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Abstract
This research is conducted so as to study the importance of ultrasonography in the control,
follow up and the diagnosis of the different types of causes of vaginal bleeding in second and
third trimester.
This study aimed to find the causes of vaginal bleeding in second and third trimester, the data
were collected from Omdurman maternity hospital, Khartoum city carried from 100 patient,
conducted from September 2016 to January 2017 using ultrasound machine (Toshiba power
version 600 ) and Mandray 2200, the probe is phased –array 3.5 MHz. The patient prepared by
full bladder and scanned with supine position, the statistical methods used SPSS version 19 by
which the data has been tabulated and represented.
The study reveal that the incidence of vaginal bleeding in 2th and 3th trimester is common in
patient of age group 30-40 =44%, 62% of patents were in second trimester,86% were
multigravida. Regarding clinical presentation about the causes vaginal bleeding the study found
that 26% of patient presented with oligohydrominous and 18% with placental hematoma.
The study conclude that most of the patient with vaginal bleeding presented with
oligohydrominous and pain which are risk factors of pregnancy.
This study recommends the importance of ultrasound in the diagnosis of vaginal bleeding in
pregnant women and periodic follow-up to reduce the risk of vaginal bleeding for both mother
and fetus.

ملخص البحث
أجريت هذه الدراسة لدراسة أهمية الموجات فوق الصوتية في تشخيص األسباب المفضية الي النزف المهبلي
في الطور الثاني والثالث من الحمل.
جمعت بيانات هذه الدراسة في مستشفي الوالدة بأمدرمان قسم القاينة ،والمستشفى التركي بعدد مائة مريضة
في الفترة من سبتمبر  2016الي يناير  2017باستخدام جهازالموجات فوق الصوتية( توشيبا دنش )600
وماندرى  ) 2200واستخدام مسبار محدب بطني 3.5ميغاهيرتز ,يقوم المريض بملء المثانة ثم مسح
المرضي بتقنية الوضع المنبطح وتم تحليل البيانات بواسطة نظام الجداول اإلحصائية والتحليل الخطى.
وتوصلت هذه الدراسةالي ان معظم المرضي الالتي يعانين من النزف المهبلي تتراوح اعمارهن مابين30 -
40سنة ويمثلن  44%وذلك في الطورالثاني من الحمل الذي يمثل 62%وان  86%متعددة الوالدة  .وان اهم
اسباب النزف المهبلي نقص السائل االمنيوني ويمثل  26%ونزف المشيمة ويمثل .18%
وقد استنتجت هذه الدراسة ان هناك عالقة بين النزف المهبلي وعمر المريض وعدد الوالدات باإلضافة لنتيجة
الموجات فوق الصوتية ايجابية ،و كذلك آثر نقص السائل االمينيوني علي الجنين.
توصي هذه الدراسة بأهمية الموجات فوق الصوتية في تشخيص النزف المهبلي عند الحوامل والمتابعة
الدورية حتى تقلل من المخاطر الناتجة عن النزف المهبلي بالنسبة لالم والجنين معا.
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Chapter One
1.1 Introduction:
Vaginal bleeding is a common event at all stage of pregnancy. The source is
virtually all way maternal rather than fetal, vaginal bleeding during early
pregnancy is most frequency due to abortion, ectopic pregnancy and
Hydatidiform,it is postulated that vaginal bleeding can occur at any time of
implantation of the blasto cyst this has been referred to as implantation bleeding
may be mistaken for a menstrual period by the patient bleeding to in accurate
dating of the pregnancy.(1)
Vaginal bleeding during advanced pregnancy, second and third trimester is referred
to as ante partum hemorrhage or (APH) may be result from disruption of blood
vessels in the decidual (i.e. pregnancy endometrium) or from discrete cervical or
vaginal lesion.(2)
The two techniques general used in the first trimester one transabdominal (TAS),
and transvaginalsonography (EVS). The main advantage EVA is better resolution
with advances the diagnosis of early intrauterine pregnancy be about one week
over TAS,the main advantage of the TAS is better penetration and a large field –
of-view due to increasing size of the uterus and its gestational content, TAS is the
main technique to evaluate second and third trimester pregnancy.(3)
The causes of vaginal bleeding during the second and third trimester include
miscarriage (before the 20th week ) or intrauterine fetal death, cervical cancer,
incompetence cervix, uterine mass or ovarian mass,in late of pregnancy placenta
previa and placenta abruption, preterm labor, uncommon causes include cervical
infection or neoplasm, a rare emergency situation presenting

as bleeding and sever pain in late pregnancy can occur in patient who have had
caesarean section and uterine surgery.(4)
Vaginal bleeding of pregnancy women is one of the major health problems in the
world especially in the developing countries, like Sudan. This is because it is one
of the major causes that increase the maternal mortality rate which jumped to
1000 deaths per 100000 women in the last years, prior was 500 deaths in every
100000 women.(5)
This study was done to look for risk factor for vaginal bleeding in the second and
third trimester particularly, miscarriage (fetal death), cervical incompetence, retro
placenta hematoma,placentaprevia and placenta abruption. Identification of risk
factor as previous caesarean section, multi parity, mal presentation expectant
management and adequate availability of blood may help in better out come by
reducing the feto-maternal complications.(6)
The aim of this study to assess the finding ultrasound of vaginal bleeding in second
and third trimester, however if the bleeding is sever and there are signs of fetal
distress, urgent delivery is required.

1.2 Problem of the study:
Vaginal bleeding of pregnancy women is one of the major health problems in the
world especially in the developing countries, like Sudan. This is one of the major
causes that increase the maternal mortality rate.An Incidence of vaginal bleeding in
second and third trimester is high among patient in the TurkishHospital. Maternity
hospital,Omdurman city.
By conducting this research, we want to know the best way to reach the diagnosis
and to help the health workers in the treatment of the vaginal bleeding in
secondand third trimesterandreducing thefeto-maternal complications.

1.3 Objectives:
1.3.1 General objective of the study:
To investigate the different causes of vaginal bleeding in second and third trimester
order to find out any sonographical markers.
1.3.2 Specific objectives of the study:
-To diagnose the abnormalities of placation.
-To characterize the uterine mass (fibroid) or ovarian mass (cyst) in pregnant
patient.

1.4Overview of the study:
This study containing five chapters;Chapteronecontain introduction include the
literature

review,

and

problem

of

the

study,

general

and

specific

objectives,Chapter twocontained background and literature review.Chapter three
includes material and method.Chapter fourincludes results and finally Chapter
five includes discussion, conclusion of this study and recommendation followed by
references and appendices.

Chapter Two
Vaginal bleeding during the second and third trimesters of pregnancy has special
clinical significance and a variety of reasons for vaginal bleeding.

2.1Placenta previa:
It is a Placenta inserted partially or wholly in the lower uterine segment. The
incidence of placenta previa is around 1% of all deliveries. With the advent of
ultrasound up to 45% of placenta previa cases may be diagnosed early in the
second trimester. However,this pathologic condition is usually overdiagnosed by
ultrasound as the correct diagnosis of placenta previa cannot be made before 3032weeks as the lower uterine segment is not formed. Formation of the lower
uterine segment causes the extension of this part of the uterus and if placenta is not
implanted on the both sides of internal cervical os,or in the close proximity of the
internal cervical os,it is going to be pulled upwards making internal cervical os free
from the placenta. Second reason for overdiagnosing placenta previa represents full
urinary bladder and uterine contraction. In such cases it is important to examine the
pregnant women after 32 weeks or earlier it if antenatal hemorrhge occurs. In
diagnosing placenta previa, transvaginal approach was found to be much better
compared to transabdominal ultrasound examination.
This is particularly true in the posteriorly located placenta previa as presenting
part of the fetus can obstruct the clear visualization of internal cervical os making
precise diagnosis impossible. In the recent years the shape of the placenta in the
placenta previa was correlated to pregnancy outcome. Clinical significance of the
shape of the lower placental edge in women with transvaginalsonographic
diagnosis of placenta previa was assessed.The incidence of major complication in
thick-edge or central placenta was compared to that in thin-edge group,and women
having a low-lying placenta with a thick edge had a significantly higher rate of

antepartum hemorrhage, abdominal delivery, abdominally adherent placenta and
low birth weight.(7)

2.1.1 Grades of placenta previa:
Complete or Total Previa
The internal os is completely covered by the placenta. Complete placenta previa
may be either symmetric or asymmetric. A symmetric placenta previa is indicated
when the central portion of the placenta is over the os and equal portions of the
placenta appears to be attached to the anterior and posterior walls of the lower
uterine segment. With asymmetric, complete placenta previa, the placenta is
predominantly anterior or posterior in relation to the internal os.
MarginalPrevia
The internal os is only partially covered by placenta.
Low-Lying Placenta
The placenta is close to the edge of the internal os but does not extend over it. Low
lying placentas generally convert to higher positions by 34 weeks gestation. The
incidence of placenta previa at the time of delivery is reported to be about 1%.
Three factors which increase the relative risk of placenta previa are advanced
maternal age, parity, and smoking. Nulliparous women are twice more likely to
have placenta previa than women delivering for the first time. A possible reason
for this association is endometrial scarring which occurs with increasing age or
repeated pregnancies. The scarring is thought to cause inadequate placental blood
supply, for which the placenta compensates by becoming thinner and occupying a
greater surface area of the endometrium. A consequence of greater placental
surface area attachment is an increased chance for encroachment over the internal
os. (7)

figure(2.1)log axis of placenta previa(8)

2.2 Abnormal placenta detachment:
2.2.1Placenta Accreta:
Placenta accreta is an abnormal adherence, either in whole or in part, of the
placenta to the uterine wall.The incidence is approximately 1:7000 deliveries.
Placenta accreta is commonly associated with placenta previa because of a
deficiency of decidua in the lower uterine segment. Placenta accreta can be
diagnosed by ultrasound, mostly by the absence of retro placentalhypoechogenic
zone of the decidua\myometrium.

2.2.1.1Types of placenta accrete:
Placenta accrete :pathological adherence due to the paucity of underlying placenta.
Placenta increta : the placenta invades the uterine wall.

Placenta percreta : the invasion reaches the uterine serosa and may even rupture the
uterus.
2.3 Abruption placenta:
Abruption defines acute placental separation of the placenta from the uterus prior
to delivery of the fetus. And abdominal pain and it is usually accompanied with
vaginal bleeding.Such bleeding, if excessive may cause maternal hypovolemia and
shock, while forms of abruption result in diminished fetoplacental transfer and
consequentlymay cause fetal death in utero. The symptoms include pain, uterine
tenderness other terms bruption placentae:
< Abruption placenta
< Accident hemorrhage
< Premature separation of the normally implanted placenta.
Placental abruption can be a life threatening situation for mother and fetus with a
reported prenatal mortality rate of up to 25%. The clinical diagnosis of placental
abruption is established on the basis of antepartum hemorrhage (APH) in
association with abdominal pain, uterine hypertonicity (rigid or stiff uterus),
uterine tenderness, and variable evidence of maternal hypovolemia, i.e. shock. A
normal ultrasound exam (negative findings) does not rule out the diagnosis since
the diagnosis of placental abruption is a clinical diagnosis (sensitivity of ultrasound
is reported to be between 2 and 20%). (9)
Placental abruption is clinically diagnosed in about 1% of all pregnancies although
evidence suggests that minor degrees of abruption occur much more frequently.
Maternal conditions most commonly associated with placental abruption include
advanced maternal age (even with no underlying disease process), hypertensive
disease, any disease that predisposes one to hypertension e.g. connective tissue
diseases, renal disease, vascular disease), cigarette smoking, drug. In most patients

with placental abruption, some of the blood insinuates itself between the
chorioamniotic membrane and uterus, escapes through the cervix, and appears
externally, resulting in vaginal bleeding. Occasionally, the blood does not escape
externally but is retained between the detached placenta and the uterine wall,
leading to concealed hemorrhage. Concealed hemorrhage is likely due to fetal parts
that block the area of the internal cervical os, thereby preventing any outflow. In
concealed hemorrhage, there is no external bleeding, but uterine rigidity and
tenderness are likely to be pronounced. Placental abruption with concealed
hemorrhage carries with it much greater maternal problems because the extent of
the hemorrhage is not appreciated, so blood replacement is commonly insufficient.
All degrees of premature separation of the placenta may occur, from an area only a
few millimeters in diameter to the entire placenta. The placenta separating at its
margin may disrupt the marginal sinus. Although marginal sinus rupture was
formerly classified as a separate clinical entity, it represents placental separation
limited

to

the

margin

of

the

placenta

and

likely

manifesting

as

subchorionichematoma on ultrasound if blood does not escape readily from the
uterus.(3)

Figure (2.2)abruption placenta(8)

2.3.1 ultrasound finding:
Ultrasound appearance of placenta abruption varies. Usually it is characterized by
bizarre echoes between placenta and myometrium variable size and echogenicity.Is
should be pointed that small abruption may not be recognizable on ultrasound
examination,and in most of the circumstances when abruption can clearly be
recognized fetus might be dead. The sonographicmanifestations of placental
abruption are a retroplacental hematoma and/or subchorionic hematoma.
Ultrasound assessment should include measuring the size of the hematoma and
observing changing in the appearance of the hematoma on serial studies. (3)

2.4 Retroplacental Hematomas:
The placenta can easily be recognized from retroplacental space, including the
decidua and myometrium. The myometrium is usually hypoechogenic on
ultrasound examination with hyperecogenic echoes of the placenta. On the
placental-myometrialjunction there is intensive blood flow on the opening of
spiral arteries into the intervillous space. Retroplacentalhematoma are caused by
retro placentalhemorrhage.It can manifest by either external bleeding without the
formation of excessive intrauterine retroplacental hematoma or formation of
retroplacental or marginal hematoma without significant external bleeding, or
formation of a submembranous hematoma at a distance from the placenta with or
without external bleeding.It should be pointed that in the most of the circumstances
ultrasound examination of the women with antenatal hemorrhage will be negative
for the presence of hematoma if there is external bleeding.
Subchorionic hematomas may be related to fetal growth restriction and abnormal
umbilical blood flow and fetal hydrops. Retroplacental or submembranous
hematoma will present on ultrasound examination as a complex or hypoechoic
mass usually in the close proximity of the placenta.Such hematoma are the most

common in early pregnancy.In this case,if bleeding is not excessive and
appropriate management include follow up with repeated ultrasound examination
in a week time with the prevention of Rh immunization if indicated.(3)

2.5 SubamnioticHematoma:
Subamniotichematomas are classical placental pathological lesions resulting from
the rupture of chorionic vessels near the cord insertion. Most subamniotic
hematomas are found after birth and result from excessive traction on the umbilical
cord at delivery. The development of these lesions has been rarely reported in
utero. The sonographic features were those of a poorly reflective ovalshaped cystic
mass overlying the fetal plate of the placenta and covered in a thin membrane. In
all the cases,a cystic structure containing a thrombotic mass arising from the
amniotic membrane, which was attached to the fetal placental surface, was found
after delivery. They may be associated with elevated serum alpha-fetoprotein and
be related to slow fetal growth, vaginal bleeding and polyhydramnios.(3)
2.6 Abnormal uterine bleeding:
Abnormal uterine bleeding is a descriptive term applied to any alteration in the
normal pattern of menstrual flow. However, from a practical point of view
abnormalities in menstrual flow may take from of excessive flow, prolonged flow
or inter menstrual bleeding. Menorrhagia is one of the commonest gynecological
complaints seen in practice as accounts for approximately 15 per cent of all
referrals to a general gynecologic clinic. Among women aged 16 to 45 years it has
an incidence of around 30 per cent and remains the commonest indication for
hysterectomy. The average menses lasts for 3-7 days with a mean blood loss of 35
ml. Menorrhagia is generally define as blood loss of greater than 80 ml is women
who loss this amount or more will consistently have a lower hemoglobin and
heamatocrit value. Abnormal uterine bleeding can be classified as organic and
nonorganic. At least 50 per all women with menorrhagia have no identifiable

pathology (non-organic). This pattern is called dysfunction uterine bleeding
(DUB). Most cases of DUB (at least 85%) are due to a failure of ovulation as a
result of an alteration in neuro-endocrinological function. Therefore DUB can be
further classified as anovulatory or ovulatory. (7)
2.7 Organic causes:
The major organic causes of abnormal uterine bleeding include the following
condition.

Local

disorder

(uterine

malformation,

myoma

or

fibroids,

adenomyosis,endocervical polyps, endometrial polyps, hyperplasia, IUCD, PID,
malignant of the cervix or uterus hormone producing tumor and trauma ). (7)
2.8 Uterine malformation:
A congenital uterine malformation is a deviation in the shape or structure of the
uterus that occurred during a woman's own prenatal development. Exposure to
certain chemicals may cause congenital malformations, such as if the woman's
mother took a drug called DES while pregnant.
Some type’s congenital uterine malformations can increase the risk of miscarriages
or preterm delivery. Specific malformations include septate uterus, bicornuate
uterus, unicornuate uterus, arcuate uterus, didelphic uterus, or T-shaped uterus. (7)

figure (2.3)Types of uterine malformation(8)

2.9Fibroid:
Myomas or myoma are benign tumors arising from smooth muscle. A myoma is
composed mainly of smooth muscle with varying amounts of fibrous tissue.

Myomas may also be referred to as leiomyomas and fibromyomas. “Fibroid” is a
popular slang referring to a myoma of the uterus (fibroid is the word generally
used in the clinical setting by sonographers and gynecologists). Myomas can occur
in any structure with smooth muscle including the fallopian tubes, bladder and
gastrointestinal tract. The most common location for myomas is the body of the
uterus. (7)
Myomas are the most common masses of uterine origin and are one of the most
frequeabnormalities palpated in the pelvis. The exact incidence of myomatous
disease of the uterus is uncertain but it is diagnosed in about 20% to 25% of
women 35 years of age or older; the incidence is up to seven times higher in black
women compared to Caucasians. Evidence strongly suggests that uterine myomas
are dependent on estrogen for growth as they are rarely found before puberty and
stop growing and atrophy after menopause (in well documented cases, new
myomas rarely appear after menopause). (7)
During pregnancy, when blood estrogen levels are sustained and relatively high,
there is often rapid growth of myomas. They are frequently diagnosed in
conditions of hyperestrogenism including an ovulation, endometrial polyps, and
endometrial hyperplasia. Myomas respond to GnRH agonists which have an
antiestrogenic effect. Estrogen receptors have been shown to be higher in myomas
compared to normal myometrium. Although myomas are associated with
conditions involving high levels of estrogen, they are also found in women with
normal cycles who exhibit no hormonal imbalance. Myomas may occur singly but
are usually multiple (as many as 100 or more have been found in a single uterus).
They vary in size from less than 1 cm to huge masses measuring over 20 cm. (7)
2.9.1There are 4 general locations for fibroids:
• Subserosal - on the outside surface of the uterus

• Intramural - within the muscular wall of the uterus
• Submucous - bulging in to the uterine cavity
• Pedunculated fibroid – within out wall of the uterus.
• The only type that is supposed to have a large impact on reproductive
function (unless they are large or numerous) is the submucous type that
pushes in to the uterine cavity. These are much less common than the other 2
types of fibroids.
• Because of their location inside the uterine cavity, submucous fibroids can
cause fertility problems and miscarriagesSubmucous fibroids can often be
surgically resected to improve fertility. (7)

figure(2.4) general locations of uterine fibroid(8)

2.10 Adenomyosis:
Adenomyosis is defined as ectopic endometrial tissue within the myometrium.
Adenomyosis can coexist with endometriosis however it is usually a separate
disease. The term “internal endometriosis” is sometimes used to refer to
adenomyosis. Adenomyosis may be either diffuse (infiltrative) or focal (known as
adenomyoma). Diffuse adenomyosis manifests as an enlarged and globular uterus;
focal adenomyosis manifests as a focal mass in the uterine wall, usually associated
with uterine pain and tenderness. Adenomyosis is a benign disease that usually
affects women in their reproductive years, and is most common in women 40 to 50

years of age (perimenopausal). Incidence is higher in multiparous women. The
most common symptoms associated with adenomyosis are abnormal uterine
bleeding (hypermenorrhea), dysmenorrhea, and pelvic pain referable to the uterus.
Before the advent of EVS and MRI, adenomyosis was called the neglected
diagnosis because preoperative diagnosis was only rarely made. Distinguishing
focal adenomyosis and myoma may not be possible in some cases. Definitive
diagnosis is by histological analysis of the uterus following hysterectomy. (7)

2.11Polyp:
Endometrial polyps are localized overgrowths of endometrial glands and stroma.
These lesions may be either sessile (broad-based) or pedunculated. They are
multiple in 20% of cases, and range in size from a few millimeters to several
centimeters. In premenopausal women, polyps have very little premalignant
potential however there is a 10 to 15 percent association with malignant disease in
postmenopausal women. Endometrial polyps are often asymptomatic and detected
incidentally during pelvic ultrasound. The most frequent symptom is irregular
uterine bleeding, which may manifest as metrorrhagia, increased perimenopausal
bleeding, or postmenopausal bleeding. Less commonly, polyps may be associated
with mucous discharge. The diagnosis of endometrial polyps can be made with
endovaginalsonography, dilation and curettage (D&C), and hysteroscopy Polyps
may be removed by D&C or hysteroscopic excision. (7)

2.11.1 Ultrasound/Doppler:
With TAS, endometrial polyps are generally too small to be defined and typically
produce nonspecific endometrial thickening. With EVS, polyps are generally
discretely visualized and appear as focal echogenic masses with a uniform echo
texture (slightly more echogenic than normal adjacent endometrium). On CD/PD
evaluation, polyps typically demonstrate a single feeding vessel in the center of the

lesion. Sonohysterography with the aid of CD provides more accurate EVS
distinction between polyps, submucousmyoma, clots, and synechia. The most
frequent lesions to be distinguished are polyps and submucousmyoma. Typical
polyps have a single feeding vessel whereas submucousmyomas typically have
multiple feeding vessels that arise from the inner myometrium. (13)

2.12 Endometrial hyperplasia:
Endometrial hyperplasia is defined as generalized overgrowth of the endometrium.
There are several histological patterns with a spectrum of glandular proliferation
with varying degrees of architectural disarray including simple hyperplasia, and
complex adenomatous hyperplasia, with and without atypia risks include
polycystic ovarian disease, tamoxifen therapy, and estrogen replacement therapy.
Estrogen stimulation of the endometrium, without the controlling effects of a
progestin or progesterone, is the underlying causes of endometrial hyperplasia, and
eventually, endometrial cancer. The risk of progression to endometrial cancer is
reported to be 1% to 14% in untreated cases. This risk is greatest in
postmenopausal women and in women with severe atypia. Endometrial hyperplasia
is the most common cause of vaginal bleeding in both premenopausal and
postmenopausal women. In women on estrogen replacement therapy, the addition
of a progestational agent has dramatically reduced the risk of endometrial
hyperplasia and carcinoma. Treatment of endometrial hyperplasia is usually
medical, and depends on the patient’s age, the underlying cause, and reproductive
needs. On ultrasound, endometrial hyperplasia appears as generalized thickening of
the endometrium with a smooth myometrial boundary and no evidence of
myometrial invasion. It may be indistinguishable from endometrial polyps or
carcinoma, even on EVS. Sonohysterography can provide more accurate
distinction. Diagnosis is usually confirmed by endometrial sampling. (9)

figure(2.5)TVS of endometrial hyperplagia(8)

2.13 Ovarian mass:
Ovarian masses represent a wide variety of pathologies including functional cysts,
endometriosis, benign or malignant neoplasms, and those originating from adjacent
pelvicorgans. The term "tumor" does not mean benign or malignant. It simply
means the mass in the ovary is not a functional, ovulatory cyst. "Tumor" implies
that the mass or cyst is not in a normal finding.
The ovarian cysts are characterized by anechoic (black) fluid filling the cyst cavity
and thin walls. Simple cysts are less than 40-50 mm in diameter. If an ovarian
cyst has recently ruptured, one will see fluid in the pelvis. If there are echoes
within the cyst, it may be from hemorrhage.
A complex cyst with hyperechoic regions may indicate a dermoid, and cysts with
uniform hypoechoic texture can suggest endometriomas. Features suggestive of
malignancy include that of a complex cyst with thickened walls, septations,
papillary solid components and flow detected on Doppler, It’s also can associated
with ancillary features of malignancy such as hydronephrosis, ascites, and pleural
effusions. (4)

figure(2.6)TVS of Dermoid cyst(8)

2.14Trauma:
Trauma to the lower genital tract should also be considered as a cause for an acute
presentation of abnormal bleeding. Postcoital laceration to the vagina can occur
and in many situations a history may not be readily forthcoming. It may be use of a
ring pessory. Vaginal trauma may be associated with significant hemorrhage, and
occasionally will leave vesical or fistula. Rare it is such as arteriovenous
malformation in the uterus have also been reported.(7)

Intra – uterine trauma with subsequent blacental Abruption and hyboxia

figure(2.7)utrinetruma(8)

2.15.Previous study:
In American College of Radiology Various study have addressed the clinical
significance of second- and third-trimester vaginal bleeding.The first study done by
Towers CV, et al ,2008 ) :

a single episode of light vaginal bleeding in the mid

second trimester did not significantly alter pregnancy outcome, but an episode of
heavy bleeding had a favorable outcome in 67% of nonprevia cases and 35% of
previa cases. (11)
Yang J, et al, 2004 demonstrated no increase in the risk of preterm birth or
pretermmembrane rupture from a single bleeding episode. Multiple bleeding
episodes, however, increased the risk of preterm complications.(12)
Mc Cormack RA, et al, 2008 Late-pregnancy bleeding can be associated with
significant maternal and fetal risks, including uteroplacental insufficiency, preterm
birth, and severe maternal hemorrhage.(5)
Sakornbat E, et al, 2007 in another study, unexplained bleeding with a negative US
examination after 20 weeks was correlated with risk of preterm delivery, neonatal
intensive care, and reduced birth weight. (17)

Chapter three
3.1 Study design:
This was a descriptive cross-section study where the data were randomly collected.

3.2 Studyarea:
Ultrasound department in Khartoum city hospitals.

3.3 Study period:
The study done during the period From September 2016 to Januaryry 2017.

3.4 Study population:
The study population pregnant women with vaginal bleeding in second and
thirdtrimester who sought medical assistance.
3.5 Sample characteristics:
The samples size consisted of ( n – 100 ) patient were selected to be sample unite
randomly in this study.

3.6. Material:
Real time ultrasound machine toshipa 3-4MHz,mindray2.5-10MHz,fukuda 1.915MHz with Convex transducersandultrasound gel.

3.7 Variables of study:
 Patient age
 Patient occupation
 Gestational age by LMP and U/S

 Bleeding duration
 History of bleeding
 Symptoms.

3.8. Inclusion criteria :
Woman with vaginal bleeding in second and third trimester presented to the
ultrasound department.

3.9. Exclusion criteria:
Woman in first trimester or in secondand third trimester without vaginal bleeding.

3.10. Methods of data collection:
For data collection, a specially designed questionnaire for the purpose of the
research was used. The questionnaire included both the demographic
characteristics of the population and questions regarding the vaginal bleeding in
second and third trimester by using transabdominal transducer 3.5MHz.

3.10.1. Technique:
Transabdominal method (TAS)
1. Patient Position
The entire TAS study is generally performed with the patient in a supine or recumbent position.

2.Ultrasound technique:
The examination begins with the patient in supine position, scans are perform in the sagittal and
transverse planes from anterior approch using the bladder as acoustic window, trans abdominal
TAS as well as trans vaginal scans EVS with empty bladder. This is usually in the 3.5 MHz a
convex probe is used and acoustic gel is applied to the transducer to prevent any attenuation or
artifact.

3.11 Data analysis:
Data was analyzed using the Statistical Package for the Social Science (SPSS), version 20.

3.12. Data storage:
The data were storage on the personal computer.

3.13. Ethical Considerations:
All results are taken from patients images after the verbal agreement of them, the Head of the
department and Medical Records Clerksin Hospital.
All cases evaluated in so privacy way and no patients information more than needed used.

Chapter four
Table 4.1 shows the distribution of the age group in the surveyed patients
Cumulative

Age group

Frequency

Percent

Valid Percent

Percent

10

10

10

10

20-29 YEARS

46

46

46

56

30- 40

44

44

44

100.0

Total

100

100.0

100.0

Valid < 20 YEARS

Figure (4.1) shows the distribution of age

Table (4.2) shows the distribution of the gestational age group in the surveyed patients
GESTATIONAL AGE GROUP

Valid SECOND

Valid

Cumulative

Frequency Percent

Percent

Percent

62

62

62

62

38

38

38

100.0

100

100.0

100.0

TRIMESTER
THIRD
TRIMESTER
Total

figure (4.2) shows the distribution of gestational age group

Table(4.3) Show the distribution of the parity in the surveyed patients
Valid

Cumulative

PARITY

Frequency Percent

Percent

Percent

Valid PRIMIGRAVIDA

14

14

14

14

MULTIGRAVIDA 86

86

86

100.0

Total

100.0

100.0

100

Figure (4.3) Show the distribution of the parity

Table (4.4) Show the distribution of painful vaginal bleeding

Pain

full

vaginal

Valid

Cumulative

bleeding

Frequency Percent

Percent

Percent

Valid YES

48

48

48

48

52

52

52

100.0

100.0

100.0

NO

Total 100

Figure (4.4) shows the distribution of pain full vaginal bleed

Table (4.5) shows the frequency distribution of vaginal bleeding according to supra
pubic pain
Supra-pubic

Valid

Cumulative

pain

Frequency Percent

Percent

Percent

Valid YES

68

68

68

68

32

32

32

100.0

100.0

100.0

NO

Total 100

Figure (4.5)shows the frequency distribution of vaginal bleeding according to supra
pubic pain

Table (4.6) shows the distribution of palpable pelvic mass
P.P mass

Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

36

36

36

36

64

64

64

100.0

100.0

100.0

Total 100

Figure (4.6)shows the distribution of palpable pelvic mass

Table (4.7) Show the distribution of liquordrain
L.drain

Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

32

32

32

32

68

68

68

100.0

100.0

100.0

Total 100

Figure (4.7) shows distribution of liquor drain

Table (4.8) Show the distribution of abdomen status
Abdomen
Valid

Cumulative

Frequency Percent

Percent

Percent

80

80

80

80

RIGID 20

20

20

100.0

Total

100.0

100.0

status

Valid SOFT

100

Figure(4.8) Show distribution of abdomen status

Table(4.9) shows the distribution of diabtesmellitus
DM

Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

18

18

18

18

82

82

82

100.0

100.0

100.0

Total 100

Figure (4.9) shows the distribution of diabetes mellitus

Table (4.10) shows the distribution of hypertension of the surveyed patients
HTN

Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

10

10

10

10

90

90

90

100.0

100.0

100.0

Total 100

Figure (4.10) shows the distribution of the hypertension

Table (4.11) represents the distribution of the history of caesarian section of the
surveyed patients
Valid

Cumulative

Frequency Percent

Percent

Percent

No

84

84

84

100.0

Yes

16

16

16

100.0

100.0

H of CS

Total 100

Figure(4.11) shows the distribution of the history of caesarean section

Table (4.12) shows the distribution of previous abortion of the surveyed patient
H of abortion

Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

24

24

24

24

76

76

76

100.0

100.0

100.0

Total 100

Figure(4.12) shows the distribution of the previous abortion

Table (4.13) represents the distribution of fetus number of the surveyed patients
Fetus No.

Valid

Cumulative

Percent

Percent

90

90

90
100.0

Frequency Percent

Valid SINGLE 90
TWINS

10

10

10

Total

100

100.0

100.0

Figure(4.13) shows the distribution of the fetus number

Table (4.14) represents the distribution of fetus viability of the surveyed patients
Valid

Cumulative

Frequency Percent

Percent

Percent

78

78

78

78

NONVIABLE 22

22

22

100.0

Total

100.0

100.0

Fetus viability

Valid VIABLE

100

Figure(4.14) shows the distribution of the fetus viability

Table (4.15) shows the distribution of the placenta location of the surveyed patients
Placenta location

Frequency Percent

Valid

Cumulative

Percent

Percent

Valid NORMAL 90

90

90

90

Previa

10

10

10

100.0

Total

100

100.0

100.0

Figure(4.15) shows the distribution of the placenta location

Table (4.16) shows the distribution of the liquor volume of the surveyed patients
LIQUIR VALUME
Valid

Cumulative

Percent

Percent

72

72

72

Frequency Percent
Valid AVERAGE 72
POLY

2

2

2

74.0

OLIGO

26

26.0

26.0

100.0

Total

100

100.0

100.0

Figure(4.16) shows the distribution of the liquor volume

Table(4.17) shows the distribution of the cervical incompetent

Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

4

4

4

4

96

96.0

96.0

100.0

100.0

100.0

Total 100

Figure(4.17) shows the distribution of the cervical incompetent

Table (4.18) shows the distribution of the fetal anomalies
Fetal

Valid

Cumulative

anomalies

Frequency Percent

Percent

Percent

Valid YES

5

5

5

5

95

95

95

100.0

100.0

100.0

NO

Total 100

Figure(4.18) shows the distribution of the fetal anomalies

Table (4.19) shows the distribution of uterine mass of the surveyed patients
Uterine mass

Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

16

16.0

16.0

16.0

84

84.0

84.0

100.0

100.0

100.0

Total 100

Figure(4.19) shows the distribution of the uterine mass

Table (4.20)shows the distribution of the ovarian mass in the surveyed patients
Ovarian mass
Valid YES
NO

Valid

Cumulative

Frequency Percent

Percent

Percent

9

9

9

9

91

91

91

100.0

100.0

100.0

Total 100

Figure(4.20) shows the distribution of the ovarian mass

Table (4.21) shows values of the cross tabulation for the relationship between liquor volume
and the gestational age group.
LIQUIR VALUME * GESTATIONAL AGE GROUP Crosstabulation
GESTATIONAL

AGE

GROUP
SECOND

THIRD

TRIMESTER TRIMESTER Total
LIQUIR

AVERAGE 42

30

72

VALUE

POLY

2

0

2

OLIGO

16

10

26

60

40

100

Total

Table (4.22) shows values of the cross tabulation for the relationship between liquor
volume and age groups
LIQUIR VALUE * AGE GROUP Cross tabulation
AGE GROUP
<
YEARS

20 20-29
YEARS

30- 40

Total

LIQUIR

AVERAGE 8

36

28

72

VALUE

POLY

0

0

2

2

OLIGO

0

8

18

26

8

44

48

100

Total

Table (4.23) shows the values of the cross tabulation for the relationship between fetus
viability and the liquor volume
FETUS VIABILITY * LIQUIR VALUME Cross tabulation
LIQUIR VALUME
AVERAGE POLY

OLIGO

Total

FETUS

VIABLE

60

2

14

76

VIABILITY

NONVIABLE 12

0

12

24

72

2

26

100

Total

Table (4.24) represent values of the cross tabulation for the relationship between
parity and placenta hematoma
PARITY * PLACENTA HEMATOMA
Crosstabulation
PLACENTA
HEMATOMA
YES

NO

Total

2

8

10

MULTIGRAVIDA 20

70

90

22

78

100

PARITY PRIMIGRAVIDA

Total

Chapter Five
5.1 Discussion:
This study has been done in maternity hospital, Omdurman city, and Turkish
hospital from september 2016 to January 2017 , from the study population in a
random way a total of hundred patients (n=100) were selected to be the sample
units in this study,was defined in three age groups, the patients in this study aged
group (29-20) yearshaving vaginal bleeding highly percentage (46%).The
gestational age groups of the surveyed patient in the second trimester (62) patients
having highly percentage(62%). also previous study agree with my research that
multigravida(86%) and in second trimester were presented with high incidence of
vaginal bleeding, this record agree with Abdelgader2015 which found that. a single
episode of light vaginal bleeding in the mid second trimester did not significantly
alter pregnancy outcome, but an episode of heavy bleeding had a favorable
outcome in 67% of nonprevia cases and 35% of previa cases&the patient have
vaginal bleeding pain&supra pubic pain &nonpalpable pelvic mass&not liquor
drain more than the other patients.
In brief in the total of the studied patient the causes (positive finding ultrasound) of
vaginal bleeding in second and third trimester is as follow: placenta hematoma was
20%, oligohydrominous was 26%, (poly) was 2%, cervical incompetent was 10%,
fetal anomalies was 5%, uterine mass (fibroid) was 16%, ovarian mass (cyst) was
9%, and noncauses (negative finding scans ) was 10%. And there were relationship
between liquor volume and gestational age that indicate liquor volume decreased
with increased of gestational agewhen age of patient increase, with vaginal
bleeding & liquor drain,this increase risk factor of oligohydrominous.

The fetus is viable at average liquor volume. There are association between parity
and placenta hematoma, and indicate that in multigravida recoded many cases of
placenta hematoma, while 20 from 90 patient with placenta hematoma, most the
cases of placenta hematoma associated with pain and frequently in second
trimester. Missed diagnosis of placenta hematoma may lead

to pregnancy

complication and placenta abruption in late pregnancy.
This study agree with Motaz2010; the Vaginal bleeding in the second or third
trimester can be associated with increased risks to the mother or fetus, or both,
depending on the severity, number of episodes, and cause of bleeding, as
determined by US. Vaginal bleeding of pregnancy women is one of the major
causes that increase the maternal mortality rate which jumped to 1000 deaths
per100000 women in the last years, prior was 500 deaths in every 100000
women.(14)

5.2 Conclusion:
Ultrasound provided good diagnosis complication of pregnancyin second and
third trimester.
The vaginal bleeding common occur in second trimester.
From this study the most cause of vaginal bleeding in second and third trimester
of the patient were hadoligohydromnious, uterine mass (fibroid), placenta
hematoma, and were had placenta previa in late pregnancy.
The oligohydromnious associated with vaginal bleeding is strong risk factor of
pregnancy, most of the patient presented with supra pubic pain, Placenta
hematoma in second trimester associated with painful and heavy bleeding it may
lead to threatened abortion, or to be placenta abruption in late pregnancy mean
that risk factor of the maternal and fetus.

5.3 Recommendations:
The routine ultrasound scan for pregnant women in second and third trimester is
highly recommended.
The health care should offer the facilities to encourage the establishing of
ultrasound machines over all obstetrical clinical centers for detection of vaginal
bleeding cause.
TAS should be used in second and third trimester to provide good information and
if it not TVS should be used.
The sonologists and obstetricians should use ultrasound examination as routine,
check-up, follow up to help in diagnosis, treatment and control the risk of vaginal
bleeding.
The easy and safe way to diagnose fibroid as well as uterine mass, and placenta
hematoma as well as placenta abruption is ultrasound examination.
Another research studies should be done with expanding factor and include more
sample data for precise and accurate results.
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Study the causes of vaginal bleeding in second and third trimesters in Khartoum state using ultrasonography
Data collection sheet

Patient age
GA/week(

year (
)

date of scan/ …………………….

)
day(

Pain

less(

)

ful(

yes(

)

)

no(
no(

Palpable pelvic mass

yes(

)

Derange of liquor

yes(

)

Pervious H OF c/s

yes(

Pervious abortion

yes (

number of abortion

)

)

)
no(

)

no(

)

no(

)

(

recurentbieeding

)

)

Painvaginal bleeding
Supra pupicpainyes(

gravid(

no(

)

no (

)

)

)

)

yes (

)

U/S finding..........................
Fetus

single (

)

Viable (
Placenta:

upper (

twins(
)

tybe of praeviaaccreta (

non viable(

)

low lying(

far of praevia from the cervics
)

(

yes(

Liquor value average

poly(

Cervical in competent

yes(

)

)

praevia (

)cm
increta (

Placenta hematoma

)

)

)

percreta (
no(

)
)

Cause of bleeding :..............................
Fetal anomelies: ………………………
Uterine mass : …………………………..
Ovarian mass :……………………………
Other :……………………………………….

olig(
no(

)
)
)

)

)

Image1:Transverse TAS image of abruption-placenta for 27-years old, multigravida 37wks
gestation, presented with v. bleeding and supra pubic pain

Image 2:TransverseTAS image of multiple Fibroids for 30-years old, primigravida32wks
gestation, presented with v. bleeding and abdominal pain

Image3:transvers TAS image of complicated RT Ovarian Cyst, For26-years old, multigravida
34wks gestation, presented with v. bleeding and pelvic pain

Image4:transverse TAS image of placenta previa(major degree) for 39-years old, multigravida
38wks gestation,presented with v.bleeding and pelvic pain

Image5:Transverse TAS image of placenta previa(major degree) for 35-years old, primigravida33wks
gestation,presented with v.bleeding and pelvic pain

Image6: Transverse TAS image of placenta previa(minor degree) for 32-years old,
multigravida28wks gestation, presented with v. bleeding and pelvic pain

Image7: Transverse TAS image of polyp for 36-years old, multigravida 29wks gestation,
presented with v. bleeding and pelvic pain

