
This is an Open Access article distributed under the terms of the Creative Commons License 
Attribution-NonCommercial-ShareAlike 4.0 International (CC BY-NC-SA 4.0). 

License available: https://creativecommons.org/licenses/by-nc-sa/4.0/

© Copyright by Uniwersytet Opolski 
e-ISSN 2544-1620 Medical Science Pulse 2022 (16) 4

Background

Hematoma is defined as a local build-up of blood 
that has leaked from damaged blood vessels into 
subcutaneous or intra-tissue reservoirs. This leads 
to the compression of blood vessels within tissue 
structures, extensive hemorrhage into the tissue, 
and damage to the vasculature [1]. Postpartum he-
matoma (PPH) is a complication found in obstetrics 
that develops as a consequence of birth canal injuries 
[2-6] and has potentially serious consequences for 
women during or after childbirth. These hematomas 
are typically found either above or below the leva-
tor ani muscle of the lower pelvis [10] and occur at a 
frequency of 1 in 762 births [7]. Estimates of the oc-

currence of PPHs based on size have reported small 
hematomas in 1 in 700 births and large hematomas 
in 1 in 4,000 [8]. 

Risk factors for PPH include vaginal delivery, 
perineal incision, being nulliparous, vulvar blockage, 
hypertension during pregnancy, fetal macrosomia, 
prolongation of the second stage of labor, vulvovagi-
nal varicose veins, and coagulation disorders. Trauma 
during labor is also a major risk factor for the devel-
opment of PPH, which can develop due to a lack of 
homeostasis during perineal treatment. Nonethe-
less, studies have shown that most hematomas result 
from normal, natural labor, rather than complicated 
labor or during the postpartum period [7-8]. For-
tunately, early recognition and diagnosis of vaginal 
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hematoma, along with rapid intervention, can have a 
positive impact on a patient’s condition [1,9]. 

Risk factors for PPH, as well as the diagnostic and 
therapeutic processes, were investigated by searching 
the relevant literature using the medline repository 
via Pubmed. A combination of the keywords “Vagi-
nal hematoma” and “vaginal hematoma postpartum 
complication” was used in the search. Additional lit-
erature searches were carried out based on the litera-
ture cited in selected studies, with preference given 
to case studies (Table 1). 

Aim of the study

The study aimed to understand the specificity of 
the diagnostic and treatment procedures, as well as 
the role of the midwife, in the care of patients after 
transvaginal hematoma evacuation surgery.

Material and methods

Study design and setting

A case study was conducted in February 2020 at 
The Holy Family Hospital in Warsaw. Data was ob-
tained by analyzing medical documentation, as well 
as through interviewing and observing the patient 
during their stay at the hospital. The patient was in-
formed of the intention of the study and provided 
written informed consent. 

Participant

A 30-year-old patient who was 40 weeks and 5 
days pregnant was admitted to the hospital on 25 
February 2020. The patient was admitted at 07:30 
due to three hours of strong contractile activity of 
the uterine muscle. This indicated that she was in 

the first stage of labor, and she was admitted to the 
labor ward.

Data sources/measurements

Examination on admission provided general ob-
servations of blood pressure (130 / 90 mmHg), heart 
rate (HR) (79 beats per minute [bpm]), temperature 
(36.8 oC), height (178 cm), and weight (56 kg). Pa-
tient weight represented a weight gain of 23 kg dur-
ing pregnancy, and they were generally healthy and 
did not report any comorbidities during or before 
pregnancy. No drug allergies were reported.

gynecological interview indicated that first 
menstruation occurred at the age of 15, and that 
menstrual cycles occurred regularly every 28 days. 
Periods were moderate and painless and lasted 6-7 
days.

Physical examination indicated that the patient 
was pregnant and in generally good condition. move-
ments of the fetus were felt, the structure of the pel-
vic bone was normal, the height of the pelvic floor 
corresponded to the week of pregnancy, and the ab-
domen was soft and pain-free.

The midwife on duty assessed the obstetric situ-
ation by means of an internal examination. Per vagi-
num examination revealed destruction of the vaginal 
part of the cervix, 2 cm dilatation, preserved fetal 
bladder, and fetal head positioned to the left and 
pressed to the inlet.

After internal examination, a cardiotocographic 
(CTg) record was made to assess the well-being of 
the fetus. Fetal heart rate (FHR) was 140 bpm with 
undulating oscillations and a reactive recording pat-
tern. Spontaneous contractions occurred every 5-7 
minutes and basal uterine tone was normal. Estimat-
ed Fetal Weight (EFW) was approximately 3563 g on 
20 February 2020.

Laboratory tests were undertaken and the results 
are presented in Table 2.

Table 2. Patient’s laboratory tests

Labo-
ratory 
tests

wassermann 
reaction

Hepatitis B 
antigens

Group B 
Strepto- 

coccus

Erythrocyte 
antibodies 

Toxoplasmo-
sis IgG and 

IgM

Human 
immunodefi-
ciency virus

Cytology Other

Date 2020-01-02 2020-01-02 2020-01-17 2019-05-29 2019-09-30 2020-01-02 2019-04-03 2019-12-30

Result negative negative negative not tested negative negative grade 2
Hepatitis C 

negative

Results

Maternity care in the delivery room

During labor, the patient complained of pain when 
the uterine muscles contracted. To alleviate the pain, 

it was decided, inter alia, to adjust the position of the 
patient, and to use water immersion, breathing tech-
niques, massage by her partner, and nitrous oxide. 
Despite the methods used by the midwife to alleviate 
pain, the patient felt that the pain was not relieved 
sufficiently. The patient was, therefore, qualified for 
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epidural anesthesia (EPI). After giving the patient 
1000 ml of multiple electrolytes as an intravenous in-
fusion, the anesthetic team was asked to administer 
hormone therapy. During the procedure, fetal cardiac 
bradycardia of 80 bpm occurred that lasted for three 
minutes. The doctor on duty was called and an amni-
otomy was performed in his presence which normal-
ized basal FHR to 135 bpm. Per vaginum examina-
tion revealed a 7 cm opening of the external cervix. 
The head of the fetus was pushed strongly against the 
inlet and the patient could feel pressure from this. 
Within an hour, the second stage of labor had begun 
and FHR remained normal. The patient experienced 
several partial contractions and their position was 
changed to the left lateral and then to the right. At 
15:24, following a lateral-right perineal incision, LJD 
was born by natural means and received an Apgar 
score of 10 points. The placenta was then delivered 
by Schultze’s mechanism. 

A continuous suture was applied to the perineal 
incision in a conventional manner, and sutures were 
also applied to the ruptured vaginal mucosa (hymen 
hyphae) at the entrance to the vagina on the left side. 
For the internal dissection of the mucous membranes 
of the labia minora, in the area of the clitoris, single 
sutures were applied.

Blood loss during childbirth was 350 ml. The uter-
ine muscles contracted normally, and the feces from 
the genital tract were normal. The newborn baby 
was then attached to the breast and after 2 hours 
of skin-to-skin contact, the newborn was examined. 
At this time the patient reported severe pain in the 
perineum that was penetrating the right buttock. Ex-
amination per vaginum revealed hard swelling of the 
posterior vaginal wall, and the patient reported that 
the pain worsened on palpation. The doctor asked for 
an urgent consultation and per vaginum and rectal 
examination revealed a vaginal hematoma above the 
sutured incision that was approximately 10 cm in di-
ameter. The patient was qualified for transvaginal he-
matoma evacuation surgery and was urgently trans-
ferred to the operating theatre, but was in generally 
good condition. Peripheral blood tests (morphology, 
coagulation system) were taken at the doctor’s re-
quest. 

At 17:50 in the operating room, the PPH was evac-
uated under general endotracheal anesthesia. The 
course of the procedure was described in the patient’s 
medical history as follows: “After decontamination of 
the perineum under general intravenous anesthesia, 
the patient was catheterized. A speculum was placed 
in the vagina and a hematoma filling the entire va-
gina, approximately 10 cm long, and penetrating 
towards the right vaginal vault without contact with 
the perineal incision sutures, was observed. The he-
matoma was incised, and approximately 500 ml of 
clots were evacuated. Bleeding spots were stabbed 

and a thin spongostan hemostatic sponge was left in 
place of the hematoma. Z-sutures were applied in the 
usual manner to the vaginal mucosa. The patient’s 
condition was checked and no bleeding was observed, 
there was no damage to the cervix, and vault control 
was unchanged. The uterus was shrunken and per 
rectum examination revealed no changes. Total blood 
loss was approximately 800 ml. A seton was left in 
place to be removed the following morning. The gen-
eral condition of the patient after the procedure was 
good and the course of anesthesia was uneventful”. 

At 18:40 the patient was awake and her cardio-
vascular and respiratory condition was stable. She 
was transferred to the postoperative supervision 
room, however, the patient again reported severe 
pain around the perineum at around 20:20, despite 
receiving painkillers. Examination of her condition 
provided general observations of oxygen saturation 
(97%), blood pressure (150/95 mmHg), and HR (140 
bpm).

At 20:30 the patient was in moderate general con-
dition but reported increasing pain in the anus and 
right buttock. general observations were recorded to 
include blood pressure (100/60 mmHg) and HR (120 
bpm). A physical examination was performed and a 
hematoma approximately 8 cm in diameter was de-
tected during a rectal examination. morphology was 
ordered and the patient was qualified for re-operation 
of the hematoma. Due to severe pain, it was decided 
to perform an ultrasound examination in the operat-
ing room, and the head of the department was called. 
The patient was informed about the risk of extending 
the operation to laparotomy and ligation of the iliac 
arteries, and the possibility of the uterus being re-
moved. Oral consent for the procedure was obtained 
and surgery commenced at 21:05.

At 22:10 the patient was re-admitted to the recov-
ery room, where two units of red blood cells (RBCs), 
two units of plasma, and six units of intravenous 
cryoprecipitate were transfused. Painkillers were 
administered intravenously (Ketonal 100 mg, mor-
phine 20 mg in 20 ml 0.9% NaCl 1.5-2 ml/h) along 
with an antibiotic (metronidazole 3×500 mg). After 
repeated transvaginal hematoma evacuation, the pa-
tient’s general condition and circulatory and respira-
tory efficiency were recorded. This included oxygen 
saturation (98%), HR (90 bpm), and blood pressure 
(124/62 mmHg).

Two hours after the operation, general observa-
tions were again recorded, including blood pressure 
(120/60 mmHg), and HR (90 bpm). The patient did 
not report any complaints, the abdomen was soft and 
painless, and the uterus was shrunken. A drain in-
stalled during surgery had collected 100 ml of bloody 
discharge.

At 04:00 a doctor was called because the drain had 
fallen out. The patient’s general condition was good, 
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with blood pressure (130/78 mmHg), and HR (80 
bpm) measured. Per vaginum and rectum examina-
tion revealed no hematoma. The drain was re-inserted 
and the patient remained at in-patient observation.

At around 07:00 the patient was in good general 
condition, and circulation and respiration were ef-
ficient. The abdomen was soft and painless, though 
there was slight tenderness on the right side near the 
iliac plate. Diuresis amounted to 1500 ml and a small 
amount of serous fluid was observed in the drain. 
The seton was removed and there were no signs of 
intense hyperemia.

An ultrasound examination was performed, which 
showed a free diaphragm dome, kidneys without 
stagnation in the cup-pelvic systems, no abnormal 
features in the retroperitoneal space, and a normal 
transperineal image. Tests were ordered and the pa-
tient was transferred to the maternity ward.

Obstetric care after the evacuation of vaginal he-
matoma, planning of care, and implementation of 
activities.
 1. Reduction or minimization of pain through the 

administration of analgesics following the doc-
tor’s instructions:

Implement the analgesic procedure following •	
the medical order card.

 2. Postoperative wound infection prevention:
Supply antibiotics according to the doctor’s •	
instructions.
Visually evaluate the postoperative wound •	
and observe the seton.
Observe the amount and nature of the con-•	
tents of the drain.
Assess and analyze parameters of general con-•	
dition that may indicate a developing infec-
tion.

 3. Caring for the proper nutrition and hydration of 
the patient:

Provide an intravenous fluid supply.•	
 4. maintaining fluid balance:

Observe the quantity and quality of urine ex-•	
creted.
Record fluid intake.•	

 5. Pharmacological management of thrombo-
prophylaxis:

Administer anticoagulants following the doc-•	
tor’s prescription.

 6. Observation of the general condition of the pa-
tient:

Assess general condition using measurable pa-•	
rameters.

 7. Observation of the patient’s obstetric condi-
tion:

Assess obstetric condition to include the •	
height of the fundus, contraction, and puer-
peral excrements.
Visual perineal assessment.•	

 8. Obstetric control by the obstetrician:
Observe the quantity and quality of urine ex-•	
creted.
Control of bowel movements and history •	
gathering.

 9. Providing a proper diet for the patient:
Provide an easily digestible diet and present •	
principles of nutrition to the patient in puer-
perium and during breastfeeding.

10. Supervision over the course of lactation:
Assess the course of breastfeeding.•	
Observe the lactation process.•	
Assess mother-child contact.•	

11. Control of the patient’s emotional state:
Assess the patients’ behavior and conduct an •	
interview regarding well-being.

12. Activities to improve the patient’s well-being:
Strengthen the sense of competence as •	
a mother.
Reassure the patient that she has a right to feel •	
different because of a big change in her life.
Calm the patient by providing accurate infor-•	
mation about her condition.

13. Observation of the discharge in the Redon bot-
tle.

Visually assess the quantity and quality of the •	
discharge in the Redon bottle.

14. Assessment and reduction of the risk of anemia.
Assess morphology and iron supply according •	
to the doctor’s instructions.

The obstetric treatment and care provided led to 
significant improvements. On the 6th day post-sur-
gery, the patient and the newborn left the hospital in 
good general condition.

During vaginal delivery, perineal tears often occur 
due to the excessive pressure on the frontal part of the 
soft tissues of the birth canal; therefore, an important 
issue is the professional preparation of the therapeutic 
staff to care for a woman with a perineal injury.

Discussion

Key results

Hematoma diagnosis can be difficult because 
symptoms are often nonspecific and the therapeutic 
procedure of choice is most often surgical treatment. 
Developing a standard protocol for diagnosis, treat-
ment, and care, is an important element in increasing 
the level of care provided.

Interpretation

Vaginal injuries, including vaginal hematomas, 
account for 20% of postpartum hemorrhages [15]. 
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Vaginal hematoma is a difficult condition, not only 
because it is unpredictable and symptoms are often 
nonspecific, but also due to the potential complica-
tions it entails for the patient. The most common 
methods of diagnosis are imaging modalities, such as 
computed tomography, magnetic resonance imaging, 
and ultrasound [16]. The therapeutic procedure of 
choice is most often transvaginal hematoma evacu-
ation surgery [15].

Before surgical treatment is undertaken the pa-
tient must provide written informed consent. This 
is important as the procedure has the potential for 
many additional interventions, including the trans-
fusion of blood and blood products and the possi-
bility of extending the operation to laparotomy and 
ligation of the iliac arteries. Furthermore, it may 
be necessary in some cases to remove the uterus if 
an unmanageable hemorrhage threatens the life or 
health of the patient [17]. Due to the rapid escala-
tion of events that lead to transvaginal hematoma 
evacuation surgery, it is often impossible to mentally 
prepare a patient. Therefore, the attending midwife 
should take care to reduce the patient’s anxiety. In 
the present case study, the close cooperation of mid-
wives with the medical team meant that medical in-
tervention was quickly initiated. As a result, the sur-
gical procedure significantly reduced the symptoms 
of the growing hematoma.

Although a re-operation was necessary and 
caused the patient additional stress, there was no 
requirement to embolize the iliac arteries. Post-
partum vaginal hematoma was included in the In-
ternational Statistical Classification of Diseases 
and Related Health Problems (ICD)-10, so it can be 
concluded that it is an important and well-known 
issue. However, there is no single, strictly adopted, 
protocol set out to manage the issue. According to 
the literature, the most frequently used and most 
effective method of treatment is hematoma resorp-
tion to prevent further blood loss and reduce pain 
[5,18,19]. Indeed, a study by Shikha Rani et al. dem-
onstrated that single resorption was insufficient in 
only 1 in 39 cases [3]. 

In the current study, re-operation was required. 
morgans et al. [19], described five cases of women 
in whom the insertion of a drain, pressure dressing, 
blood transfusion, and antibiotic therapy after the 
evacuation of the hematoma, was successful. Similar 
to the current study, this study included a 26-year-
old patient with recurrent vaginal hematoma after 
natural childbirth. Indeed, primary evacuation of 
the hematoma and layered suturing turned out to 
be insufficient and the hematoma reappeared within 
a few hours. Therefore, re-operation was required, 
and, after removing the clot, a drain was inserted 
and covered with a pressure dressing in the form of 
swabs, although the current case study differed in 

that a seton was used rather than swabs. The patient 
also had a successful blood transfusion and received 
antibiotic therapy [19]. However, in a retrospective 
study conducted between 2013-2017, the medical 
records of 40 patients with PPH were assessed, in-
cluding patients with vaginal hematoma. Analysis of 
the records showed that severe hemorrhage occurred 
and had to be controlled by embolization of the iliac 
arteries [20].

The optimal treatment for a hemorrhage de-
pends on its cause. ultrasound is the most useful 
tool for the rapid diagnosis and evaluation of PPH 
build-up [21]. In the current study, ultrasound was 
only used for assessment of the hematoma when it 
began to grow again. However, if ultrasound was 
used to monitor the patient after the evacuation of 
the hematoma, it could have contributed to earlier 
detection of its growth and would have allowed for 
adequate measures to be applied to prevent its re-
emergence.

The role of the nurse and midwife is to perform all 
medical procedures ordered by the duty doctor with 
due diligence, as well as to mentally and physically 
prepare the patient for surgery [22]. Immediately 
after the operation, the midwife has to constantly 
supervise the patient and take measures to prevent 
possible complications. In the following days, the 
midwife’s tasks should focus on preparing the pa-
tient for childcare and self-observation. Indeed, af-
ter a complicated childbirth, patients can experience 
trauma and depressed mood/anxiety. Therefore, they 
need the support of medical personnel in addition to 
the support they receive from family. 

Generalizability

An appropriate response to complaints reported 
by patients allows for quick diagnosis and identifica-
tion of underlying causes, as well as for the imple-
mentation of optimal treatment and care procedures. 
The midwife has the closest contact with the patient 
while providing care during the puerperium, at which 
time they carry out medical orders and monitor the 
patient’s general and obstetric condition. This allows 
them to quickly verify the condition of the patient 
and provide qualified assistance should any irregu-
larities occur.

Study limitations

The study was limited by only having one pa-
tient. This should be expanded in the future to 
include  additional case studies to allow for a com-
parison of diagnostic and therapeutic management 
processes.
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Recommendations

In order to increase the level of care provided it 
is important to develop a standard protocol for the 
diagnosis, treatment, and care provided following 
transvaginal hematoma evacuation surgery. 

Conclusions

Vaginal hematomas are often difficult to predict, 
therefore close cooperation between midwives and 
the medical team is important. Furthermore, proce-
dures and care provided by the staff should give the 
patient a sense of security, as they may significantly 
affect their decisions on future reproduction.
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