


INTRODUCTION 

• Complications encountered in third stage labour
are 

Post partum 
hemorrhage 

Retained placenta 

Uterine inversion 



Postpartum hemorrhage 

• Hemorrhage occurring after delivery of baby is 
termed as postpartum hemorrhage (PPH)

• Definition – blood loss that is more than or 
equal to 500 ml in vaginal deliveries or 1000ml 
in cesarean section  or 10 % fall in hematocrit 
compared to pre labour values.



Types 

PPH 

PRIMARY SECONDARY 

Hemorrhage 
occurring 

within 24 hrs
after delivery

Hemorrhage 
occurring 

anytime after 24 
hrs of delivery 



Primary postpartum hemorrhage 

• blood loss that is more than or equal to 500 ml 
with in 24 hrs of delivery of baby 

• Causes 

1. Uterine atony (tone)

2. Genital tract trauma (trauma)

3. Retained placental fragments (tissues)

4. Coagulation disorder (thrombus)





Primary postpartum hemorrhage 

Traumatic 
(10-20%)

Atonic
(80%)

From placental 
site ,due to 
failure of 
uterus to 

contract and 
retract 

adequately 

Due to 
maternal 
injuries 

sustained in 
labour



Atonic postpartum hemorrhage 

• Causes 







Traumatic PPH 



CLINICAL SIGNS OF PRIMARY PPH

ICREASING PULSE RATE AND 
PALLOR

DROP IN BLOOD PRESSURE

REATLESSNESS

FAINTNESS

SWEATING 

AIR HUNGER



DIAGNOSIS 











BIMANUAL COMPRESSION
• One hand introduced inside the vagina with 

fingers aligned like cone 



































SECONDARY POSTPARTUM 

HEMORRHAGE 

• Any sudden loss of blood from genital tract after 
the first 24 hrs of postpartum and within 6 
weeks of delivery 



Etiology 

• Mostly due to retention of portion of placenta or 
membranes ,which maybe infected 

• Rarely ,it maybe due to submucous fibromyoma
or choriocarcinoma



Clinical presentation 

• General condition depends upon amount of 
blood loss

• The bleeding maybe preceded by persistent foul 
smelling lochia , sub involution of uterus and 
fever



Diagnosis 

• Ultrasound – reveal presence or absence of 
retained products 



Management 

• A high vaginal swab should be taken for culture 

• Broad spectrum antibiotics should be started 

• If ultrasound retained products

• Uterus should be evacuated under anaesthesia

• Tissue obtained should be sent for culture and 
histopathological examination 



If there is clinical evidence of sepsis

• The evacuation of retained products should be 
delayed for 12-24 hrs

• Start broad spectrum I.v antibiotics 



If bleeding is very  severe

• Uterine artery ligation or hysterectomy may be 
required .



Retained placenta 

• The placenta separates from the uterine cavity 
within few minutes of birth of the child and it is 
expelled within 15-20minutes or even much 
earlier 



Retained placenta

• Definition – placenta not separated and expelled 
within half to one hour after the delivery of the 
baby 













Types of morbid adherent placenta 

Placenta accreta

Placenta increta

Placenta percreta



Placenta accreta

• Abnormal adherence ,either in whole or in part 
of placenta ,to underlying uterine wall 

• Pathologically there may be a complete or partial 
absence of deciduas basalis ,especially the 
spongiosa ,thus placing tropoblast in direct 
contact with subjacent myometrium 

Types 

• Total – involving entire placenta

• Partial – involving one or more cotyledons

• Focal – involving part of single cotyledon  



• PLACENTA ACRETA – placental villi are 
attached to the myometrium

• PLACENTA INCRETA – tropoblast invaded the 
myometrium

• PLACENTA PRECETA – villi penetrate through 
the myometrium 





Controlled cord traction 





Manual removal of placenta



Hysterectomy 











Uterine inversion 

• Collapse of fundus into uterine cavity I,e uterus 
being turned inside out may occur immediately 
after delivery 

• It is rare and potentially life threatening 
complication of third stage labour







According to degree













TO KNOW AND NOT  TO  DO IS NOT 
TO KNOW 




