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Summery
Background:-Antepartum hemorrhageisanobstetricemergencyoccursin2-5% of

pregnancies.itis significantcontributorto perinataland maternalmorbidityand

mortality.APH takes30% ofmaternaldeathsofwhich50% ofthedeathsaredueto

preventablecauses.

Objective:-TomeasureAntepartum hemorrhage’sincidence,perinatalandmother



x

outcomes,andcontributingvariablesatAAU,2024/5

Methods:-AProspectivecross-sectionalstudywasusedinAddisAbaba’s3teaching

hospitals.Allwomen who experienced antepartum hemorrhage metthe inclusion

criteriawerechoosenunlessthemaximum samplesizeof422isreached.Thedata

werecollectedbyinterviewandchartreviewmethod.SPSSversion25.00wasusedfor

entryandanalysisofdata. Inordertoidentifyfactorsthathavebeenlinkedtothe

dependentvariable,logisticregressionanalysiswasimplemented.Variableswithap-

valueoflessthan0.05werechosenasstatisticallysignificantusingthe95%confidence

interval.

Result:-TheincidenceofAPH was4.4%.Mostaffectedwomenweremultiparous

(66.4%).MajorityoftheAPH werecausedbyAP (61.2%)followedbyPP (30.4%).

Maternalcomplications occurred in 22.2% ofAPH cases,with anemia (76.1%),

postpartum hemorrhage (26.1%),and hypovolemic shock (18.1%)being the most

common.Cesareandeliverywasperformedin78.4% ofcases.Determinantsofpoor

maternaloutcomesincludedruralresidence(AOR=1.8),grandmultiparity(AOR=6.7),

hypertensivedisordersduringpregnancy(AOR=1.9),abnormalvitalsignsatadmission

(AOR =12.2),andmaternalage≥35years(AOR =2.4).Poorcompositeperinatal

outcomeswereobservedin36%ofcases.Amongthese,4.5%werestillbirths.Firstand

5thminuteAPGARscorewereLow in11%and2.9%oflivebirths,respectively.Lowbirth

weightaffected23.9% ofneonates,and30% requiredNICUadmission,mainlydueto

prematurity (40.1%) and low birth weight (39.4%).NICU mortality was 12.4%.

Determinantsofpoorperinataloutcomesincludedmaternalhypertensivedisorders

(AOR=1.6),abnormalmaternalvitalsigns(AOR=6.3),maternalhemoglobin<11g/dL

(AOR=2.9),andadversematernaloutcomes(AOR=3.8).

Conclusion:APH poses a substantialriskto both maternaland perinatalhealth.

Effectivescreeningandearlyintervention,particularlyinhigh-riskgroups,arecrucialto

improvingoutcomes.

Keywords:-antepartum hemorrhage,maternaland fetaloutcome,Addis Ababa

University



1

1.Introduction

1.1Background

Antepartum hemorrhageorAPHisawordusedtomeanbleedingthathappensbefore

theconclusionof2nd stageoflaborbutaftertheperiodofviability(28weeksinsub-

SaharanAfrica,20weeksintheUS).Bleedinguntildeliveryaftergestationalageof24

weeksisanotherdefinitionofit(1-2).Theestimatedprevalencerangesfrom 2-5%andit

isthoughttobeoneofthesignificantcontributorsoffetalandmothermortality.High

ratesofneonatalandmaternalmorbidityaswellasmortalityarelinkedwiththis

emergencycondition.APH isresponsiblefor30% ofmaternalmortality,with50% of

thosedeathsbeingattributabletopreventablecauses(3).Eventhoughthecausesof

APH aremanythecommonestareabruptionplacentae,Placentaprevia,unknown

causesorlocalreasons(4).

Placenta previa and placentalabruption accountfor0.8% and 0.7% ofthe 1.6%

incidence,respectively.PreviousC/D,previousplacentaprevia,multiparityGrowing

maternalage,multiparity,and priorabortion were predisposing risk factors.(5).

Hypertensive disorders,Rupture ofmembrane,postterm pregnancy,acquired or

congenitalabnormalitiesoftheuterus,andprevioushistoryofAPHaresomeofrisk

factorsforAPH.Womenwhoaremultiparousandhaveahistoryofpreterm deliveryare

morelikelytoexperienceobstetric-relatedAPH (6).APH hasanumberofpotential

repercussionsorsequelaeandisamajorcauseofdeathandmorbidityamongmothers

andnewborns.Oligohydramnios,prematuremembranerupture,preterm labor/birth,

cesareanbirth,hemorrhagicshock,anemias,DIC,andPPH areamongtherisksthat

womenwhosufferAPHaretypicallyat.Intrauterinegrowthrestriction,fetal/neonatal

death,birthasphyxia,andcongenitaldefects,arefewmore(7).About30%ofmaternal

deathisduetohemorrhage,accordingtotheCDC(8).Thegradeofabruptionandthe

fetus'sgestationalagehaveamajorimpactontheoutcomeinAP.Accordingtoa

review,the incidence ofperinataldeath,preterm delivery,and intrauterine growth

restrictionincreasedninetimes,fourtimes,andtwo times,respectively,whenAP
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complicatedpregnancy(9).

Preterm deliverycanaccountfortheestablishedcorrelationbetweenAPHandcerebral

palsy,andAsmanyasone-fifthofextremelypreterm deliveryareduetoAPH(10).

1.2 Statementoftheproblem

Approximately830womenworldwidedieeachdayfrom preventableeventsassociated

tochildbirthandpregnancy.Womenfrom underdevelopednationsaccountfor99%of

thesedeaths(11).Maternaldeathsareprimarilycausedbydirectobstetricalproblems,

with hemorrhage being the primarycause.Compared to 450 maternaldeaths in

underdevelopednations,indevelopedareas,thereareninematernalfatalitiesforevery

100,000livebirths.(11).

Because of improved obstetricaloutcomes in developed nations,antepartum

hemorrhage-related morbidity and mortality among mothers and fetuses are

considerably reduced.Fetaland Maternaldeath rates in Sub-Saharan Africa are

unacceptable(12).In2021,almost295,000womenlosttheirlivesduringandafter

pregnancyanddelivery,from this94% ofdeathstookplaceinareaswithlimited

resources,andthebulkofthesedeathsmighthavebeenavoided(WHO,2023)(12).

Obstetrichemorrhageremainsamajorcauseofmortalityamongmothers(13),anda

majorsourceofperinataldeath(14).APH,constitutesoneofthemaincausesofurgent

clinicvisitsbywomenandaffects3.8%ofpregnancies(15).

Postpartum bleeding (PPH),DIC,shock,and infections are among the maternal

problemsthatcanresultfrom APH.FetalorneonatalissueslinkedtoAPHincludelow

birth weight/preterm birth,intrauterine fetaldeath,birth asphyxia and congenital

anomalies,(16).

Variousstudieshavereportedvaryingresultsonmothersandneonataldeathratesfrom

antepartum hemorrhage.A studyin2013conductedatthespecializedhospitalof

JimmaUniversity,substantialrisksofmaternalmortality(3.1%)andperinatalmortality

(36.9%)werenotedamongAPH.AmongthecomplicationsofAPH,themostcommonly
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diagnosedpostpartum issueswerepostpartum bleedingwhichoccurredin37.4%and

anemia which occurred in 38.0% ofpatients.3.1% ofpatients with uncontrolled

postpartum bleedinghadahysterectomy(17).

ExaminingtheincidenceofAPH,outcomeofthemotherandnewbornsinwomen

diagnosedwithantepartum hemorrhageanddeliveredinthedomainofregionisthe

aim ofthisstudy.

1.3 Significanceofthestudy

Evaluating the prevalence and consequences ofAPH willbe crucialin providing

knowledgetoimprovethemother’sandthefetus’shealth.Byloweringtheriskof

seriousconsequences,earlydiagnosisand promptcarearemadepossiblebyan

understandingoftheseverityandoutcomeofAPH. Significantmaternalmorbidity,

suchashemorrhagicshock,therequirementforbloodtransfusions,andurgentsurgical

procedures,islinkedtoAPH.Maternaldeathmayresultfrom severesituations.Inorder

tocreateprotocolstoreducethesehazardsandincreasematernalsurvivalrates,itwill

beessentialtostudyAPH.

ResearchonAPH canhelptobetterneonatalcarepractices,enhancingtheoddsof

survivaland long-term health foraffected infants.The distribution ofresources,

includingemergencyservices,isaidedbyknowledgeofthestrainthatAPHplaceson

healthcare systems.Policymakers can use the findings as a guide to enhance

healthcareprovidertrainingprogramsandinfrastructure.

Theresultswillgivetheevidencerequiredtocreateorreviseclinicalprotocolsand

guidelinesforthetreatmentofAPH.Publichealthpoliciesaimingatloweringthe

incidenceandenhancingtheresultsofAPHcanbeinformedbythedatafrom these

studies.
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2.Literaturereview

APH especiallyifitissignificanthemorrhageandorduetoplacentalabruptioncan

causefetalhypoxiaandfetalheartbeatabnormalitiesevenfetaldeath.Forthisreason,

iftherearedifficultiesindetectingfetalheartbeatonauscultation,anultrasoundscan

iswarranted(18).Itisreasonabletogeneralize recommendationsonhowtoapproach

a women presented with extremely preterm labor/birth with APH with specifically

addressingkeepinganeyeonthefetalheartratemonitoringprotocol(19).

Onestudyfoundthat69% ofwomenwhoexperiencedabruptionofplacentahadan

aberrantfetalheart-ratepattern(FHRP)(20).InacarefullyselectedcasesofAPH in

preterm pregnancieswithreassuringfetalcondition,expectanttherapyseemstobe

safe;nevertheless,anaberrantCTGislinkedtoabadfetalprognosis,soterminationof

pregnancydeliveryshould beaccelerated (21).Becausewomenwho presentwith

abnormalvitalsignsorongoingmassivebleedingmayimplyadisastrousoccurrence,

thebabyismoresusceptibletoextremeoxygendeprivationandacidemia,clinical

judgmentisnecessaryinthesesituations(22).

2.1Magnitudeofantepartum hemorrhage

AccordingtoastudyconductedinChennai,TamilNadu,India,multiparapeoplehada
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higherincidence ofAPH (64%)than nullipara people.Compared to primipara,

multiparouswomenhavearatePPapproximately fivetimeshigher(23).Accordingtoa

studyconductedintertiarymedicalfacility,theincidenceofAPHis2.35percent.Inthis

investigation,theprevalenceratesofplacentalabruption,placentaprevia,unidentified

etiologyofAPHwere,respectively,0.94%,1.17%,and0.23%(24).

Inanotherstudy3.1% wastheincidenceofAPH.Therateofmaternalproblemswas

53.33% forplacentaprevia,37.03% forabruptioplacenta,and66.66% forabruptio

placenta.Ninetysevenpercentofwomenintheplacentalabruptiongroupwenthomein

goodoverallhealth,threepercenthadpoorgeneralhealthcondition,and100% of

patientsinthegroupofplacentaepreviawenthomeinfavorablegeneralcondition.The

rateofperinatalmortalitywasaround27.3percentofwhich24.3percentarestillborn

and3.0percentareearlyneonataldeathinabruptioplacentagroupand0intheplacenta

previagroup(25).

AccordingtoastudyconductedinNigeria,placentapreviaandabruptioplacentawere

responsible for39.2 percentand 46.8percentfrom the 5.8% prevalence ofAPH,

respectively(26).Antepartum hemorrhagewaspresentin2.86%ofcases.Commonest

agegroupinwhichthemajorityofAPH patientsarefoundwere26to34years.

Multiparitywaspresentin77.2%and65%ofwomenwithPPandAPrespectively.APH

oftenmanifestsbetweenweeks34and36(27).

Accordingtoastudyonthefeto-maternaloutcomeofAPHconductedinAddisAbaba,

358 women outof9,643 deliveriesreceived an APH diagnosis,indicating a3.7%

prevalenceofthecondition.Thecommonestdiagnosiswasplacentaabruptionwhich

occurredin2.3% ofwomen,accountingfor61.7% ofinstancesofAPH.Thosewith

uncertainetiologyaccountedfor21.5% ofallAPHcases,wasthe2nd mostprevalent

etiology,occurringon0.8percentofallcases.Forty-eightwomen,or13.4percentand

0.5percentofallcasesAPH,werediagnosedtohaveplacentaprevia.Mildabruption

accountedfor51.1%oftheplacenta.withthecaseswithabruption,25.8%wereofthe

severetypeand23.1%wereofthemoderatekind.From the48mothersdiagnosedto

haveplacentaprevia,34hadthemostfrequentkind,placentapreviatotals.Othertypes
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ofplacentaeprevia(partials,marginals,andLowlying)weredetected4(8.4%),3(6.2%),

and7(14.6%)ofwomen,respectively(28).

2.2Thematernaloutcomeofantepartum hemorrhage
Accordingtoresearchconductedatatertiarycareinstitution,80% ofPP patients

presentedwithbleeding.Abdominalpainandvaginalbleeding(45%)werefrequent

symptomsofabruptionplacentae.Atadmission,themajorityofpatients(89%)had

anemia.Themajorityofanemicindividuals(49%)hadhemoglobinvaluesbetween7

and7.9grams.Hb%levelswere7–7.9in50%ofpatientswithplacentaprevia(24).

A study carried outin Nigeria found thatfrom women having APH,three-fifths

experiencedanemia,33.9percentofpatientshadprimaryPPH,while17.7percent

suffered from hypovolemic shock,and above one third (39.8%)received blood

transfusions.Twomaternaldeaths(1%),61(31%)and26occurred.

Approximately90%ofAPHpatientsneededbloodtransfusions.Overall,APHindicatesa

62% riseintherateofcesareansections.3.5% experiencedpostpartum hemorrhage

(PPH),DIC occurredinaround4.7percent,9.5percentexperiencedshock,and8.3%

experiencedfailureofsurgicalwoundandpuerperalfever(27).

Twelvewomen,or3.4%ofthetotal,werediagnosedwithuterinerupture,accordingtoa

studyonthefetomaternaloutcomeofAPH conductedinAddisAbaba.16.2% ofall

womenwithAPHhadPIH.Aprioruterinescarwasobservedin39women,accounting

for10.9% ofthecases.IdentificationofPROM occurredin8.6% ofpatients.Sixty-six

percentofalldeliverieswithAPHarecesareansections.With51.8%ofcases,themost

frequentreasonforcesareandeliverywasanunsettlingfetalheartratepattern.Seventy

-one percent of women with abruptio placenta underwent cesarean sections,

accountingfor69.6%ofallcesareansectionsperformedforAPH.Witharateof93.8%,

45cesareansectionswereperformedforplacentaprevia,accountingfor20.1%ofthe

C.D.forAPH.Fivepointeight%ofcesareansectionsforAPHareduetoAPHofunclear

origin,whichhada16.9%cesareansectionrate.Threewomenhadbeendiagnosedwith

DIC,twowithAKI,threeofthenendedupinhysterectomy.tenpatientswerediagnosed

tohavehypovolemicshockandthreemomswereadmittedintothecriticalcareunit.
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Onemotherpassedawayoutofthethreepatientshospitalizedwithinthecriticalcare

unit,withmultiorganfailureconsideredasmostlikelycausesofdeath(28).

2.3Theperinataloutcomeofantepartum hemorrhage

Prematurebirthsinsevenoftencases(before34weeksgestation)amongindividuals

withAPH wasbroughtonbyplacentalabruption,havingap-valuelessthan0.001,

accordingtoaNigerianstudy.Eleven(5.6percent)earlyneonataldeathsand61(31%)

stillbirthscontributedtotheperinatalmortalityratewhichisaround35.6percent(26).

23.8%ofbabiessufferedasphyxia,with60%ofthosekidsfallingintothePPgroupand

40%intotheAPgroup,accordinganarticleabouteffectsofantepartum hemorrhageon

themotherandfetus.The7.1% ofinfantswithrespiratorydistresssyndromewere

evenlydistributedbetweenthetwogroups.29.8%ofpatientshadjaundice,and13%had

septicemia(27).

Accordingtoastudyonthefeto-maternaloutcomeofAPHcarriedoutinAddisAbaba,

358motherswithAPH gavebirthto367neonates,ofwhom 95% weresingletons.

IndividualswithAPHhadaexaggeratedperinatalmortalityratewhichis158babiesper

1000.From 367babies,3.5%diedfrom earlyneonataldeaths(ENND),and12.3%were

stillborn.Outofthenewborns,fifty-eight(16.6percent)wereadmittedintoICUdueto

preterm birthandlowbirthweight(28).

2.4ThedeterminantfactorofmaternalandperinataloutcomeamongAPH

TheaggregatedgeneralincidenceofAPHamongstpregnantwomenhavingplacenta

previawas51.6percent(95%confidenceinterval[CI],42.7–60.6)(I2=97.9),accordingto

acomprehensivereview andmeta-analysisofnumerousresearch.Thepercentageof

multiparousindividualsandincidencehadapositivelink,determinedbycorrelation

analysis(RR=0.534,P=0.027)(29).

An investigation ofthe consequences ofantepartum bleeding formothers and
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newbornswithplacentaprevia,truePP raised thechanceofAPH (withOR:2.1),

althoughcervicallengthhadaninverserelationshipwithAPH(OR:0.972).Additionally,

theprobabilityof APHwasraisedbyahistoryofembolizationofuterineartery(UAE)

(oddsratio(OR):11.71),ananteriorplacenta(OR:1.664),andthepartlylackofthe

surroundingmyometrium (OR:2.1)(27).

BasedonaninvestigationcarriedoutatpublicmedicalfacilitieslocatedinAwizone,

foundthatmumswhowaitovertwelvehourstoseekcarehada2.6-foldincreasedrisk

ofhavingabadfeto-maternaloutcome(AOR =2.57). Theoddsofadversefeto-

maternaleventswereabout2.5timeshigherforwomenlackingANCfollow-upthanfor

thosereceivingANCmonitoring(AOR=2.5).women above-35yearsofagehad3.43-

foldhigherchanceofexperiencingunfavorablefeto-maternaloutcomesthanthose

havinglessthan35yearsofage(AOR=3.43).Womenlivinginruralregionshada1.7-

foldhigherchanceofexperiencingadversefeto-maternaleventsthanwomenlivingin

metropolitanareaas(AOR=1.7)(30).AccordingtoalocalstudyconductedinEthiopia,

maternal problems are substantially correlated with inadequate access to

comprehensiveobstetrictreatment(32).

2.5Conceptualframework

Sociodemographic

variables

Age,educational

attainment,

residency,marital

status,and

occupation
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Figure1.Conceptualframeworkofparameterslinkedtofetalandmaternaloutcome
amongmomsdiagnosedwithantepartum hemorrhage-adoptedfrom theliterature.

3.Objective

3.1Generalobjective
To improve fetaland maternalhealth outcomes ofantepartum hemorrhage by

assessing the magnitude,associated factors and managementoutcome among

pregnantwomenwhoisadmittedatthe3healthfacilitiesofAAU,2024G.C

Thefeto-maternal

outcomeofAPH

Healthsystem relatedfactors

 ANCfollowup

 Provision of Blood

transfusion

 Delayintransportationorto

receivetreatment

Clinicalfactor

 PreviousAPH

 Maternal/fetalcondition on

arrival

 surgicalormedicaland
history,

 abdominaltrauma
 ageofgestational,parityand

birthmethod
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3.2Specificobjective
ToidentifytheincidenceofAPHinwomenwhodeliveredinAddisAbabauniversity’s3

teachinghealthfacilities.

ToascertainoutcomeofmotherswithAPHamongmomsmanagedanddeliveredin

AddisAbabaUniversity's3teachinghealthfacilities.

ToascertaintheperinatalconsequenceofAPHinmomswhohavegivenbirthinAddis

AbabaUniversity's3teachinghealthfacilities.

TofindoutfactorsrelatedwithoutcomeofmotherinAPHcasesdeliveredatAddis

AbabaUniversity's3teachinghealthfacilities.

Toinvestigatefactorsrelatedwithoutcomeoffetus/newborninAPHcasesdeliveredat

AddisAbabaUniversity's3teachinghealthfacilities.

4.MethodsandMaterials

4.1.Studyareaandperiod

TheresearchwascarriedoutinEthiopia'scapital,AddisAbaba,whichhaveapopulation
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of5millionpeopleby2024.Therearecurrentlyover500clinics,35healthposts,over

100healthfacilities,andover13publicand27privatemedicalfacilitieswithinthetown.

Threeoutoftwelvepublicmedicalfacilitieswerespecificallychosentobepartinthe

study.Thesearereferralhospitalsthatreceivepatientsfrom variouspartsofEthiopia

aswellashigh-riskandcomplexpregnanciesfrom 70publichealthcenters.

GandhiMemorialHospital,ZewdituMemorialHospital,andTikurAmbessaSpecialized

Hospital(AddisAbabaUniversityHospital)arethehospitalswherethestudywas

conducted.TheformertwoareregionalhospitalsconnectedtoA.AUniversityandrun

bythereginalHealthBureau. Pregnantwomencanreceivecompletecareatthese

facilities,whichalsoofferlaboranddeliveryservices,includingvitalcareformothers

andnewborns.Thisstudywasconductedforsixmonths,startingonJanuary1upto

June,30,2025.

4.2.StudyDesign

Ahealthfacilitycenteredprospectivecross-sectionalstudymethodwasconductedon

threeteachinghospitals

4.3Population

4.3.1SourcePopulation
Anypregnantmotherswithagestationalageofatleast28completed weekswhogave

birthinAddisAbabaUniversity's3educationalhospitals.

4.3.2StudyPopulation
AllpregnantmotherswhoarediagnosistohaveAPHanddeliveredtheirnewbornwith

inthestudyperiodatAddisAbabauniversity’s03academichospitals.

4.4CriteriaforinclusionandExclusion

4.4.1CriteriaofInclusion
Allpregnantwomenwhosegestationalageis≥28completedweeksirrespectiveofthe
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birthweight,whovisitedObstetricsandGynecologydepartmentanddiagnosedtohave

APHanddeliveredtheirbabyduringthestudyperiodatthe03hospitalsareincludedin

thestudy.Ifgestationalageisnotknown,thosehavingbirthweight≥1000gm istaken.

4.4.2CriteriaofExclusion
PatientswhoarenotdiagnosedtohaveAPHorwithhistoryofAPHbutdelivered

outsidethestudyfacilityandpatientswhodidnotgiveconsenttoparticipateonthe

research.

4.5DeterminationofSamplesize

Thesinglepopulationproportionformulawasusedtogetthesamplesizeforthis

investigation.Using-50.9%oftheAPHcaseshasdevelopedadversematernaloutcome

inastudydoneinJimmaSpecializedhospital(31),toobtainthemaximum samplesize

withmarginerror5percent,95%CI.

Formulausedwasn=(Z1/2)2P(1-P)

d2

n=(1.96)2*0.509(1-0.509)/0.05)2=384

Theultimatesamplesizewas422aftera10%non-responseratewasadded.

n=desirablesamplesize

Z(α/2)=thecrucialvalueat95%levelofsignificance(1.96)

p=proportionofmothershavingAdverseMaternaloutcome(0.509)

d=precisionofmeasurement(acceptablemarginalerror)(0.05)

4.6SamplingTechniquesandProcedures

Thisstudyincludedallmomswhomettheinclusioncriteriaandhadagestationalage

ofatleast28fullweeksandhadanassessmentofAPHandgavebirthtotheirchild

duringthestudyperioduntilthemaximum samplesize.
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4.7.StudyVariables

4.7.1.Dependentvariables
Magnitudeandfeto-maternaloutcomeofAPH.

4.7.2.Independentvariables:
Socio-demographicfactors

Residence,Age,Religion,educationalstatus,maritalstatus,occupation

Healthfacilityfactors

 Delayintransportationortoreceivetreatment,ANCfollowup

Clinicalfactors

Bloodtransfusion,causeofAPH,fetalpresentation,abnormalitiesinfetalheartbeat,

ANCfollow-up,historyofabdominaltrauma,deliverymethod,parity,gestationalage,

hypertension,previousC/D,historyofdilatationandcurettage,andwomen'svitalsigns

atarrival,placenta previaandabruptionhistory.

4.8InstrumentandTechniquesCollectionofData

Dataweregatheredviain-personinterviewandreviewingthechartofwomenusing,pre-

testeddatacollectionquestionnaire.A structuredquestionnaire(AnnexIII)modified

basedonthefindingsofmanyAPH studieswasused.Thequestionnaireincludes

magnitude ofAPH,maternaland perinataloutcome ofthe motherand newborn,

sociodemographiccharacteristicsandobstetriccharacteristicsoftheparticipant.One

generalpractitionerineachstudysettingwashiredandinstructedintheprocessof

gatheringdata.Supervisorsanddatacollectorsreceivedpertinenttwo-daytrainingby

theprincipalinvestigatorto makethem familiarwith techniqueofinterview,data

gatheringtool,samplingmethods,eligiblestudysubjects,andethicalconsiderations.

Pretestwasperformedon5%ofthesampleatRasDestaDamtewMemorialHospital

beforestartingoftheactualtimeofdatagathering.After thestudysubjectswere

informedaboutthestudy'sgoalusingtheinformationsheetandoralinformedconsent

wasobtainedfortheinterviewandtheevaluationoftheirmedicalrecordsbythedata

collector'sdataweregathered.
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.

Eachparticipantwasaskedtoanswertheinterview afterprovidingtheirinformed

consentandbeingscreenedforexclusioncriteria.Thecaseswerepickedinlaborward

ormaternitywardanddatawerecollectedfrom postnatalwardonthedateofdischarge

inselectedhealthfacilities.Onegeneralpractitionerwastaskedwithgatheringdatafor

eachhospital.

Datacollectorswereundersupervision,andthevalidityofthequestionnaireswas

assessedeverydaybycheckingthem foraccuracyandcompleteness.Theprimary

investigatortooknecessaryactionintheeventthatanissuearosethroughoutthedata

collectionprocess.

4.9QualityControloftheData

Tomaintaintheaccuracyoftheinformation,thequestionnairewasinitiallycreatedin

English,translatedintoAmharic,andthentranslatedbackintoEnglishbymanycertified

people.Priorto theactualdatagatheringtime,supervisorsanddatacollectorsreceived

twodaysofinstructiononhow tocompletethequestionnaireandthewholedata

gathering procedure.A pretesthad taken place to 5% ofthe sample size ata

comparablepopulation in AddisAbaba,which wasexcluded from thestudy.Any

necessaryadjustmentsweremade.Throughoutthedatacollectionprocess,datawere

verifiedeverydayforaccuracyandconsistency.

4.10InterpretationandAnalysisofData

SPSSversion25wasusedtocleanandanalyzethedata.Thestudywassummarized

usingmeanandpercentagesummarystatistics.Bivariatelogisticregressionmodels

werebuiltinorderto evaluatetherelationshipbetweenevery studyresult andthe

variouspossibleriskvariables.Thedependentvariable'sindependentpredictorswere

subsequentlyidentifiedbyapplyingmultivariablelogisticalgorithms.Thecovariates

wereincorporatedintoanequationformultivariableregressionmodelingdependingon
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theirbivariatecorrelationwiththeoutcome,whichcomprisedvariableswithaP-value

lessthan0.25.Crudeandadjustedoddratioshadbeenutilizedtoquantifythedegreeof

relationshipbetweenthevariousriskvariablesandthestudyresults;ap-valueof<0.05

wasdeemedtoindicatethepresenceofanassociationwithstatisticalsignificance.

4.11Ethicalconsideration

TheproposalwaspresentedtotheOBGYNdepartmentethicalclearanceandapproval

wasobtainedfrom theDRPC.Thegoaloftheinvestigationwasexplainedtoeachand

everyparticipant.Usingasheetofinformation(annex1)verbalconsentwastakenprior

totheinterviewforthisconsentletterisattachedtoeachquestionnaire’scoverpage,

thiswasobservedbythedatacollector(annex2).Wetoldtheparticipantittakesless

than50minutesandwhatthequestionisaboutandthatitisnotpartofyourevaluation.

Therespondentsweremadeawareofthattheyhaveapowertorefuseenrolmentor

discontinuetheirparticipationatanytimeofresearch,andthedatagivenbyevery

participantwerekeptprivate.Additionally,theresultgenerationwaswritteninaform not

toreferaspecificrespondent.

4.12OperationalDefinition

Adversematernaloutcome:-A motherhavingcomplicationsrelatedtoantepartum

hemorrhagewhichincludessevereanemia,postpartum hemorrhage,shock,admission

toICU,renalinjury,bloodtransfusion,DIC,peripartum hysterectomy,andevendeathor

complicationsrelatedtomanagementofAPHlike,complicationsofbloodtransfusion,

sepsisorvenousthromboembolism,untildischarge.

Adverse perinataloutcome:-(intrauterine fetaldeath/stillbirth),delivered with

APGAR<7,deliveredatgestationalage<37weeks,AdmittedinNICUorearlyneonatal

death(deathbeforedischarge)

Perinatalmortality:definedasdeathofafetusat≥28 weeksofintrauterinelifeor

deathofnewbornbeforedischarge(from LW orNICU),butatorbefore7daysoflife.

ProlongedHospitalStay:womenkeptinthewardforgreaterthan1dayforvaginal

deliveryor3daysincaseofcesareandelivery.
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4.13Disseminationoffindings
Followingdatacollectionandanalysisinaccordancewiththeworkplan,opendefense

anddiscussionwasconductedat AAUOBGYNdepartment.Result willbesharedwith

thepublicandtherelevantbodyaftertakingintoaccounttheexaminer'scommentsand

obtainingapprovalfrom therelevantauthority.Publicationoftheresultswillalsobe

takenintoconsideration.

5.Results

5.1Thesociodemographiccharacteristics

Atotalof414respondentswereincluded inthisstudy,resultinginapercentageof

responseof98.1%.Havingameanageof29.76±4.39years,50.7%oftheparticipants

werebetweentheagesof20and29,and92%ofthem werefrom metropolitanregions.

Oftheparticipants,57%werehousewives,96.9%weremarried,andhalfwereOrthodox

Christians.Ofthem,36percenthadfinishedsecondaryschool,and43.5% earned

between5,000and10,000ETBeachmonth.

Table1.Sociodemographiccharacteristics

Variables Categories Frequency (%)

Percentage

Residency Urban 381 92

Rural 33 8

Maternalageinyears 20-29 210 50.7

30-34 125 30.2

≥35 79 19.1

Religion Muslim 145 35.0

Orthodox 211 51.0

Catholic 7 1.7

Protestant 51 12.3
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Maritalstatus Married 401 96.9

Unmarried 13 3.1

Occupation Housemaker 236 57.0

Governmentemployee 107 25.8

Merchant 39 9.4

Dailylaborer 32 7.7

Educationalbackground Notliterate 21 5.1

Enrolledinclasses1-8 120 29.0

Enrolledinclasses9-10 149 36.0

Collageandabove 124 30.0

Householdmonthlyincome <5000 32 7.7

5000-10000 180 43.5

10000-15000 92 22.2

>15000 110 26.6

5.2Obstetricrelatedcharacteristics
Mostof(67.9%)oftherespondentsweremultiparous,andamong80.4%ofparticipants

hadbleedingfrom thevagina.Almost94% ofparticipantshadANC follow -up,and

18.1% hadhypertensivedisordersduringthecurrentpregnancy.Previouscesarean

delivery(CS)historywasidentifiedintwenty-sevenpercentofparticipants,1.9%(n=8)

hadplacentapreviahistoryandtwoparticipantshadabdominaltrauma.Sixty-one

percentofthem hadagestationalagelessthan 37weeks. while32.4%ofpatientswere

admittedwithagestationalageof<34weeks
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Table2.ObstetricRelatedVariables

Variables Category Frequenc

y

Percent

Gravidity I 121 29.2

II-IV 281 67.9

≥V 12 2.9

Parity I 130 31.4

II-IV 275 66.4

≥V 9 2.2

Initiallycompliantofthepatient Pushingdownpain 37 8.9

leakageofliquor 32 7.7

Vaginalbleeding 342 82.6
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Elevatedbloodpressure 3 .7

Arrivalatthepresentmedicalcenter

isdelayedbymorethan12hours.

Yes 72 17.4

No 342 82.6

Placeofdelay(n=72) Delayinchoosingtoseekmedical

attention

46 63.9

Delayofgainingadequateor

appropriatetreatment.

11 15.3

Delayingettingtransport 15 20.8

HistoryofANCfollowup Yes 387 93.5

No 27 6.5

NumberofANC(N=387) <8 364 94.1

≥8 23 5.9

Hypertensivedisorderinthis

pregnancy

Yes 75 18.1

No 339 81.9

PrevioushistoryofCSdelivery Yes 114 27.5

No 300 72.5

Previoushistoryofabortion Yes 8 1.9

No 406 98.1

HistoryofAPH Yes 8 1.9

No 406 98.1

Historyoftraumaofabdomen yes 2 0.5

No 412 99.5

Weeksofgestationalage <34 134 32.4

34-36+6 121 29.2

37-38+6 80 19.3

39-40+6 49 11.8

41-41+6 17 4.1

≥42 13 3.1
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5.3Physicalexamination

Elevenpercent(n=46)hadderangementinvitalsignatpresentationand5.8% were

breechpresentation.ReassuringFHBatpresentationwasobservedin83%ofsubjects

and12.1%wereahemoglobinlevelof<11g/dl.RFTwasdonefor65%participantsand

from thoseofhavingRFT,97.8% hadnormalcreatinine.Thirty-fivepercentofthe

participantshadcoagulationprofileandfrom thoseofhavingcoagulationprofile,98.7%

hadinnormalrange.Sixty-onepercentoftheAPHwerecausedbyAPfollowedbyPP

(30.4%),while7.2%wereunidentifiedand1.9%wasothercauses.Amongthosehaving

PP(n=126),80.2%weretruePPandfrom thosehavingAP(n=253),54.1%hadgradeII

detachmentoftheplacenta. Table3.Physicalexamination

Variables Categories Frequency Percentag

e

Vitalsignatpresentation Normal 368 88.9

Deranged 46 11.1

Fetalpresentation Cephalic 390 94.2

Breach 24 5.8

FHBatpresentation Normal 344 83.1

Abnormal 55 13.3

Negative 15 3.6

Hgb ≥11 364 87.9

<11 50 12.1

IsRFTdone? Yes 269 65

No 145 35

Ifyes,whatistheresultof

creatinine?(n=269)

≤1.1 263 97.8

>1.1 6 2.2

IstheCoagulationprofile

done?

Yes 155 37.4

No 259 62.6

Ifyes,istheresultnormal? Yes 153 98.7

No 2 1.3

CauseofAPH AP 253 61.2
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PP 126 30.4

Unknowncause 30 7.2

Other 5 1.2

TypesofPP(n=126) TruePP 101 80.2

Low-lyingplacenta 25 19.8

ClassofAP(n=253) I 97 38.3

II 137 54.1

III 19 7.5

5.4Antepartum bleedingmanagement
Seventypercentofthecaseswereadmittedtotheward,andamongthoseadmitted,

39% stayed in the ward for1 to 2 weeks.Ofthose admitted,70.3% received

corticosteroids.Seventy-eightpercentoftheparticipantsdeliveredbycesareansection

(CS),while21.7%deliveredvaginally,51.1%experiencedspontaneouslaboronset.

Table4.Antepartum bleedingmanagementrelatedcharacteristicsofthestudy

participants

Variable Categories Frequency Percent

Admittedtomaternityward Yes 290 70

No 124 30

Durationofadmissioninweeks(n=290) <1 59 20.3

1-2 113 39

3-4 34 11.7

>4 84 29

WasthemothergivenCorticosteroids Yes 204 70.3

No 86 29.7

Modeofdelivery Cesareandelivery 324 78.3

Vaginaldelivery 90 21.7

Modeoflaborinitiationforvaginal Induced 44 48.9
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delivery(n=90) Spontaneous 46 51.1

5.5Theincidenceofantepartum hemorrhage

Overall,9428birthswereattendedthroughouttheinvestigationtimeframe.Among

those414hadAPHwithanincidencerateof4.4%

5.6Perinataloutcomerelatedcharacteristicsofthestudyparticipants
Ninety-sevenpercent(n=401)ofthestudyparticipantshadasinglepregnancyoutcome,

while3.1%(n=13)hadtwinpregnancyoutcomes,resultinginatotalperinatalcountof

427.Amongthe427perinates,50.8%weremale,and4.5%(n=19)werestillbirths.Eleven

percentofthelivebirthshada1minuteAPGARscoreof1-6.Elevencasesofperinatal

outcomeswereVLBW and23.9% hadLBW.Thirtyfourpercentofnewbornswere

admittedintointensivecareunit,andamongthoseadmitted,prematuritycontributedto

0.1%,followed byLBW (39.4%)and perinatalasphyxia (10.9%).Ofthe neonates

admittedtotheNICU,12.4%died.

Table5.Perinataloutcome

Variables Categories Frequency Percentag

e

Numberofneonatesdelivered Single 401 96.9

Twin 13 3.1

Sexoftheneonate(n=427) Male 217 50.8

Female 210 49.2

Deliveryoutcome(n=427) Alive 408 95.5

Died 19 4.5

FirstminuteAPGAR(n=427) ≥7 361 84.5

1-6 47 11

0 19 4.5

Five-minuteAPGAR(n=408) ≥7 396 97.1

1-6 12 2.9
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Birthweight(n=427) <1500 11 2.6

1500-2499 102 23.9

2500-3999 313 73.3

≥4000 1 0.2

NICUadmission(n=408) No 274 66.4

Yes 137 33.6

Indicationforadmission(n=137) Prematurity 55 40.1

LBW 54 39.4

Birthasphyxia 15 10.9

RespiratoryDistress 7 5.1

NeonatalSepsis 6 4.4

Neonatalconditionatdischarge

(n=137)

Improved 120 87.6

Died 17 12.4

5.7Compositeperinataloutcomeofthestudyparticipants

Accordingtothechartbelow,64%ofperinatalshadpositiveperinataloutcomes,
whereas36%hadnegativeones.
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Figure2.Compositeadverseperinataloutcomeamongwomencomplicatedby
antepartum hemorrhage.

5.8Thedeterminantfactorsofadverseperinataloutcome

Thefollowingfactorswerelinkedtoperinataloutcomesinbivariatelogisticregression:

residence,age,educationlevel,ANCfollow-up,hypertensivediseaseofpregnancy,vital

signsatadmission,admissionhemoglobinlevel,lengthofwardhospitalization,and

negativematernaloutcomes.Maternalage≥35yearswasrelatedto2.4timesgreater

chancesofadverseperinataloutcomes(APO)thanagestwenty–twenty-nineyears

(withAOR=2.4;95%Confidenceinterval:1.13–5.13),accordingtomultivariatelogistic

regression.TherisksofAPOwereroughly1.6timesgreaterinpregnantwomenwith

hypertensivedisorderthanwiththosewithouttheillness(95%CI:1.16–3.82;AOR=1.6).

ThelikelihoodofAPOwere6.3timesgreaterformotherswithabnormalvitalsignsat

admissionthanforthosewithnormalvitalsigns(95% CI:1.82–22.00;AOR=6.3).

Admission hemoglobin levels <11 g/dL increased the odds ofAPO by2.9 times

comparedtolevels>11g/dL(AOR=2.9;95%CI:1.08–7.93).

Wardadmissionlessthanoneweekwaslinkedto2.5timesthelikelihoodofdeveloping

APOincontrasttoadmissionlongerthanweeks(AOR=2.5;95%CI:1.08–5.).Theodds

ofAPOwere3.8timeshigherforthosehavinganegativematernaloutcomethanfor

thosewithanormalone(AOR=3.8:95%confidenceinterval[CI]:1.79-7.92).
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Table6.Threlationshipbetweentheindependentvariableandtheperinataloutcome
usingbothbivariateandmultivariatelogisticregression

Variables APO P-

value

CORand95%CI P-value AORand95%CI

Yes No

Residency

Urban 121 260 1 1

Rural 18 15 0.021 2.57(1.14,4.77) 0.137 2.6(0.74,8.80)

Ageinyears

20-29 74 147 1 1

30-34 33 92 0.172 0.71(0.44,1.16) 0.196 0.61(0.29,1.29)

≥35 45 36 0.001 2.5(1.48,4.18) 0.022 2.4(1.13,5.13)

Educationlevel

Illiterate 10 11 0.152 1.9(0.78,5.06) 0.163 3.3(0.62,17.95)

Primary 61 66 0.008 2.0(1.21,3.37) 0.122 1.8(0.86,3.65)

Secondary 42 113 0.426 0.81(0.48,1.36) 0.039 0.44(0.20,0.96)

Collageandabove 39 85 1 1

ANCfollowup

Yes 137 263 1 1

No 15 12 0.029 2.4(1.09,5.27) 0.143 3.4(0.66,18.10)

Hypertensivedisorderinpregnancy

Yes 46 31 0.000 3.4(2.05,5.68) 0.026 1.6(1.16,3.82)

No 106 244 1 1

Maternalvitalsign

Normal 115 266 1 1

Deranged 37 9 0.000 9.5(4.44,20.34) 0.004 6.3(1.82,22.00)

Admissionhemoglobin

<11 27 23 0.005 2.4(1.30,4.29) 0.035 2.9(1.08,7.93)

≥11 125 252 1 1

Durationofwardadmissioninweeks
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<1 28 31 0.002 3.1(1.50,6.25) 0.033 2.5(1.08,5.64)

1-2 35 83 0.267 1.4(0.76,2.71) 0.818 1.1(0.52,2.31)

3-4 14 20 0.044 2.4(1.02,5.54) 0.801 1.2(0.39,3.35)

>4 20 68 1 1

Adversematernaloutcome

No 89 241 1 1

Yes 63 34 0.000 5.0(3.09,8.13) 0.000 3.8(1.79,7.92)

5.9Maternaloutcome
Twenty-twopercentwomenhaveadversecompositematernaloutcomeasdisplayedin

theimage.

Figure3.Compositeadversematernaloutcomeamongwomencomplicatedby
antepartum hemorrhage.

Among those with adverse maternaloutcomes 76.1% had anemia,26.1% had

postpartum hemorrhage(PPH),and18.5%experiencedhemorrhagicshockand10.9%

hadhysterectomy.From thetotalAPH cases12.8% receivedbloodorbloodproduct

transfusions.FourpercentofthestudyparticipantswereadmittedtotheICU,andallof
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them improvedandweredischarged.

Table7.Maternaloutcome

Variables Categories Frequency Percentag

e

Anyadversematernal

outcome

Yes 92 22.2

No 322 77.8

Ifyeswhatwasthe

adversematernalout

come

Anemia 73 76.1

DIC 9 9.8

Hemorrhagicshock 17 18.5

Hysterectomy 11 10.9

PPH 25 26.1

AKI 1 1.1

Wasshetransfused

withbloodorblood

products

Yes 53 12.8

No 361 87.2

AdmittedtoICU Yes 16 3.9

No 398 96.1

Durationofhospital

stay(indays)

≤1 54 13.0

2-3 185 44.7

≥4 175 42.3

Conditionofthe

motheratdischarge

Improved 414 100
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5.10Thedeterminantfactorsofadversematernaloutcome

Residency,maternalage,gravidity,ANCfollow-up,hypertensivedisorderinthecurrent

pregnancy,vitalsignstatusatadmission,hemoglobinlevelatadmission,anddelivery

method were liked with adverse maternaloutcomes (AMO)on bivariate logistic

regression.MultivariateregressionshowedtheoddsforAMO wereonepointeight

timesgreateramongparticipantslivinginruralareasincontrasttothoselivinginurban

(AOR=1.8,95%CI:1.48–4.49).Grandmultiparouswomenhaveprobabilitiesthatwere

6.7timesgreaterAMOincontrastwithprimigravida(AOR=6.7,95%CI:1.56–20.80).

TheoddsofAMOwere1.9timesgreaterforthosewithhypertensiveproblemsduring

pregnancythanforthosewithout(AOR=1.9,95% CI:1.29–3.67).Participantswith

abnormalvitalsignsatadmissionhad12.2timeshigheroddsofAMOincontrastto

thosewithoutvitalsignsderangement(AOR=12.2,95%CI:5.31–27.97).

Table8.Therelationshipbetweentheindependentvariableandmaternaloutcome
usingbothbivariateandmultivariatelogisticregression

Variables AMO P-

value

COR(95%CI) P-

value

AOR(95%CI)

Yes No

Placeofstay

Urban 79 302 1 1

Rural 13 20 0.01

6

2.5(1.18,5.21) 0.042 1.8(1.48,4.49)

Ageinyears

20-29 37 173 1 1

30-34 29 96 0.21

5

1.4(0.82,2.44) 0.808 0.92(0.46,1.83)

≥35 26 53 0.00

6

2.3(1.27,4.13) 0.456 1.3(0.63,2.78)

Gravidity

I 21 100 1 1
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II-IV 63 218 0.25

3

1.4(0.79,2.38) 0.609 1.2(0.62,2.24)

≥V 8 4 0.00

1

9.5(2.62,34.57) 0.011 6.7(1.56,20.80)

HistoryofANCfollow-ups

Yes 81 306 1 1

No 11 16 0.02

0

2.6(1.16,5.81) 0.488 1.5(0.50,4.23)

HTNdisorderinthis

pregnancy

Yes 32 43 0.00

0

3.5(2.03,5.91) 0.047 1.9(1.29,3.67)

No 60 279 1 1

Vitalsignatadmission

Normal 59 309 1 1

Deranged 13 33 0.00

0

13.3(6.61,26.76) 0.000 12.2(5.31,27.97)

Admissionhemoglobin

<11 20 30 0.02 2.7(1.45,5.04) 0.559 1.3(0.55,3.06)

≥11 72 292 1 1

Modeofdelivery

CS 80 244 0.02

4

2.1(1.10,4.12) 0.113 1.9(0.86,3.99)

Vaginal 12 78 1 1
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6.Discussion

TheincidencerateofAPHwas4.4%accordingtotheresultofthisthesis,comparable

toresearchesfrom Udaipur,Rajasthan,India(3.1%)(25),Nigeria(5.8%)(26),andAddis

Ababa(3.7%)(28).TheseconsistentfindingsimplythattheburdenofAPHissimilar

acrossarangeofsettingswithlowandmoderateincomes.Theincidencefoundinthis

study,however,wasmorethanthatfoundinAdodara,Gujarat,India(2.56%)(27)andin

atertiarycarehospitalsetting(2.2%)(24).Thehigherincidenceinthesestudiesmaybe

duetodifferencesinthestudysettings,whichmayleadtoearliermanagementand

preventionofcomplicationsthatcouldotherwiseresultinAPH.

Multiparouswomenmadeup66.4% ofthewomenwhohadbeendiagnosedwith

antepartum hemorrhage(APH)inthisstudy.Thisfindingalignswithastudyconducted

inChennai,TamilNadu,India(23).TheincreasedincidenceofAPHamongmultiparous

women may be due to multiparity is also linked with a substantialchance of

hypertensivedisorders,anemia,anduterineoverdistension,allmaycontributetothe

developmentofAPH.

ThisstudyfoundthatabruptionplacentaewastheleadingcauseofAPH,accountingfor

60%ofcases,followedbyplacentapreviaat30%.Thisdistributionisinaccordancewith

findingsfrom Udaipur,Rajasthan,India(25),alsoAdodara,Gujarat,India(27).The

predominance ofabruptio placenta in these settings may be related to shared

underliningreasonsuchashypertensivedisorders,advancedageofmother,highparity.

Inourresearch,severityof(APH)wereclassifiedasmildon36.2%,moderateon51.3%,

andsevereon12.5%ofcases.Thispatterncloselyalignswithfindingsfrom researches

doneinA.A[28],indicatingmajorityofAPHcasesfallintothemoderatecategory.The

predominanceofmoderateseveritymayreflectdelaysincare-seekingbehavioror

referral,especiallyinregionswherereceivingtimelyobstetricservicesisachallenge.

Onourstudy,80.6%ofwomenwithAPHpresentedwithvaginalbleedingastheprimary

complaint.Thisresultalignswithresearchdoneataninstitutionthatprovidestertiary

care(24)alsoinAddisAbaba(28).Thiswasmaybeduetovaginalbleedingisthe

hallmarkclinicalsignofAPHandoftenpromptsurgentmedicalattention.

TwentytwopercentofwomenwithAPHexperiencedproblems,withanemiabeingmost
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prevalent (76.1%),followed by postpartum hemorrhage (PPH) at 26.1% and

hypovolemicshockat18.5%.ThisresultalignswithresearchdoneinNigeria(26).

AnemiaonAPHcasesoftenresultsfrom acutebloodlosscompoundedbypreexisting

nutritionaldeficienciescommoninlow-resourcesettings.Postpartum hemorrhageand

hypovolemicshockareserious,potentiallylife-threateningconditionsthatunderscore

theurgentrequirementforrapidactionaswellaseffectivebloodtransfusionstrategies.

The cascade ofhemorrhage and surgicalrescue:The clustering ofPPH (26.1%),

hemorrhagicshock(18.1%),andhysterectomy(10.9%)mapsafamiliarescalation:

Placentalpathology→ major bleeding → shock → uterotonic/balloon/surgical

measures→peripartum hysterectomyinrefractorycases.Thehysterectomyproportion

amongAMOissubstantial,suggestingtimelyaccesstosurgicalrescuewasusedto

controllife‑threateningbleeding

Inthisstudy,ahighproportionofmotherswithAPH,78.4%weredeliveredviac.section.

Thisresultisinharmonywithresearchsfrom Adodara,Gujarat,India(62%)(27)and

AddisAbaba(77%)(28),wherecesareandeliveryratesamongAPH caseswerealso

elevated.ThepredominanceofCSinAPHmanagementreflectstheurgencytoavert

negative pregnancyand fetalconsequences in related to compromised placental

functionorfetaldistress.Cesareandeliveryisoftenpreferredtorapidlycontrolbleeding,

especiallyincasesofsevereplacentalabruptionorplacentaprevia.

Inthisstudy,36% ofcasesexperiencedpoorcompositeperinataloutcomes.Among

these,4.5% werestillbirths.Additionally,11% oflivebirthsgotalow APGARscoreat

first minute(1–6),and2.9% hadgotalow APGARscoreat5-minute.Theseresults

matchwithpreviousresearchundergoneinNigeria,JimmaaswellasAddisAbaba.

Thesefindingsreflectcompromisedfetalwell-beinglikelyduetoplacentalinsufficiency

and hypoxia secondary to bleeding and placentalabnormalities highlighting the

significantburdenofmorbidityandmortalityassociatedwithAPH.However,thefinding

isgreaterthanan investigationconductedinEthiopia'seasternregion-21% neonatal

deathproportion(4.5%)andishigherthanpopulationNMR(2.65%)-duetoreferralsand

complicatedbirths.
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Inthisstudy,elevenneonateswereclassifiedasverylowbirthweight,while23.9%had

low birthweight.TheseresultsmatchwithresearchcarriedoutinNigeria(27)and

Jimma,Ethiopia (31). These conditions significantly increase the chance of

newborn morbidityandmortality,impliestherequirementforimprovedmaternalhealth

interventions,includingearlydetectionandmanagementofAPH,to optimizefetal

growthandbirthoutcomes.

Inthisstudy,33.6%ofneonatesborntomotherswithAPHrequiredadmissiontothe

NICU.Amongtheseadmissions,40.1%wereduetoprematurity,39.4%duetolowbirth

weight,and10.9% duetobirthasphyxia.TheNICUmortalityratewas12.4%.These

findingsarebroadlyconsistentwithstudiesfrom Nigeria(27),AddisAbaba(28),and

Jimma(31),whichsimilarlyreportedLowbirthweightandpreterm as themainfactors

contributingtonewbornmorbidityfollowingAPH.Thestudyfoundthattheoddsof

adversematernaloutcomes(AMO)werenearlytwotimesgreaterforrural-dwelling

mothers than among urban-dwelling women (AOR -1.8,95% Confidence interval:

1.48–4.49).ThisresultisconsistentwitharelatedstudycarriedoutintheAwizone(32).

Thehigherriskinruralareascouldbeattributedtorestrictedavailabilityofhigh-quality

antenatalcare,delaysonreachinghealthfacilities,andlessaccesstourgentmaternity

care.

Accordingtothisreport,grandmultiparouswomenhave probabilitiesthatwere6.7

timeshigher

ChanceforexperiencingAMOincontrasttoprimigravidawomen(AOR=6.7,95% CI:

1.56–20.80).Materialfrom acomprehensivereview andmeta-analysissupportsthis

conclusion(29),whichalsoidentifiedoneofimportantcontributoryfactorofmaternal

problemsisgrand multiparity.Theincreasedriskmaybeduetofactorssuchasuterine

overdistension,diminished uterine contractility,and higherlikelihood ofobstetric

complicationsincludingplacentapreviaandabruptionplacentaeamongwomenwith

multiplepreviouspregnancies.

Participantswithhypertensivedisordersduringpregnancyhad1.9timesthelikelihood

ofexperiencingAMO incontrasttothosewithouthypertensiveconditions(AOR-1.9

with 95% Confidence interval:1.29–3.67).The above association reaffirms the
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significantinfulenceofhypertensivedisordersonmaternalhealth,astheseconditions

canexacerbatecomplicationsrelatedtoantepartum hemorrhage,suchasplacental

abruptionandincreasedbleedingrisk.

Maternalageof35yearsorolderwasassociatedwith2.4timesgreateroddsofpoor

perinataloutcomes(APO)incontrasttomomsaged20–29years(AOR-2.4;with-

1.13–5.13,95%CI).ThisresultisconsistentwithresearchthatwasintheAwizone(32).

Oldermaternalageisoftenlinkedtoincreasedrisksofpregnancycomplicationssuch

ashypertension,diabetes,andplacentalabnormalities,allofwhichcannegativelyaffect

fetaldevelopmentandsurvival.

Pregnancy-related hypertension was linked to 1.6 times higherrisks ofadverse

perinatal results (APO) during pregnancy compared to pregnancies without

hypertension(AOR-1.6;1.16–3.82,95%CI).Theaboveresultreflectswell-established

link between hypertensive conditions such as preeclampsia and gestational

hypertensionandcomplicationslikeintrauterinegrowthrestriction,preterm birth,and

stillbirth.

Havingabnormalmaternalvitalsignsatadmissionwasassociatedwith6.3times

higheroddsofAPOincontrasttoindividualswhosevitalsignsarenormal(AOR-6.3;

95%CI;1.82–22.00).Thissignificantassociationindicatesthatmaternalphysiological

instabilityonpresentation,suchasalteredbloodpressure,pulserate,orrespiratory

status,mayreflectseverematernalcompromisethatdirectlyimpactsfetalwell-being.

Admissionhemoglobinlevelsbelow 11g/dLwereconnectedto2.9times2.9times

increasedoddsforAPOinoppositiontolevelsabove11g/dL(95%CI:1.08–7.93;AOR=

2.9).Low hemoglobinlevelscanimpairoxygendeliverytothefetus,increasingthe

possibilityoflowbirthweight,preterm delivery,andfetalgrowthlimitation.

HavinganAMOwaslinkedtoprobabilitiesthatwere3.8timeshigheradverseperinatal

outcomes(APO)inoppositiontowomenhavingnormalmaternaloutcomes(95% CI:

1.79–7.92,AOR=3.8).Thisstrongassociationhighlightstheinterconnectednatureof

maternalandperinatalhealth,wherecomplicationsaffectingthemothersuchassevere



34

hemorrhage,hypertensivedisorders,orshockcandirectlycompromisefetalwell-being.

7.Conclusion

TheincidenceofAPH accordingtoourstudywas4.4% duringthestudyperiod.The

majorityofAPHcasesoccurredamongmultiparouswomen(66.4%).AmongtheAPH

cases,22.2% ofmothersdevelopedcomplications,withanemia(76.1%),postpartum

hemorrhage(26.1%),andhypovolemicshock(18.5%)beingthemostcommon.Ahigh

rate (78.4%)ofcesarean deliveries was observed among affected mothers.Key

determinantsofpoormaternaloutcomesincludedruralresidence,grandmultiparity,

hypertensivedisordersduringpregnancy,abnormalmaternalvitalsignsatadmission,

andadvancedmaternalage(≥35years).

Regardingperinataloutcomes,36%oftheneonateshadpooroutcomes,including4.5%

stillbirths,lowAPGARscores,lowbirthweight(23.9%),andNICUadmissions(33.6%).

AmongNICUadmissions,theleadingreasonswerelow birthweightandprematurity,

with12.4%neonataldeathrateintheNICU.Determinantsofpoorperinataloutcomes

werematernalhypertensivedisorders,abnormalvitalsignsatadmission,lowmaternal

hemoglobinlevels(<11g/dL),andadversematernaloutcomes.

8.Recommendations

 Prioritizeclosemonitoringandantenatalfollow-upforhigh-riskfactorssuchas

hypertensivedisorders,anemia,grandmultiparousandifageofthemother≥35

years.

 EquipNICUstohandlecommoncomplicationsofAPHsuchasperinatalasphyxia

andlowbirthweight/prematurity.

 Trainhealthcareprovidersonneonatalresuscitationaswellaspostnatalcareto

reduceNICUmortality.
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9.Limitationofstudy

Lackofcleardocumentationonthediagnosticcriteriaforplacentaabruptionand

idiopathicAPHwasthemainlimitationofthestudy
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Annexes
Annex1:Participants'informationsheet
__________________________ismyname.Dr.Biniyam Denekew iscarryingoutresearch
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fortheDepartmentofObstetricsandGynecologyatAddisAbabaUniversityinorderto

partiallyfulfilltheprerequisitesforaSpecialtyCertificateinGynecologyandObstetrics,

andIam servingasadatacollectorforthisstudy.Thepurposeofthisstudyisto

evaluatetherate andrelatedelementsofyourcurrentissue.Yourcurrentpregnancy

issueisthereasonyouwerechosentotakepartinthistrial.Therefore,Irespectfully

ask to givemesomeofyourtimesothatIcanexplainthestudytoyou.Iwouldlike

honestopinionpertainingtothequestions

Procedure:Atfirst,Iwillexplaintoyouabouttheresearchandtheconditionsforyour

participations.Ifyou'reopentotakingpartinourstudy,I'llconductaninterviewwithyou

andcollectdatafrom yourmedicalrecord.Theinterviewandclinicalrecordrevieware

notpartofyourongoingmedicalcare.Yourongoingmedicalcarewillnotbeaffectedif

youdon’tparticipate.

DiscomfortorRiskofparticipation:Engagingonthisstudy maycauseyoutofeel

uncomfortable,particularlyifitwastesyourtime (aboutfiftyminutes)orcauses

psychologicaldiscomfort.

Benefit;Althoughyoumightnotdirectlyprofitfrom takingpartinthisstudyendeavor,it

is likely to be beneficialas for prevention and management of APH-related

complicationsbydetectingthedeterminantrisk.

Incentive;Therewon'tbeanysortofrewardforyourinvolvementinthisproject.

Anonymityandconfidentiality:Wewillmaintaintheconfidentialityofthedatawegather

forthisstudy.Yourpersonaldatagathered willbekeptinafilewithacodenumber

issuedtoitinsteadofyourname,address,phonenumber,orhealthcarerecordnumber.

Thechiefinvestigatoralonewillbetheonlyonetoknow.

Theabilitytodeclineorwithdraw:Yourhealthservicesatanymedical careproviderwill

notbeimpactedifyouchoosenottoparticipateinthisstudy,whichgivesyoucomplete

controloverwhetherornottoansweranyorallof items.Additionally,youarefreeto

leavethisstudywheneveryoulike,withoutcompromisingyourprivilegesasafacility

client.
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Contactinformation:Youcangetintouchwiththem atanymomentwhenyouwantto

askquestions.

Name:-DrBiniyam Denekew

phonenumber:+251931355826
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Annex2.Consentform oftheparticipants

Ihave received written details regarding this research projectand have gotten

completelyawareofitspurpose.Iam alsoawarethattheoutcomewillaidtoenhance

theantepartum hemorrhageoutcomesforboththemotherandthefetus.Iam aware

thattakingpartinthisstudycarriesverylittlerisk.Iconsentedtotakepartinthecurrent

research,tobeinterviewed,andtohavemyclinicalrecords'dataexamined.Iam aware

thatthroughtakingpart,Iam noteligibleforanyspecialtreatment,compensation,or

rewards.Iwasinformedthatthedatacollectedwouldbekeptprivate.Iam awarethat

anydetailsthatcouldbeusedtoidentifymewillnotbeusedinanypublicationsor

reports.Onlythisstudyiscoveredbythisauthorization.

Wouldyoubeopentotakingpartinthestudy? First-Yes; Second-No

Thankyouiftheresponseisyes!Dotheinterview.Thankyouiftheresponseisno!

Avoidpressuringorpressuringsomeonetocompletethesurvey.

I__________(Nameoftheinterviewer)hasinformedtheparticipantsaswrittenisthe

informationandrespondedtoherquestionsandinterviewedherbyrespectingallthe

researchparticipant’sright

Thecodeusedbytheinterviewer---------name------------------signature-------

Interviewdate-----------date---------------monthof2017E.C.

Interviewtimestartedat_________________hours:minutes

Interviewcompletiontime:________________hours:minutes

Confirmedonthedate-----------.---------------monthof2017E.C.

Ifcomplete:1

IfIncomplete:2 Other(specify)----
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Annex-3:Questionnaire

Annex3.1:EnglishversionofQuestionnaire

Thefollowingis thesurveythatwillbeemployedintheresearchtitled,“magnitudeand

associatedfactorsofAPHatAA,Ethiopia.”

001.code____________

002.date______________

Part1.Identification

1.Residency:(1)urban,(2)rural

2.Ageinyears______________________

3.Ethnicity:(1)Oromo,(2)Amhara,(3)others,mention---.

4.Religion:(4)other,mention---------,Protestant(3),Orthodox(2),Muslim (1)

5.Statusofmarriage:married(1),unmarried(2),widowed(3)

6.Occupation:homemaker(1),Agovernmentemployee(2),student(3),merchant(4),

(5)dailylaborer

7.Educationalbackground:Notliterate(1),Enrolledinclasses1-8(2),enrolledin

grades9-10(3),Collageandabove(4)

8.householdmonthlyincomeinbirr___________

Part2.ObstetricandGynecologicHistory

1.WeeksofGestationalage

1.1.LNMPisknown:(1)yes,(2)no

1.2.Ifyes,whatistheGAisweeks-----28-33+6wks(1),34-36+6weeks(2),>/=37weeks

(3)

1.3.Ifno,GAusingultrasound----------(1)-28-33+6wks,(2)-34-36+6wks,(3)>/=37wks

1.4Ifnoultrasound,GAbymeasurementoffundalheight---------cm/finger(1)-28-33wks,

(2)-34-36wks,(3)>/=37wks

2.Gravidity.(1)PG,(2)GII-GV,(3)aboveGV

3.Parity:Primiparous-(1),ParaII-IV(2),Para-Vandabove(3)

4.Initiallycompliant(1)Pushingdownpain,(2)leakageofliquor,(3)Bleedingfrom the

Vagina
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(4)-ElevatedBloodpressure(5)other,Mention---

6.Isthereanintervalofmorethantwelvehourstoarrive?(1)-No,(2)-Yes

7.Iftheanswerisyes,where?(1)-Delayinchoosingtoseekmedicalattention,(2)-wait

timefortransportationtoahospital,(3)dalliance ofreceivingproperandsufficientcare.

8.DoesShehaveHistoryofANCfollowsup(1)Yes,(2)No

Ifyes,howmanytimesshevisits(1)<8,(2)>/=8

9.DoesShehaveanytypeofHTNonthispregnancy?(1)Yes,(2).No

10.DoesShehasPreviousC-deliveryhistory?(1).Yes,(2).No

11.DoesShehasPreviousAbruptionhistory?(1).Yes,(2).No

12.DoesShehasPreviousPlacentapreviahistory?(1).Yes,(2).No

13.DoesShehastraumatotheabdomen?(1)Yes,(2)no

Part3.GeneralPhysicalexamination

1.Mother’sV.S:(1)normal,(2)abnormal(BP<90/60,PR>100B/M).

2.FetalAssessment

2.1.PresentationofFetus:Cephalic-(1),Breech-(2),(3)-othersmention---------

2.2.FHB-------------(1)Normal,(2)Abnormal,(3)Negative

Part4.LaboratoryResults

1.Hemoglobinuponarrival------(1):<7gm/dl,(2):7-10,(3)10-11,(4)>11

2.DidRenalfunctiontestisdone?(1)yes,(2)No.

3.Ifyeswhatistheresultofcreatinine:(1)</=1.1,(2)>1.1

4.Didcoagulationprofiletestisdone?(1)yes,(2)No.

5.Ifyes,isitnormal?(1)yes,(2)No.

Part5.Ultrasoundresult

1.Wasultrasoundperformed?(1)Yes,(2)no

2.Iftheanswerisyes,selectthefinding?(1)PlacentaPrevia,(2)Placentalabruption,(3)

othermention-----------

3.IfPP,Category?(1)TruePlacentaprevia,(2)lowlying

4.Ifplacentalabruption,whichGrade?(1)Grade1,(2)Grade2,(3)Grade3
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Part6.Managementcourse

1.Wassheadmittedtomaternityward:(1)yes,(2)no

2.Ifyes,forhowmanyweeksshewasadmitted:(1)<1week,(2)1-2weeks,(3)3-4

weeks,(4)>4weeks

3.Ifshewasadmitted,whatstepsweretaken?(1)-Steroids,(2)tocolytic,(3)other

mention…….

4.Whatisthemodeofdelivery(1)Vaginal,(2)C.S

5,Ifvaginal:1:SVD, 2:induced, 3:operativeV.D

Part7.outcomeofNeonate

1.Neonatesdelivered?(1)singleton,(2)twins

2.Gender:(1)-male,(2)-female

3.PerinatalResult(1)alive,(2)Notalive(SBorEND)

3.1APGARscoreifalive-------1:lessthan7,2:greaterthanorequalsto7

3.2Deliveryweightingrams-------1:1000-1500gm,2:1500-2500gm,3:>2500gm

4.WasthenewbornadmittedtoIntensivecareunit?:1:yes,2:no

5.Ifyes,mentionreasonforadmission?(1)Respiratorydistress,(2)prematuredelivery,

(3)alowweightatbirth, (4)asphyxiaatbirth,(5)Neonatalsepsis

6.Atdischarge,whatwastheneonate'sstatus?(1)gotbetter,(2)passedaway

7.ifpassedaway,mention reason: (1)-newbornsepsis,(2)-RDS,(3)-othermention…

1.1Fortwins

1.1.1Twin-Bsex;(1)-male,(2)-female

1.1.2Result:(1)-Alive,(2)-Died

1.1.2.11stminuteAPGARscore-------1:lessthan7,2:greaterthanorequalsto7

1.1.2.25th minuteAPGARscoreifalive-------1:lessthan7,2:greaterthanor

equalsto7

1.1.3Deliveryweightingrams-------1:1000-1500gm,2:1500-2500gm,3:>2500gm

1.1.4WasthenewbornadmittedtoIntensivecareunit?:1:yes,2:no

1.1.5Ifyes,mentionreasonforadmission?(1)asphyxiaatbirth,(2)alowweightat

birth,(3)prematuredelivery, (4)furtherspecifics…
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1.1.6Atdischarge,whatwastheneonate'sstatus?(1)gotbetter,(2)passedaway

1.1.7ifpassedaway,mention reason: (1)-newbornsepsis,(2)-RDS,(3)-other

mention…

Part8.ResultofMother

01,IsthereisanyadverseMaternaloutcome(1)YES(2),NO

1.1Ifyesfortheabovequestion,whatwastheadverseoutcome?(1)Death(2)PPH(3)

Anemia(4)DIC(5)Hemorrhagicshock(6)other,specify……

1.1.1Ifdeceased,whatresulted thedeath?-(1):Hemorrhagicshock,(2)Endstage

Renalinsult,(3):DIC,(4):CardiorespiratoryArrest,(5):othermention……….

2.WasthewomencandidateforBloodtransfusion?(1)Yes,(2)no

3.Ifyes,didsheget?(1)Yes,(2)no

4,WassheadmittedtoICU?(1):Yes,(2):No

5.Durationindaysafterdelivery:(1):lessthan2,(2):two-seven,(3):greaterthanseven

days

6.Statusofthewomenduringdischarge?(1)Cured,(2)deceased


