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Introduction

Massive postpartum haemorrhage is a known
complication after Caesarian section for placenta
previa. The bleeding in these cases is due to the
persistent oozing from the placental site due to the
inability of the lower segment of the uterus to
contract adequately. In many cases, when such a
complication occurs there is a predilection for a
more radical approach of management which
includes ligation of the internal iliac arteries and
hysterectomy, when simple measures like suturing
the placental bed fails. These radical measures are
risky and require a skilled surgeon. Recently there
has been a reemergence of the role of uterine
packing in dealing with such cases especially in the
young primiparous patients. We report a case of a
primigravida who had a lower segment Caesarian
section for bleeding placenta previa who later

developed postpartum haemorrhage and was
successfully managed by using a Sengstaken-
Blakemore tube as a tamponade for the lower
uterine segment. This is also the first such case
report in Malaysia.

Case Report

A 27-year-old Chinese primigravida was admitted
to the labour ward of Hospital Seri Manjung on 18
September 1998 at 38 weeks gestation with
painless vaginal bleeding. Her antenatal course
was uncomplicated. On admission, her vital signs
were stable. Her uterus corresponded to a term

‘size uterus with a singleton fetus. The fetal heart

was heard. An ultrasound scan of the uterus
confitmed the examination findings and also
revealed a posterior Type II placenta previa.
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Blood was crossed matched and the patient was
sent up to the operation theatre for an emergency
lower segment Cesarean section. The operation
was done under spinal anesthesia. A healthy baby
boy weighing 3.38kg was delivered. Intra-
operatively the placenta previa was confirmed and
estimated blood loss was 800ml. An oxytocin
infusion (40 TU in 500ml of Hartman's solution)
was commenced. After confirming that the
placenta was completely removed haemostasis
secured, the uterine incision on the lower uterine
segment was sutured in 2 layers in the usual
manner.

One hour after the Cesarean section, while the
patient was still in the operating theatre recovery
room, the patient was noted to have fresh vaginal
bleeding again. The estimated blood loss was
around 500ml. The oxytocin infusion was doubled
to 80 IU in 500ml of Hartman's solution and a
blood transfusion was also started. An
intramuscular injection of Carboprost 250mcg was
given. The uterus appeared to be well contracted
but the vaginal haemorrhage continued. She lost
another 500 ml of blood over the following two
hours of observation. Her blood pressure was
around 80/50-mmHg and pulse rate around 110
beats per minute. Her clotting studies were
normal. At this stage, it was decided that she
required an exploratory laparotomy.

During the relaparotomy, bleeding from the
placental site was noted. A few haemostatic
sutures were placed at the placental site. Bilateral
uterine artery ligation was also done. The
bleeding from the placental site was still persistent.
In view of the age and parity of the patient, we
decided to manage the haemorrhage
conservatively. Uterine packing was considered as
a control measure to stop the haemorrhage. To
achieve adequate uterine tamponade, a
Sengstaken-Blakemore esophageal varices tube
was used. The gastric end was left in the uterine
cavity and inflated with 200ml of normal saline.
The proximal end of the tube was pushed through
the cervical os and out into the vagina (Figure 1).
The uterus was then sutured in the usual way.
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After the operation, the Sengstaken-Blakemore
tube was then pulled gently from below to ensure
that the gastric balloon fitted tightly in the lower
segment of the uterus.

The overall blood loss was estimated to be 2000ml.
Transfusion in total, consisted of 6 units of whole
blood, 3 units of cryoprecipitate and 8 units of
fresh frozen plasma. Intravenous antibiotic cover
was given for 7 days. The patient was monitored in
the intensive care unit. Her condition was stable
over the following 6 hours. There was no vaginal
bleeding noted and the uterus was well contracted
with the aid of the oxytocin infusion (80 IU in
500ml of Hartman's solution, running over 12
hours). The gastric balloon was then
decompressed by removing 100ml of normal
saline from the balloon. This was to prevent blood
from accumulating above the gastric balloon in the
uterine cavity. There was no bleeding noted. The
tube was then removed the following morning.
The patient made a full and uncomplicated
recovery and was discharged after 7 days.
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Fig 1:
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