed n=12 (14.1%) booked cases and n=73
(85.9%) cases unbooked, out of 85 cases
(Table 1). Among these 85 patients n=16
(18.8%) had previous history of postpartum
hemorrhage and n=69 (81.2%) experienced
postpartum hemorrhage for first time. Table
2 shows mode of delivery among 85 patients
was analyzed as n=53 (62.35%) normal

Characteristics Number (%)
15-24 15 (17.6%)
Maternal Age (vears) 25-34 438 (56.5%)
35-45 22 (25.9%)
Primipara 12 (14.1%)
) Multipara 21 (24.7%)
Parity .
Grand Multi 36 (42.4%)
Great Grand Multi 16 (18.8%)
) Urban 29 (34.1%)
Locality
Rural 56 (65.9%)
Direct 22 (25.9%)
Referral status
Referred 63 (74.1%)
. Booked 12 (14.0%)
Booking Status
Unbooked 73 (85.9%)
24-37 weeks 23 (27.1%)
Period of Gestation 37-40 weeks 44 (51.8%)
40-42 weeks 18 (21.1%)
Past History of Postpartum Hem- Present 16 (18.8%)
orrhage Absent 69 (81.2%)
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Table 2: Mode of delivery, causes, outcomes of procedures, need for blood transfu-

sion, and success rate of postpartum haemorrhage in uterovaginal packing

Variables Number (%)
Vaginal Delivery 53 (62.35%)
Mode of delivery Cesarean Section 32 (37.65%)
Total 85 (100%)
Uterine Atony 40 (47.1%)
Causes Bleeding from Placental Bed 32 (37.6%)
Deranged Coagulation profile 13 (15.3%)
Success 81 (95.3%)
Outcome
Failure 4 (4.7%)
41 (49.4 %)
) ) 28(32.9 %)
No. of Unit transfusion
50r>5 12 (14.1 %)
No Transfusion 4(4.7 %)
Uterine Atony 38 (46.9 %)
Causes Bleeding from Placental Bed 31 (38.3 %)
Deranged Coagulation 12 (14.8 %)

vaginal deliveries and n=32 (37.65%) pa-
tients had Cesarean Section.

Most common cause of postpartum
hemorrhage was Atonic Uterus followed by
bleeding from placental bed n=32 (37.6%)
and deranged coagulation profile n=13
(15.3%) (Table 2).

According to our definition of effective-
ness, as absence of hemorrhage after re-
moval of packing and control of postpartum
hemorrhage not requiring any further inter-
vention and hysterectomy, Uterovaginal tam-
ponade was effective in 81 (95.3%) cases
whereas 4 (4.7%) patients underwent hys-
terectomy (Table 2).

Patient suffering from postpartum hem-
orrhage (95.2%) required blood transfusion
with maximum 1-2 units of blood required
in 49.4% of patients and massive treatment
was required in 15% of women (Table 2). In
present study there was no maternal death
due to obstetric hemorrhage.

B DISCUSSION
Postpartum hemorrhage is a potential-
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ly lethal event. Early diagnosis and swift
management of postpartum hemorrhage
are essential to reduce maternal morbidity
and mortality, particularly in low resource
settings where the risks to maternal health
are high. Postpartum hemorrhage is a ma-
jor complication of delivery; Hysterectomy is
commonly performed when medical treat-
ment of postpartum hemorrhage fails. We
assessed the effectiveness of uterine tam-
ponade by roll gauze, a conservative surgical
technique in the management of postpartum
hemorrhage.

In present study the intrauterine packing
was successful in controlling postpartum
hemorrhage in 95.3% of cases, refractory to
recommended medical treatment. The suc-
cess rate is strongly related to the technique
and expertise and it works efficiently when
opted as an early recourse before developing
decompensation, coagulopathy or end organ
failure.

Haq et al and Tayyab et al*', in their
study included cases of uterine hemorrhage
and success rate was 85% where as suc-
cess rate of a study done by Hsu et al* was
88.9% to control hemorrhage in patients fol-

lowing delivery and pregnancy termination.
These results are comparable with efficacy
of our study. Another study done by Wittch
et al?® showed similar successful manage-
ment of postpartum hemorrhage with uterine
packing with low maternal morbidity profile.

Another study conducted by Rathore et
al® found that the success rate of tampon-
ade as 94% for the control of Hemorrhage
which is comparable to our study. Akhter et
al** carried out a study on 80 patients bear-
ing Primary postpartum hemorrhage, Mean
age, Parity; period of gestation was differ-
ent from that in our study. As far as efficacy
is concerned it was noted to be effective in
88.8% of women.

Success rate reported in other studies
were comparable to our study 89.14% by
Nizam et al?®, 91.8% by Malay et al*® and
90.09% by Javed et al."” Bagga et al*’ re-
ported 88.9% efficacy with Uterovaginal
packing. In a study conducted by Dabelea et
al’®, postpartum hemorrhage was arrested
in 90% of women with Uterovaginal packing
and the result of our study stands consis-
tent with the findings of this study in terms
of efficacy. 86% efficacy was reported by Ali
etal.®

On the other hand, a study conducted
by Jain et al'® had similar success rate as
that in our study. This study showed overall
efficacy of 94% in controlling postpartum
hemorrhage where as it was effective in
96.96% of woman with uterine atony who
didn’t respond to uterotonic drugs. Other
demographic characteristics analysis was
also comparable to our study. Similar re-
sults were observed in other study carried
out by Suarez et al*®®, the overall success
rate was 85.9%. The highest success rate
corresponded to uterine atony (87.1%) and
placenta previa (86.8%) while lowest in pla-
centa accreta (66.7%) where as our study
showed highest success rate (46.9%) in
uterine atony, 38.3% in bleeding from pla-
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cental bed 14.8% in cases of coagulopathy.

In present study most common indication
for Uterine packing was postpartum hemor-
rhage due to uterine atony (47.1%) which is
comparable to Hsu et al'*, whereas Reno et
al'® showed 66% of cases with uterine atony.
Similar frequency of uterine atony is reported
by Ali et al?” 52%, Bhatti et al*' 74.5% and
in study of Qadir et al'® 50% of uterine atony
was noted.

In our study Intrauterine packing was
done to control postpartum hemorrhage in
53 (62.35%) cases delivered vaginally and
in 32 (37.65%) cases following cesarean
section; however it is an effective method in
controlling hemorrhage in women delivered
either vaginally or by Cesarean section.

While discussing the age group of wom-
en undergoing uterovaginal packing, we ob-
served that in our study the 56.5% women
were in age group 25-34 years whereas Ni-
zam et al® reported the 44.2% of women
as the most frequent age group 31-40 years
undergoing intra uterine packing. Another
study by Qadir et al'® observed 42% of sub-
jects falling to the age range of 31-40 years.
Jain et al'® studied 52% of cases falling to
age range 25-29 years followed by 20-24
years as 36%.

By regional distribution our 65.9% sub-
jects belonged to rural areas which is com-
parable to the study observation by Qadir et
al'® i.e 69% as rural distribution. In study of
Jain et al'8, this figure is 64% for rural pop-
ulation while a study by Marwah et al*> who
reported that 68% of their study population
fell into rural areas.

In our study a large number of patients
were unbooked; these cases were in excess
making 85.9% of the total subjects whereas
Marwah et al*? observed 59% and Qadir et
al" reported that the 63.4% of patients as
unbooked cases.

As far as blood transfusion is concerned,
maximum blood transfusion were 1 to 2
units of blood in 49.4% of cases, Ali et al®® in
their study comprising 42 subjects reported
transfusion rate of 4-5 units of blood in 45%
of patients and another study done by Qadir
et al'® this rate was 42.3%.

In our study, 14.1% primipara 24.7%
multipara, 42.4% grand-multipara and
18.8% great grand multi para were offered
Uterovaginal Packing where as in study of
Haq et al?', most of the subject who under-
went uterovaginal packing were multiparai.e
50%, followed by grand multi i.e: 30% and
primipara i.e: 20%. Jain et al'® had 68% of
multiparous women in his study who under-
went uterovaginal packing followed by 32%
primiparous women. Study of Shao et al'®
showed 51% of women were grand mul-
tiparous, 32% primiparous and 17% grand
multiparous.

Small sample size during a limited period
of time in a single center, all are limitations
of this study owing to which generalization of
the results could be questioned. Therefore,
multicentre studies with larger sample size
are required to identify the best way of man-
aging such women in low resource settings.

Bl CONCLUSION

Our study concludes that the uterovagi-
nal packing was 95% effective in the con-
trol of postpartum hemorrhage. Intrauterine
packing is less invasive fertility preserving,
simple, safe, quick and effective procedures
which immediately reduces or stops the
bleeding. Thus it may avoid the need for Lap-
arotomy and Hysterectomy hence associat-
ed morbidities. Moreover this conservative
approach shortens the hospital stay and all
associated issues.

B RECOMMENDATIONS

As observed in this study, most of the
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cases were referred from periphery. So a
new window/ chapter opens about training
program of health care providers working
at periphery in order to avail golden hour to
manage the woman there and then. Timely
control of postpartum hemorrhage before
the onset of consumptive coagulopathy, end
organ failure and prevention of maternal
mortality should be the goal of this training.
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