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BACKGROUND

· In the non-pregnant state, the uterus receives approximately 1% of cardiac output
· In the third trimester, the uterus receives 20% of an increased output

· Third trimester bleeding occurs in approximately 4% of patients
· Approximately 50% will have an inconsequential cause while the remainder with have either a previa or an abruption
DIFFERENTIAL DIAGNOSIS

	Placenta previa
	Contact bleeding (trauma)

	Placental abruption
	Cervical inflammation

	Vasa previa
	Cervical effacement and dilation

	Uterine rupture
	Urinary/Rectal bleeding

	Coagulation disorder
	Cervical cancer


ABRUPTIO PLACENTA

· Premature separation of the normally implanted placenta
· Occurs in approximately 1 in 20 births
· Accounts for 15% of perinatal mortality
TRIAD
1. Uterine bleeding

2. Uterine hypertonicity and/or hyperactivity

3. Fetal distress and/or death

RISK FACTORS

· Advanced parity


Unexplained elevation of MSAFP

· Advanced age



Trauma

·  Maternal smoking


Chorioamnionitis

·  Poor nutrition



Placental insufficiency

·  Rapid decompression


Cocaine use



PATIENT HISTORY

· Pain:

--Varies from mild cramping to severe pain

--Back pain—think posterior abruption

· Bleeding:

--May not reflect amount of blood loss

--Differentiate from bloody show

· Trauma

· Known risk factors

PHYSICAL EXAM 

· Signs of circulatory instability:


--mild tachycardia normal


--signs or symptoms of shock represent > 30% blood loss

· Maternal abdomen:


--fundal height


--EFW, fetal lie


--location of tenderness


--tetanic contractions

LAB:  CBC, Type and Rh, coags, consider drug screen

ULTRASOUND

--non-diagnostic


--less than 5% of cases

--retroplacental echolucency


--thickening of the placenta


--abnormally round torn edge

· Subchorionic abruption:  between the placenta and the membranes

· Retroplacental abruption:  between the placenta and the myometrium

· Preplacental abruption:  between the placenta and the amniotic fluid

CLASSIFICATION

Grade I

· Slight vaginal bleeding

· Uterine irritability

· Normal maternal blood pressure

· Normal maternal fibrinogen

· Normal fetal heart rate pattern

Grade II

· Mild to moderate bleeding

· Irritable uterus with tetanic contractions

· Normal BP

· Elevated pulse rate

· Reduced fibrinogen level (150-250)

· Fetal distress

Grade III

· Moderate to severe bleeding (may be concealed)

· Tetanic and painful uterus

· Maternal hypotension

· Fetal death

· Fibrinogen reduced to less than 150 mg% with other indications of coagulopathy

MANAGEMENT

· Intravenous fluids—maintain urine output > 30 cc/hr
· Transfusion—maintain HCT > 30%
· Amniotomy
· Delivery:  method depends on severity of abruption
· Prepare for neonatal resuscitation
PLACENTA PREVIA

· Implantation of the placenta over the cervical os

· Painless bleeding

· 1 in 200 live births

I. Variations
a. Total:  os completely covered.  Most serious.  Greatest blood loss

b. Partial:  partial occlusion of the os

c. Marginal:  encroachment to the margin of the os

II. Placental Migration
a. At 17 weeks gestation, placental tissue will cover the os in 5-15% of all patients

b. 90% will resolve by term

c.  Differential growth of the lower uterine segment 
III. Risk Factors
a. Maternal age > 35 years

b. Black or other minority race

c. Previous cesarean delivery (1-4%)

d. Smoking

e. Increased parity

f. Previous previa

g. Previous termination of pregnancy

IV. Bleeding
a. Associated with the development of the lower uterine segment in the third trimester

b. Placental attachment is disrupted as this area thins

c. Bleeding occurs at the implantation site—uterus is unable to contract adequately to stop the flow from the open vessel

V. Evaluation
a. Maternal stabilization

b. Blood studies

c. Fetal monitoring

d. Ultrasound evaluation

e. Gentle speculum exam

VI. Management
a. Dependent on:

i. Gestational age of fetus

ii. Amount of bleeding

iii. Fetal condition

VII. Delivery
a. Immediate when pt. is 37 weeks gestation with uterine activity or persistent bleeding.

b. Must deliver via c-section with complete previa

c. May consider vaginal delivery with:

i. Patients with marginal or partial placenta previa in labor with minimal bleeding

ii. Previable gestations

iii. Intrauterine fetal demise

VIII. Preterm Management
a. Bedrest—hospitalization is recommended

b. Rh-immune globulin for Rh negative mothers

c. Tocolytics—Magnesium sulfate

d. Corticosteroids

i. Accelerates fetal lung maturity

ii. Reduces incidence of neonatal respiratory distress syndrome

iii. Reduces intracranial hemorrhage

iv. Reduces neonatal death

e. Approximately 25-30% of patients can be expected to complete 36 weeks gestation without labor or repetitive bleeding

IX. Co-existing placental conditions

a. Placenta accreta
i. No prior uterine surgery + previa = 4%
ii. Previous c-section + previa = 10-35%
iii. Multiple c-sections + previa = 60-65%
iv. 2/3 with previa/accreta will require cesarean hysterectomy
b. Placenta increta
c. Placenta percreta
UTERINE DISRUPTION

· Spontaneous rupture:  0.03 to 0.08% of all delivering women

· History of uterine scar:  0.3-1.7%

RISK FACTORS
--Hx of uterine curettage or perforation

--Trauma

--Inappropriate oxytocin use



--Previous surgery

--Overdistention




--Intra-amniotic installation

--Gestational trophoblastic disease


--Adenomyosis

INTRAPARTUM RISKS
· Fetal anomaly

· Vigorous uterine pressure

· Difficult manual removal of placenta

· Placenta increta or percreta

MATERNAL MORBIDITY


FETAL MORBIDITY
· Hemorrhage




Respiratory distress

· Bladder rupture



Hypoxia

· Hysterectomy




Acidemia

Death

CLASSIC PRESENTATION 


MANAGEMENT
--Vaginal bleeding




--Maternal position change


--Pain






--IV fluids

--Cessation of contractions



--D/C pitocin

--Absence of fetal heart rate



--O2

--Loss of station




--Terbutaline


--Maternal shock




--C-section

--Palpable fetal parts through abdomen

VASA PREVIA

· Rupture of a fetal vessel

· Result of a velamentous insertion of the umbilical cord into the membranes

· Traverses between the chorion and anmion without protection from Wharton’s jelly 

· Vaginal bleeding with change in fetal HR

--Initial fetal tachycardia

--Bradycardia

--Intermittent accelerations

· High index of suspicion

· Must make diagnosis rapidly and institute definitive therapy and delivery

· Fetal mortality reported to be greater than 50%

   Apt Test
Mix one part of bloody vaginal fluid with 5-10 parts tap water; Centrifuge 2 minutes

Mix 5 parts supernatant with 1 part 1% sodium hydroxide; Centrifuge 2 minutes

Pink = fetal; Yellow-brown = maternal

Contact bleeding
· Increased vascularity of cervix

· Intercourse can rupture a vessel

· Impressive bleeding

· Diagnosis made when suggested by history and physical and other causes excluded

Cervical inflammation
· Vaginal infection may cause spontaneous bleeding

· Quantity of blood usually small

· Other causes should be excluded

 Effacement and dilatation
· Bleeding may be presenting complaint of labor

· Usually accompanied by passage of cervical mucous, although not always

Cervical cancer





Rectal Bleeding
· Check prenatal pap




--suggested by H&P

· Visualize the cervix

Coagulation disorders




Urinary Bleeding

· Initial labs





--suggested by H&P

· Family history





--Cath UA
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