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The early puerperium
managing the first week

The continuing trend for shorter postpartum hospitalisation has extended the responsibilities

and challenges of general practice.

Over the past 20 or so years the duration of hospi-
talisation for a woman following childbirth has
changed dramatically. An average length of stay of
just over two days has now replaced the average
stay of five to six days, with a range of between two
hours and six days. Hence, maternal conditions
that were common for hospital staff to manage
have become the province of the GP and the home
visiting midwifery service.

Changes during the puerperium

The puerperium may be defined as the period
during which a woman’s reproductive organs
return to their prepregnancy state. This time is
stated as being the six weeks after the completion
of the third stage of labour.

During the puerperium the uterus involutes,
the placental implantation site heals, the cervical
canal closes, and the vagina, introitus and vulva
return to near their prepregnancy size. The invo-
luting uterus reduces in weight from 1000 to 60 g
due to catabolism of the myometrium, and returns
to the true pelvis over 10 to 14 days. After delivery
of the placenta the uterine fundus can be palpated
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abdominally at the level of the umbilicus, and
by two weeks it is not palpable suprapubically
(Figure 1). Other tissues that changed during
the pregnancy, such as the urinary and gastroin-
testinal tracts, also return to normal during the
puerperium.

The vaginal discharge (lochia) gradually
changes over the first few days after the birth from
a red colour to a pale yellow colour that persists
for up to three weeks, and then becomes pale
white or clear. The discharge persists for longer
when the woman is breastfeeding (because of the
associated vaginal atrophy), and may be present
for up to eight weeks.

Owulation is often inhibited by lactation but
can return within six weeks if breastfeeding does
not occur. Menstruation, ovulatory or anovula-
tory, returns in six to eight weeks in most women
who are not breastfeeding. Breastfeeding gener-
ally delays menstruation. Lactational breast
changes occur following childbirth, with the
breasts enlarging and colostrum being produced
for the first three to four days.

Emotional changes also occur during the

¢ Maternal conditions that were common for hospital staff to manage have become the
province of the GP and the home visiting midwifery service.

Potentially life threatening emergencies include postpartum haemorrhage (PPH),
infection, severe hypertension and eclampsia, venous thrombosis and embolism, and,
occasionally, severe psychiatric disorders.

e PPH may be due to retained products of conception, infection, uterine atony, genital
tract trauma or blood coagulation abnormalities.

¢ Postpartum infection may be located in the breast, birth canal and bladder - the three B’s.
e Good liaison between hospital staff and GPs remains the key to providing excellent care

for new mothers and their babies.
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puerperium, ranging from transient weepiness to
long lasting severe depression.

Major changes in hormone levels, blood com-
position and volume, and renal, cardiovascular,
respiratory and other endocrine functions occur
during this period. Within hours of the delivery
of the placenta, human chorionic gonadotrophin
and human placental lactogen levels fall rapidly.
Oestrogen and progesterone levels fall to non-
pregnancy levels by day seven.

The raised temperature and pulse rate often
observed following delivery return to normal
within 24 hours. Vital signs may be affected by
excessive blood loss, infection and hypertension,
and also by spinal and epidural anaesthesia.
Among the 90 maternal deaths in Australia
between 1997 and 1999 (the latest report), eight
were due to obstetric haemorrhage, eight to
psychiatric disease, seven to amniotic fluid
embolism and seven to cardiac disease.'

Emergencies in the early puerperium

Potentially life threatening emergencies in the
early puerperium include postpartum haemor-
rhage (PPH), infection, severe hypertension and
eclampsia, venous thrombosis and embolism,
and, occasionally, severe psychiatric disorders.

Haemorrhage

Primary PPH (incidence, 4%) is defined as
haemorrhage occurring in the first 24 hours after
delivery, with a blood loss of 500 mL or more.
Secondary PPH (incidence, 1.6%) is defined as
haemorrhage occurring between 24 hours after
delivery and the completion of the puerperium,
with a blood loss in excess of the normal lochial
loss. In both types of PPH, estimating blood loss
is difficult and is usually underestimated by 35 to
50%. There is, therefore, no place for compla-
cency when dealing with these conditions.

Primary PPH

A GP may be faced with the initial management
of a primary PPH if a woman has an unplanned,
out of hospital delivery or is discharged very early
after delivery and then has a PPH at home.

The emergency care of primary PPH involves
management of the atonic uterus, resuscitation
and transfer to hospital. The uterus can be made to
contract by ‘rubbing up’ (massaging) and ensuring
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that the bladder is emptied (either naturally or
by urinary catheter). An intravenous infusion
should be commenced and 10 IU of oxytocin
(Syntocinon) given as an intravenous bolus, fol-
lowed by 40 IU of oxytocin in 1 L normal saline
(or other appropriate solution) infused over the
next two hours. Ergometrine plus oxytocin
(Syntometrine), one ampoule given intramuscu-
larly or slowly intravenously, or ergometrine alone
(Ergometrine Injection), 500 pg intramuscularly
or 250 pg given slowly intravenously, could be
used if oxytocin alone is not available. Ergo -
metrine may, however, cause hypertension,
although this may not be a concern if the patient
is hypotensive from blood loss. It is not possible
to distinguish causes of PPH other than uterine
atony without hospital facilities.

Primary PPH can develop rapidly, resulting in
varying degrees of shock or even death unless
managed correctly. Its causes are listed in Table 1.
Retained products of conception require surgical
removal but the use of oxytocics (oxytocin and/or

Figure 1. Uterine
involution during the early
puerperium.
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The early puerperium

continued

Table 1. Major causes of
postpartum haemorrhage
(PPH)

Primary PPH

e Uterine atony

e Retained products of conception

e Genital tract trauma (vulva, vagina,
cervix, lower uterine segment, upper
uterine segment)

e Coagulation abnormalities

e Uterine inversion (rare)

Secondary PPH

e Retained products of conception

e Infection

e Undiagnosed genital tract trauma

e Undiagnosed bleeding disorders

e Complications of uterine fibroids,
genital tract malignancy including
gestational trophoblastic disease
(all rare)

e Coitus (rare)

e No cause is found in one-third of
cases

ergometrine in the doses recommended
above) may assist natural expulsion. If
possible, collect any passed tissue to
send with the woman to hospital for
examination. Genital tract trauma needs
assessment and treatment under anaes-
thesia in an operating theatre. Clues
to the presence of coagulation defects
include no clotting in the blood coming
from the vagina and skin bruising and
bleeding from needle puncture marks
when blood samples are obtained.

The rare occurrence of an inverted
uterus may be detected by palpating a
dip in the uterine fundus and, sometimes,
by seeing a fleshy mass protruding
through the introitus. These conditions
require management in hospital.

Secondary PPH

Secondary PPH is often found in associa-
tion with infection and previous anaemia
and presents with vaginal bleeding, pelvic
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cramps, lower abdominal pain or fever.
Causes of secondary PPH are listed in
Table 1. It may be an emergency if there is
shock due to blood loss, infection or
both. Management involves resuscitation
and referral to hospital for correction of
blood loss and treatment of any infection.

Vaginal examination is not helpful if
there is heavy blood loss because the view
of the cervix and vaginal walls will be
obscured by blood; also, the procedure
is unpleasant for the patient. However,
inspection of the cervix with a vaginal
speculum can be helpful when there is
less life threatening blood loss or infec-
tion. An open cervical os (normally closed
by seven to 10 days postpartum) may be
revealed, or even tissue coming out of the
cervical canal. If there is an offensive dis-
charge, swabs should be collected from
the endocervix for microbiological testing
and antibiotics commenced to cover anae-
robic and coliform organisms. Appro-
priate antibiotics for anaerobes are oral
metronidazole (Flagyl, Metrogyl, Metron-
ide) 400 mg twice daily or oral tinidazole
(Fasigyn, Simplotan) 2 g stat. Appropriate
antibiotics for coliforms are oral amoxy-
cillin/potassium clavulanate (Augmentin
Duo Tablets, Clamoxyl Duo 500/125 Tab-
lets, Clavulin Duo 500/125) 500/125 mg
12-hourly for five days or, if the patient is
allergic to penicillin, oral erythromycin
(DBL Erythromycin, EES, E-Mycin, Eryc)
400 to 500 mg eight-hourly for seven days.
If the woman is septicaemic, hospital
treatment will include intravenous anti -
biotic therapy.

An ultrasound scan can exclude retai -
ned intrauterine products and the need
for uterine curettage. If there are no clini-
cal signs of infection (such as offensive
vaginal discharge and tender lower
abdomen and uterus when examined
bimanually) and the white cell count and
C reactive protein are within the normal
range then antibiotics are not required. A
low but non-life threatening haemoglo-
bin level can be corrected with oral iron
therapy. A follow up check of abnormal

pathology test results is recommended.

Heavy vaginal bleeding in the first
week postpartum suggests pathology but
bleeding four to six weeks’ postpartum,
especially if it follows a couple of weeks
of amenorrhoea, suggests the arrival of
the first postpartum period. The use of
progesterone only contraception tends to
cause irregular vaginal bleeding that is
not heavy in amount. The timing for
resumption of menstruation is influenced
by whether the woman is lactating.

Another rare serious condition is the
Sheehan syndrome, a shock-producing
necrosis of the anterior and, infrequently,
the posterior lobes of the pituitary gland.
In most cases, the shock is due to PPH,
but the condition can occur following
antepartum haemorrhage, intrapartum
shock and disseminated intravascular
coagulation. Lactation failure, amenor-
rhoea and then hypothyroidism and
hypoadrenalism follow.

The recommended timing for women
to resume sexual activity is when vaginal
bleeding has ceased. The cessation of
lochia suggests that the placental site has
healed and the cervix is closed, and so
the risk of introducing infection into
the upper genital tract during coitus is
reduced.

Infection

Puerperal infection is defined as a rise
in temperature to 38°C or above, main-
tained for 24 hours or recurring during
the end of the first day until the end of
the tenth day. The woman will experience
both general and local symptoms and
signs of infection.

The infection may be genital or non-
genital in origin and the sites involved
are, in order of frequency, the birth canal
(genital tract), the breast and the bladder
(urinary tract). The risk of urinary tract
infections (UTIs) is increased if catheteri-
sation has been performed (for example,
in association with epidural anaesthesia,
assisted vaginal delivery or caesarean
section).
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The early puerperium

Genital tract infections
Infection can affect any level of the genital
tract and can spread into the surrounding
tissues and the peritoneal cavity. Risk
factors for puerperal genital tract infection
include prolonged membrane rupture,
prolonged labour, assisted vaginal deliv-
ery, incomplete delivery of the placenta,
manual removal of the placenta, emer-
gency caesarean section, excessive blood
loss and prolonged surgery. Retained
surgical packs are a cause of infection.
Signs of infection include an offensive
vaginal discharge and uterine and lower
abdominal tenderness. Anaerobes such
as Peptostreptococcus, Bacteroides and
Clostridium comprise 60% of the organ-
isms involved, and aerobes such as Strep-
tococcus, Enterococcus, Escherichia coli
and Staphylococcus aureus the remainder.
Samples taken for bacteriological exami-
nation are vaginal swabs and blood.
Treatment includes broad spectrum anti-
biotics and removal in hospital of any
retained products of conception.

UTls

Among the UTIs occurring in the puer-
perium are cystitis and pyelonephritis.
Lower tract infection signs and symptoms
include bladder tenderness, urinary
frequency and dysuria, and upper UTI
is suggested by marked renal angle ten-
derness and rigors. General symptoms
and signs of infection may also be present.
Previous UTI during pregnancy and cathe -
terisation are risk factors. The organisms
involved are similar to those in genital
tract infections. Samples taken for bacterio-
logical examination are midstream urine
and blood.

Treatment includes broad spectrum
antibiotics, increased oral fluid intake and
intravenous fluids where appropriate.
Intravenous therapy and pyelonephritis
are more conveniently managed in hos-
pital. Follow up is important to ensure
that the infection has been successfully
treated. Repeated infection requires
further investigation.

Breast infections

Acute breast pain may be due to breast
engorgement or acute mastitis. Engorge-
ment affects all areas of both breasts
whereas infection usually affects only one
or two lobes of a single breast. Infection is
mostly with S. aureus, followed by Staphy-
lococcus epidermidis, Staphylococcus sapro-
Pphyticus, Streptococcus viridans and E. coli,
but occasionally group B streptococci
may be involved.

Infection is usually nosocomial, with
transfer from the baby to the nipple,
entry via skin cracks and then extension
into the breast lobe, giving a unilateral
wedge-shaped red area on the breast.
The infection may localise and form an
abscess (Figure 2).

Early treatment with antibiotics is
recommended, using, for example, ceph-
alexin, flucloxacillin or dicloxacillin
(Diclocil Capsules, Dicloxsig, Distaph)
500 mg every six hours, or erythromycin
or clindamycin (Cleocin, Dalacin C
Capsules) if the infective bacteria are
penicillin-resistant or the woman is
allergic to penicillin.

Options for the management of breast
pain due to engorgement or infection
include cold packs, cool showers, sup-
portive nursing bras and gentle massage,
as well as simple analgesics such as para-
cetamol. The use of cool cabbage leaves

continued

has its advocates but research has not
shown any superiority for pain manage-
ment over other treatments. Breastfeed-
ing or milk expression should continue
but will be painful and the woman will
require pain relief. If an abscess forms,
surgical drainage or aspiration under
ultrasound guidance will be required.

Nonobstetric causes of infection should
also be considered and should be man-
aged appropriately.

Severe hypertension and eclampsia
Hypertension

Pregnancy induced hypertension (PIH)
has an incidence of 5 to 10% and can
last for up to three months but usually
settles within 10 days of delivery. PIH
may be superimposed on other causes
of hypertension, which will require diag-
nosis and treatment after the pregnancy
if not previously diagnosed.

Eclampsia

About one-third of eclamptic fits occur
postpartum. The control of convulsions
associated with pregnancy is the same
whatever the cause. Standard management
is the basic ABC of resuscitation and use
of the coma position, prevention of mater-
nal injury and controlling of the convul-
sion. Maintaining the airway, obtaining
intravenous access and using intravenous

Figure 2. An abscess in the left breast. Note the triangular area of redness with the apex

pointing to the nipple.
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The early puerperium

continued

medication to control the current fit and
reduce the risk of further convulsions
are paramount. Intravenous diazepam
(Diazepam Injection DBL, Valium) in
10 mg doses is probably the most suitable
drug readily available for general practice
use for controlling convulsions.

Thrombosis
Venous thrombosis following childbirth
is a leading cause of maternal mortality
because of the six-fold increase in its risk
during pregnancy. Risk factors for venous
thrombosis include family or past history
of thrombosis (inherited or acquired
thrombophilia), operative delivery, obes-
ity, grand-multiparity and prolonged
immobility either pre- or postpartum.
Management includes treatment and
prevention of further thromboses using
enoxaparin sodium (Clexane) 1 mg/kg
given subcutaneously twice daily. Anti-
coagulation should be continued for six
weeks’ postpartum unless there are other
factors, including pulmonary embolism,
necessitating longer courses of treatment.
Anti-factor 10a and platelet levels should
be measured monthly with longer term
use of enoxaparin. Warfarin (Coumadin,
Marevan) is not contraindicated in breast-
feeding women because it is not excreted
in the milk. Enoxaparin is safe for use in
lactating mothers because its large mole-
cule size means both that only minimal
amounts get into the breast milk and that
it is not available for absorption from the
baby’s gut.

Postpartum psychosis

Between 8 and 20% of women giving
birth develop clinically diagnosed depres-
sion that typically occurs two to three
weeks after delivery. This depression,
which develops from the usually transient
weepiness experienced by most women a
few days after childbirth, may develop
further into postpartum psychosis (inci-
dence of 0.2%). Thus, a nonreactive mood,
sleep disturbance, lack of confidence, low
energy, poor bonding with the baby and
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panic attacks in a new mother should be
taken seriously and expert psychiatric
help sought.

Postpartum psychosis is mostly affec-
tive in type. Schizophrenia rarely presents
for the first time during the puerperium.
Delusions, hallucinations and extremes of
behaviour require urgent expert manage-
ment in hospital.

While treatment of severe depression
is being arranged, the woman and her
baby should not be left alone in case the
mother harms herself or her baby.

Other early puerperium
maternal conditions

Afterpains

Following childbirth and especially dur-
ing breastfeeding, the uterus contracts in
response to the release of oxytocin from
the posterior pituitary. The contractions
can be of such severity that simple anal-
gesics are required. These afterpains are
more severe in multigravid women.

Lactation problems

Lactation problems include breast engor-
gement, breast pain and sore or cracked
nipples. The assistance of lactation con-
sultants when breastfeeding is being ini-
tiated and established can prevent many
problems arising; their help is also of
great value when problems do occur.

Lactation suppression

Lactation may need to be suppressed if
there is perinatal death, postpartum psy-
chosis, recently acquired syphilis, HIV
positivity or maternal use of cytotoxic
drugs, radioactive compounds, lithium or
chloramphenicol, or if a woman simply
chooses not to breastfeed.

Advice on breast management post-
partum should be given, including avoid-
ing stimulating the breasts, keeping the
nipples clean by regular washing with
warm water and careful drying, and using
a supportive bra. Analgesia may be requi -
red for relief of engorgement pain.

Suppression of lactation occurs natu-

rally in up to 70% of women if breast
stimulation does not occur. For the 30%
of women in whom such suppression does
not occur, medication may be required
(cabergoline [Dostinex] 1 mg orally stat
or bromocriptine [Kripton, Parlodel]
2.5 mg orally twice daily for 10 to 14 days).
Nausea, giddiness and hypotension are
side effects of cabergoline and bromocrip-
tine, and patients should be warned about
this (bromocriptine has more side effects
than cabergoline). These drugs have PBS
restrictions applied to their use.

Haemorrhoids

The reported incidence of postpartum
haemorrhoids is 15 to 25% and they are
associated with long second stage labours,
instrumental deliveries, episiotomies,
perineal trauma and the delivery of large
babies. They usually resolve during the
puerperium and, therefore, few affected
woman are referred for surgical treat-
ment. Constipation is often an associated
condition.

There is no consensus on the best
management of moderately severe haem-
orrhoids but keeping the motions soft
with high fibre diets or faecal softeners
usually helps, as does the local application
of ice packs and haemorrhoid ointments.
Incising thrombosed haemorrhoids
brings instant relief of pain.

Incontinence and voiding difficulties
Faecal incontinence
Faecal incontinence is a rare complaint
postpartum but has an incidence of about
5% and so women should be asked after
childbirth about their ability to control
both faeces and flatus. Faecal incontinence
is more common after forcep-assisted
deliveries and is rare after caesarean
section. The possibility of damage to
the anal sphincter needs consideration.
Ultrasound imaging studies of the anal
sphincter postpartum demonstrate occult
defects in 35% of primigravida and 44%
of multigravida.

Trials of biofeedback and sphincter
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The early puerperium

exercises to improve faecal continence
have shown some benefit but there is little
evidence to support electrical stimulation
treatment techniques. Surgical repair is
reserved for symptomatic women with
complete tears of the anal sphincter.

Urination difficulties
Up to 18% of women may have postpar-
tum voiding difficulties. Risk factors for
voiding difficulty include epidural anaes-
thesia, caesarean section, instrument assis-
ted vaginal deliveries, prolonged first and
second stages of labour and the delivery of
macrosomic infants. Treatments include
ambulation, privacy and warm baths or
showers. If these simple techniques fail,
intermittent or indwelling bladder cath-
eterisation may be required.

Infection of the urinary tract occurs in
3 to 17% of women, with risk factors
including past history of UTI, bacteriuria
of pregnancy, operative delivery, epidural
anaesthesia and bladder catheterisation.

Urinary incontinence

Up to one-third of women report post-
partum urinary incontinence. The aetiol-
ogy is multifactorial but includes obesity,
grand multiparity, vaginal delivery, pro-
longed labour and fetal macrosomia.
Strengthening the pelvic floor muscles by
the performing of specific pelvic floor
exercises during pregnancy should reduce
the risk of incontinence.

Many women do not report urinary
incontinence because they regard it as
normal following childbirth. Urinary
continence may return once the oestro-
gen levels return to normal but most
women benefit from intensive physio-
therapy to improve the tone of their pelvic
floor muscles. If this is not successful,
referral to a gynaecologist or urogynae-
cologist is recommended.

Tiredness

Most women expect to be tired after child-
birth, with almost 20% of new mothers
reporting extreme tiredness and up to 50%

of women still tired a year later. As well as
interrupted sleep because of night-time
feeding, uncorrected anaemia, anxiety,
lack of social support and depression may
contribute to the tiredness.

Mood changes and depression

Up to 80% of women experience tran-
sient weepiness — the postpartum or baby
blues — a few days after childbirth. A few,
however, suffer a severe depression —
postpartum psychosis — as discussed earlier,
and about 15% have mild to moderate
postpartum depression.

Depression may be associated with
tiredness, backache, minor illnesses, uri-
nary incontinence, constipation and sex-
ual difficulties. Social and relationship
(partner and family) problems and a past
history of depression are risk factors for
postpartum depression.

Leg pains - superficial
thrombophlebitis

Superficial thrombophlebitis develops in
about 1% of women around the time of
childbirth and is 10 times more common
than deep venous thrombosis (DVT).
Examination reveals a red and tender area
over a superficial leg vein (Figure 3). This
problem occurs more often in varicose
veins than in nonvaricose veins, and the
presence of varicose veins increases the
chance of developing postpartum superfi-
cial thrombophlebitis.

Local treatment consists of heparinoid
ointment (Hirudoid, Lasonil) and an elas-
tic compression bandage. Ambulation is
encouraged. The use of soluble aspirin can
be beneficial (soluble aspirin has fewer
side effects than insoluble aspirin). Anti-
coagulants are required only if the throm-
bophlebitis is extensive. There is the
potential for superficial thrombophlebitis
to progress to DVT.

Back pain and coccygodynia

Between 50 and 80% of women have
some musculoskeletal problems during
pregnancy, and postnatal backache occurs

continued

Figure 3. Superficial vein thrombophlebitis.

in almost 50% of women. Physiological
changes occurring during pregnancy and
delivery, the hormone relaxin, the weak-
ening of back and pelvic supports during
delivery (by, for example, episiotomy, peri-
neal tears and caesarean section surgery),
and incorrect lifting techniques, including
incorrect lifting of the baby, all contribute
to lower back pain postpartum. The
increased levels of relaxin during preg-
nancy causes increased mobility in joints,
which can result in pain. This joint laxity
may persist for several weeks after delivery
and is often a reason for the low back pain
felt by a new mother when lifting her baby
in and out of car seats and cots.

Management of lower back pain
includes pro-phylaxis by education and
exercise, and therapy with rest, hot or
cold packs, massage, supportive belts,
transcutaneous electrical nerve stimula-
tion (TENS), simple analgesics and,
rarely, hospital admission and judicial
narcotic use.

Coccygodynia due to an overextension
of the coccyx may occur with a normal
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continued

vaginal delivery or an assisted vaginal
delivery. The pain is localised to the sacro-
coccygeal joint and is made worse by sit-
ting. Treatments include heat or cool
packs, oral NSAIDs and local anaesthetic
or corticosteroid injections.

Headache

There is an association between headache,
backache and epidural anaesthesia. Treat-
ment of the cause with simple analgesics
is the first line approach. Severe post -
epidural headache may require readmis-
sion to hospital and the placement of a
blood patch to the dural puncture site
by an anaesthetist. However, because
headache may have other serious causes
unrelated to the recent pregnancy, non-
obstetric causes of headache should also
be sought during the puerperium.

Perineal pain

Pain in the perineum affects up to 40% of
women after childbirth and can adversely
affect postpartum recovery, breastfeeding
and sexual intercourse. Pain is more com-
mon after forcep vaginal deliveries and
large episiotomies. Adequate pain relief is
required (simple analgesics and/or ice
packs, and rarely pethidine). Suturing
techniques in which the sutures are not
tied too tight and the use of subcuticular
perineal skin sutures, synthetic and dis -
solving suture materials and faecal soft-
eners have been shown to reduce the
incidence of perineal pain.

Perineal wound breakdown occurs in
up to 5% of wounds. The causes of this
are infection, incorrect suturing tech-
niques and suture materials, and exces-
sive straining at stool.

Abdominal wound pain following
caesarean section

Excessive wound pain after a caesarean
section may be due to a haematoma,
infection, or both. A painful wound will
look swollen, may be bruised, and will
be tender to touch. A haematoma may
spread upwards and downwards, the
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extent depending on whether it is subcu-
taneous or under the rectus sheath. Pain
relief is likely to be required, as are anti-
biotics, and the wound may need drainage
in hospital. Wound herniation and wound
dehiscence plus bowel obstruction are
other possible causes of wound pain.

Abdominal wound infections are often
the result of contamination with vaginal
flora but S. aureus (from the skin or exoge-
nous sources) is isolated in 25% of cases.
Risk factors for infection include diabetes,
hypertension, obesity, treatment with
corticosteroids or other immunosuppres-
sants, anaemia, haematoma, chorionam-
nionitis, prolonged labour, prolonged
rupture of the membranes, prolonged
surgery, abdominal multiple pregnancy
delivery and excessive blood loss. Ran-
domised trials show a clear reduction in
wound infection after caesarean section
with the intraoperative use of prophylac-
tic antibiotics.”

Wounds may break down secondary
to wound haemorrhage, excessive cough-
ing, poorly controlled diabetes, infection
and the use of anticoagulants resulting in
wound haemorrhage.

Anaemia

Postpartum anaemia occurs in up to 30%
of women, but most women can cope
with it without treatment. Risk factors for
postpartum anaemia include prepreg-
nancy menorrhagia, antenatal anaemia,
multiple pregnancy, perineal trauma and
PPH. Diagnosis and treatment follow
conventional practice.

Review during the early

puerperium

A woman’s antenatal tests should be

reviewed during the early puerperium.

The following tests may require follow up:

 antenatal anaemia — review with a full
blood count and instigate treatment
if necessary

e the maternal blood group — check
that if anti-D gamma globulin was
needed, it was administered

e rubella status — immunisation may be
required

o hepatitis B status — immunisation
may be required for the mother,
baby, or both

o hepatitis C status and HIV status —
ongoing management may be
necessary

e syphilis status — treatment may be
necessary for the mother and baby

o Pap smear — another screening may
be due.

Contraceptive advice may also be
appropriate and appreciated at this early
stage.

The ongoing management of women
who have had hypertension, diabetes,
epilepsy, renal dysfunction or infection,
or liver dysfunction should be reviewed,
as their conditions will have been affected
by pregnancy. This includes reassessing
medications that may have had dosages
changed during pregnancy.

Conclusion

The continuing trend for shorter hospi-
talisation postpartum has extended the
responsibilities and challenges of general
practice. Good liaison between doctors in
hospitals and in general practice remains
the key to providing excellent care for
new mothers and their babies. MT
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