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Abstract 

DIC and obstetrical hemorrhage are leading causes of maternal death and fetal complications 
worldwide, especially in under developed and developing nations. DIC induced PPH is a rare 
complication seen in pregnancy, often fatal. In this case report, we discuss an interesting case 
where a primigravida had delivery at home (unregistered) with postpartum hemorrhage and 
how she was managed effectively.

Keywords: Disseminated Intravascular Coagulation; Postpartum Hemorrhage; Obstetrics 
Complications; Uterine Atony.

Author’s Affiliation: 1Post Graduate trainee, 2Senior 
Consultant, 3Director and HOD, Emergency Medicine, Max 
Super Speciality Hospital, Shalimar Bagh 110088, Delhi, 
India.

Corresponding Author: Josephine Leshiini, Post 
Graduate trainee, Emergency Medicine, Max Super 
Speciality Hospital, Shalimar Bagh 110088, Delhi, India 

 E-mail: josephineleshiinii@gmail.com

Received on: 25-02-2023
Accepted on: 28-03-2023

INTRODUCTION

Postpartum hemorrhage is the most dreaded 
complication� in� pregnancy.� It� is� de�ned� as�

(as per 2017 American College of Obstetrics and 
Gynecology) a cumulative blood loss greater than 
1000 ml with signs and symptoms of hypovolemia 
within 24 hours of the birth process, regardless 
of the route of delivery. Blood loss more than 
500 ml during normal vaginal delivery should be 
considered abnormal. PPH can occur during the 
�rst�24�hours�of�delivery�(called�primary�PPH)�or�
between the 24 hours after delivery upto 12 weeks 

postpartum period (called secondary PPH).1,2

Disseminated intravascular coagulation (DIC) 
is a severe complication in obstetric diseases 
characterized by an over activation of the 
coagulation� and� �brinolytic� systems� leading� to�
widespread microvascular and macrovascular 
thrombosis, thus causing disruption of blood 
supply to various vitals organs. The activation of 
the coagulation cascade leads to over consumption 
and depletion of platelets and coagulation proteins, 
which can provoke concurrent severe bleeding/
thrombosis.3,4 In obstetrics, DIC often leads to 
bleeding complications rather than thrombosis. 

Although DIC is well known by obstetricians, 
the underlying diseases of DIC associated organ 
failure in critically ill obstetrics patients are not well 
known.

CASE

A 20 year old female was brought to the 
Emergency department of our hospital with 
severe vaginal bleeding. Based on the history by 
the attendants, the patient, a primigravida, had a 
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full term vaginal delivery at her home 1 day back. 
The antepartum period was unregistered and not 
followed in any medical setup. The per abdomen 
examination revealed a lax, non contracted uterus 
with vaginal bleeding. The patient had petechial 
rashes over the lower limbs. The patient was in 
hypotensive shock. Uterine massage was given, 
uterotonic medications were given, injection 
Tranexamic� acid� was� given� (anti� �brinolytic).�
Immediate blood transfusion with fresh frozen 
plasma and platelet transfusion were started, 
inotropic� support� with� �uid� management� was�
given. 

Patient uterine atony persisted leading to 
vaginal bleeding (reduced). Patient was taken 
up for an emergency hysterectomy (under high 
risk). The surgery was successful and the patient 
shifted to the critical care unit. Multiple blood 
transfusion, platelet transfusion and plasma 

transfusion continued and injection of Tranexamic 
acid continued. Blood reports suggestive to raised 
D-dimer,� �brin� degradation� products�with� raised�
leukocyte count. Patinet was diagnosed with DIC 
and treatment continued. 

The patient recovered well after 7 days of ICU 
care. Post-discharge, the patient under went 
psychiatric session for the next 3 months.

DISCUSSION

DIC is an independent and a reliable predictor 
of multiorgan failure in critically ill obstetrics. 
Till date, whether postpartum hemorrhage is the 
cause of DIC or the mechanism of DIC associated 
obstetric organ failure is not clear. Excessive and 
uncontrolled in-vivo thrombin generation is a 
major cause in the development of DIC.5

In this case, due to home delivery, the patient 
had an increased risk of sepsis. During sepsis, the 
coagulation system can be activated by leukocytes, 
platelets,�in�ammatory�mediators�and�coagulation�
proteins participating in the processes leading to 
uncontrolled activation of coagulation cascade 
and DIC.6� These� cells� release� pro-in�ammatory�
cytokines�such�as�tumor�necrosis�factor-α�(TNF-α),�
interleukin-1 (IL-1) and interleukin - 6 (IL-6), along 
with propagation of tissue factor (TF) expression 
on the surface of endothelial cell and leukocytes.7,8 
This can initiate an uncontrolled activation of 
the coagulation cascade via the TF/factor VIIa 
pathway leading to thrombin generation, and if this 
coagulation response is uncontrolled, it will lead to 
DIC.

The management of postpartum hemorrhage 
is focused on resuscitation of the patient while 
identifying� and� treating� the� speci�c� cause.9 

Maintenance of the hemodynamic stability of the 
patient is important to ensure continued perfusion 
to vital organs. Intravenous (IV) access should be 
obtained promptly. 
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(PPH management, CREDIT: Google Image, 
William’s Obstetrics Handbook)

If the PPH is due to uterine atony, treatment 
modalities include medical management with 
uterotonic agents, uterine tamponade, pelvic artery 
embolization, and lastly surgical management.9

DIC should be corrected promptly with blood 
transfusion, replacement of plasma products 
(coagulation factors) and platelets. Other supportive 
measures� like� antibiotic� use,� �uid� resuscitation�
must be judiciously with close monitoring of the 
renal output. In this case, the patient was treated 
with plasma concentrates, blood transfusion and 
antibiotics, PPH was controlled by hysterectomy. 
Psychiatric support was done for the patient and 
her husband (with family) with the importance of 
adoption care. Knowledge and importance about 
the antepartum care regarding the proper check-
up, vaccination, medications, was given to the 
family was given.

CONCLUSION

DIC is a rare cause of PPH (0.2-0.5% population), 
mostly due to uterine atony. Uterotonic 
medications are used for preventing uterine atony 
during the parturition stage. Replacement of the 
decreased coagulation (blood) products must 

be done promptly, and is the treatment of DIC. 
Proper antepartum health checkup stays the most 
important factor for preventing major obstetrics 
complications during peripartum.
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