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ABSTRACT

Background and Objective: Postpartum anemia is a growing public health conce
with its increasing prevalence, is associated wigimificant morbidity and mortality

and decreased quality of life. The present studg wanducted to determine the
incidence of postpartum anemia and to elicit thfeatifveness of various treatment

modalities for management.

Methods: All women aged 18 years or more admitted at thpatenent of Obstetrics
and Gynecology, K.L.E’s Dr. Prabhakar Kore Hospétatl Medical Research Centre,
Belagavi undergoing vaginal or caesarean sectitivedies at a gestational age of at
least 28 weeks during the study period were induddemoglobin level of <10 g/dL
measured 24 hours post delivery was consideredstpgrtum anemia. All patients
were treated with various interventions includirmglaron therapy, IV iron therapy
and blood transfusion. Among the patients receivpagenteral mode of iron
correction, 200 patients were followed up after 8els to document the rise in

haemoglobin.

Results: Overall, 4083 women underwent deliveries during tstudy period.

Incidence of postpartum anemia in this study wa$%3 59.4% were treated with
oral iron supplements and remaining were treateld @ither 1V or blood transfusion.
200 women with 1V iron therapy or blood transfusieare followed up for secondary
analysis. Compared to postpartum day 1 significamtrovement was noted in the
mean = SD Hemoglobin level at the follow up visihgan difference [95% CIJ:
1.07[1.02 to 1.13]; p=0.000). Highest mean improgatnn hemoglobin levels was

noted with 2 pint blood transfusion (2.1 £0.5 g/daljowed by Inj Fe sucrose 200 mg

vii



(1.5 0.4g/dL); p=0.000. Post hoc analysis showgphificant improvements in

patients who received 2 pint blood transfusion.

Conclusion: This study reports higher incidence of postpartumanaia among study
population and emphasizes the need for proper faleaad antenatal care to reduce

the impact of postpartum anaemia on maternal health long term basis.

Keywords. Postpartum anaemia, Haemoglobin, Parenteral mddedBransfusion,

Oral Iron supplementation.

viii



TABLE OF CONTENTS

SL. NO. TITLE PAGE NO.
1. INTRODUCTION 1-2
2. AIM AND OBJECTIVES 3
3. REVIEW OF LITERATURE 4-23
4. MATERIAL AND METHODS 24-28
5. RESULTS 29-46
6. DISCUSSION 47-51
1. STRENGTHSOF THE STUDY 52
8. LIMITATIONS 53
9. CONCLUSION 54
10. SUMMARY 55-56
11. REFERENCES 57-66
12. ANNEXURES 67-84




LIST OF TABLES

SL. No Title Page No.
1 Distribution of patients based on age 29
2. Distribution of patients based on socioeconomitusta 30
3. Distribution of patients based on weight 31
4. Distribution of patients based on parity status 32
5. Distribution of patients based on mode of delivery 33
6. Distribution of patients based on period of geetati 34
7. Incidence of postoperative anemia in the study [adjzun 35
8. Mode of delivery among patients with postpartumraiae 36
9. Type of intervention in patients with postpartuneiaia 37
10. | Postpartum intervention category of participants3atveeks 38
follow up

11. | Postpartum intervention( sub categorization) otipigants at 39
3 weeks follow up

12. | Mode Qf intgrvention and mgan improvement in Hieaf 40
weeks in various modes of delivery

13. | Frequency of adverse events in study population 41

14. | Descriptive st.atistics of postoperative hemogldewel in the 42
study population

15. | Comparison of hemoglobin levels between 2 time {3oin 43

16. Qompari§on of mgan Hemoglobin level improvementben 45
different interventions

17. | Post hoc tukey test showing specific mean compatsiween 46

different treatment groups




LIST OF GRAPHS

SL. No Title Page No.
1 Bar diagram showing age distribution of study gapan 29
2. Bar diagram showing socioeconomic status of spapulation 30
3. Bar diagram showing weight distribution of studypplation 31
4. Bar diagram showing parity status among study |adjoun 32
5. Bar diagram showing mode of delivery 33
6. Bar diagram showing distribution based on peribgestation 34
7. Bar diagram showing incidence of postoperativardaéan the

study population *
8. Bar diagram showing mode of delivery among pasiemith 36
postpartum anemia
9. Bar diagram showing type of intervention 37
10. | Bar diagram showing postpartum intervention catggof 38
participants at 3 weeks follow up
11. | Bar diagram showing postpartum intervention( sub 29
categorization) of participants at 3 weeks follgw u
12. | Bar diagram showing adverse reactions in studyadjon 41
13. | Comparison of hemoglobin levels between 2 timaf{soi 43
14. | Comparison of mean improvement across differezdittnent "

types

Xi




LIST OF FIGURES

1 Diagnosis and management of postpartum anemia 9

Xii



I ntroduction

INTRODUCTION

Anemiaisacommon disease affecting over 1.5 billion people worldwide, with
iron deficiency anemia being the most common form. Anemia is relatively common
among women of reproductive age with increased incidence during pregnancy and
postpartum period [1]. Hemoglobin concentration <10g/dL during postpartum period
indicates anemia [2]. Immediate postpartum anemia occurs when the amount of red
blood cell count is reduced or haemoglobin level is below 10g/dl. However, the cut
off value to define anemia in postpartum period varies across studies and guidelines.
The prevalence is although high in some developed countries, its much higher in
developing countries including India. The prevalence is much higher among women
living in rural settings with poor household and those without a formal education

[3, 4].

Postpartum anemia is associated with increased likelihood of morbidity and
mortality and overall decreased quality of life, it is a growing public health concern.
Increased risk of mortality after delivery is associated with peripartum hemorrhage
and anemia. Younger age, decreased space between pregnancies, higher parity, lower
body weight, lack of formal education, nutritional deficiency and lack of accessible
health services are the common risk factors associated with increased postpartum
anemia. Studies have reported improvement in anemia among women with optimal
healthcare utilization, increased age at first pregnancy, BMI, increased birth spacing

and reduction in parity [5].

Since preexisting iron deficiency anemia is a major driver of postpartum

anemia along with peripartum hemorrhage, intake of iron and folic acid supplements
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during pregnancy is recommended. Studies have reported decreased incidence of
postpartum anemia among women with adequate intake of iron and folic acid
supplements during pregnancy. Additionally, postpartum anemia can be effectively
managed with oral iron therapy, especially in cases of mild anemia. However,
response to oral iron therapy isrelatively slow in terms of replenishing iron stores and
increasing hemoglobin levels. This led to aternative use of intravenous (IV) iron
preparations, particularly in patients with moderate and/or severe anemia and among

those who cannot tolerate oral iron therapy.[6,7]

Compared to Oral iron, 1V iron has rapid onset and replenishes iron stores and
serum ferritin levels much faster resulting is normalizing hemoglobin concentration
and reversing anemia. However, on long term follow ups there is no much difference
in oral and IV therapies. Based on these observations, upon achieving target
hemoglobin levels and serum ferritin, IV iron therapy should be switched to oral iron
therapy [8,9]. Among women with heavy peripartum hemorrhage with increased
blood loss, blood transfusions are preferred for immediate reversal of hemoglobin
concentrations. However, transfusion-induced sensitization, high cost and safety risks

should be considered during blood transfusions.[ 10]

Considering high prevalence of postpartum anemia in developing countries
and ambiguity in the treatment consensus, the present study was conducted to
determine the incidence of postpartum anemia and to €licit the effectiveness of

various treatment modalities for management of anemia.
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Objectives

AIM AND OBJECTIVES

AlIM -

To determine the incidence of postpartum anemia and to compare the efficacy

of various interventions carried out for treatment of postpartum anemia.
OBJECTIVES
Primary objective

» Toassess the incidence of postpartum anaemia.

Secondary objective:

* Tofind out various interventions carried out to correct anaemia.

» To compare the efficacy of various parenteral modes of interventions- 1V iron

[Iron sucrose, Ferric Carboxymaltose] and blood transfusion.
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Review Of Literature

REVIEW OF LITERATURE

Postpartum anemia is a growing public health coneeound the world. It is
mainly due to the reduction in the hemoglobin coniegion below the normal limits
and occurs mainly due to severe blood loss, henadim changes and fluid loss

during and after childbirth.

Postpartum anemia is a major public health probthra to its associated
mortality and morbidity characterized by reducedalqy of life, reduction in
cognitive functioning, decreased psychological ardotional health leading to
depression. This may further lead to lack of attentowards child and reduced breast
milk supply [11,12] Therefore, understanding theevalence, risk factors and

management approach for postpartum anemia is pawramo

Definition

Although hemoglobin levels decrease normally folloyvthe first 24 hours
after delivery secondary to hemodynamic changdsid find blood loss; the levels
return to normal non-pregnant levels within few slaijhe World Health Organization
(WHO) defines anemia as Hemoglobin levels less tham/dL in women and less
than 13 g/dL in men. The normal hemoglobin leveliesabased on ethnicity and
physiological status and definition can be revisedordingly [13]. WHO further
defines anaemia in pregnancy as haemoglobin lewélsg/dL, irrespective of
gestational age in developed countries and <10g/dthe developing world.
According to Centers of Disease Control and Presenainemia during pregnancy is
defined as Hb <11 g/dL in the first and third trstey and Hb <10.5g/dL in the

second trimester [2, 14]. As per another study rédo®mmended cut off for anaemia
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is haemoglobin <11 g/dL at 1 week postpartum an2igkdl. at 8 weeks postpartum
[15]. Haemoglobin levels between 11-11.9 g/dl itegarised as mild anaemia and
those between 8-10.9 g/dL and <8g/dL is categorsechoderate and severe anemia,

respectively [2].

Epidemiology-

Anemia is relatively common among women of reprodecage affecting
around 30% of women aged 15-49 years and 37% pnégvamen [1]. In healthy
women, prevalence of postpartum anemia (hemoglebirg/dL) within 1 week after
normal delivery was 14% among those with historyraf supplementation and 24%
among those without iron supplement intake. Amongrogean women, the
prevalence of anemia 2 days after delivery was ratob0%. The prevalence of
postpartum anemia is higher in developing countriasging from 50-80% as
compared to 10-30% in developed countries [15]. evtetl mortality during the
postpartum period is also relatively high in depahg countries. Prenatal anemia
increases the risk of postpartum haemorrhage witdvertent risk of maternal
mortality [16]. Studies also suggest a correlatlmetween anemia and maternal
mortality and an increase in 10% g/l maternal hagloion is associated with 29%

reduction in maternal mortality [17]

Risk factors [18, 19]

* Regional variation in food preferences
* Infections
* Healthcare services and accessibility and lowereratal visits during

pregnancy
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Lack of iron-folate supplementation during pregnanc
Educational status: women with formal educationenawer risk
Cesarean birth

Antenatal hemoglobin levels <11g/dL

Postpartum hemorrhage

Instrumental delivery (vaccum/forceps)

Anemia at 36 week of gestation

Younger maternal age

Consequences of postpartum anemia

Postpartum anemia can result in long term adverggmét on mothers and

newborns. It raises the risk of complications, maE morbidity and mortality.

Women with postpartum anemia experience emotiorsihbility, tiredness, increased

risk of infection resulting in reduced quality afel [12]. Other negative effects of

postpartum anemia include [19]:

Dyspnea

Palpitations

Increased risk of mastitis and urinary tract infats
Delayed wound healing

Fatigue

Altered cognitive function

Emotional instability

Postpartum depression

Reduced quality of life

Reduced milk supply
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These changes further negatively have an impadtreastfeeding, decreased
capacity in caregiving and loss of attachment betwaother and newborn. It results
in lower birth weight and limited iron stores inetmewborn which will impact the
development, immunity and growth. These neonatestars exposed to infections,

resulting in poor growth and development [18, 20].

Diagnosis

Postpartum anemia occurs primarily due to peripartblood loss and
inadequate intake of iron and folic acid supplermahiring pregnancy. In order to
diagnose postpartum anemia, the hemoglobin levelst ime evaluated within 24-48
hours after delivery among women with >500 mL afdal loss during this period,
and in those with untreated anemia during antempetiabd or those having symptoms

of anemia in postnatal period. The criteria forgti@sis of postpartum anemia are:

* Hemoglobin level <12 g/dL is considered postparamamia
* Hemoglobin levek10 g/dL indicates clinically significant anemia
* Hemoglobin level between 9-10 g/L is considered enate-to-severe anemia

* Hemoglobin levek9 g/dL is categorized as severe anemia.

Evaluation of hemoglobin level during postpartunowd be made based on
amount of blood loss and puerperal status. Addilignthe hemoglobin levels during
pregnancy should also be considered. The bloodslst®uld be evaluated within 24-
48 hours once the plasma volume levels are stabiliEvaluation of serum ferritin
level during immediate postpartum level is not raceended since this is an acute

phase reactant and could be normal or elevatedglurimediate postpartum up to 6
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weeks. Assessment of ferritin levels are essertalavoid hemochromatosis

secondary to parenteral oral therapy [21, 22].

Management

Prevention of postpartum anemia is vital for wakligeof both mother and
child. Following delivery, the maternal hemoglolstatus eventually returns to pre
pregnancy levels with contraction of expanded mtirnass and return of iron stores.
According to WHO, all mothers during initial 3 mast of postpartum are
recommended to take oral iron supplements withithrout folic acid [12]. WHO also
advises on taking weekly supplements of iron (6Q e folic acid (2.8 mg) for
women in reproductive age and increased folic aning women who are expecting

[23].

Management of anemia is based on severity of anefm@atment options
include oral iron administration, intravenous itherapy, erythropoietin therapy, and
blood transfusion The following algorithm is gerrdollowed for treatment of

anemia are described in figure 1.
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Hemoglobin

Hb <10g/dI Acute-phase reactant. It makes no sense
to measure in the first 6-week period. It
can be assessed after then.

II

Iron Deficiency

Anemia
Oral Iron Severe anemia (Hb <9 mg/dl)
Therapy Need for immediate correction of anemia
Inadequate response to oral iron " Intravenous Iron
Oral therapy incompliance Therapy

Oral therapy intolerance

Figure 1: Diagnosis and management of postpartum @&amia [21]

The general recommendations for management of anamias follows [21, 22, 24]:

Among women with Hemoglobin leveil0 g/dL, hemodynamically stable/
asymptomatic or mildly symptomatic: Oral iron 10082mg/day up to 3
months. Complete blood count and serum ferritirleshould be tested at the
end of therapy.

In women who cannot tolerate oral iron therapyatimeent should be switched
to intravenous iron therapy.

Among women with moderate to severe or severe anami those who do
not respond to oral iron therapy, IV iron therapyacommended.

Among women with significant blood loss and hembgiolevel < 7 g/dL,
immediate blood transfusion is recommended.

The therapeutic iron dose for the above treatmieolsl be determined based

on individual patient characteristics.
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* Women should be regularly monitored and hemoglobiopd count and
serum ferritin should be evaluated.
* Once adequate hemoglobin levels are reached, IV sfmuld be switched

back to oral iron maintenance therapy.

Oral iron therapy

Oral iron therapy is the primary choice for theatreent of anemia. Due to its
low cost and ease of use it is recommended fomtrexat of mild or moderate anemia
without any complications. However, since iron cairioe absorbed in the gut in high
guantity, longer duration of therapy is necessargdt adequate hemoglobin levels.
Folate is often given in combination with oral iroh is also associated with
gastrointestinal side effects including nausea eaadstipation. Further, oral iron
therapy is associated with intolerance, decreaséidni compliance, nonresponse to
treatment and slow onset of response resultingotopged treatment duration. [25,

26).

Intramuscular (IM) iron therapy

Iron preparations which can be administered intisaularly include iron
sorbitol, high and low molecular weight iron dextraCompared to IV the iron
absorption is relatively slow and cannot be givemvomen with lower muscle mass.
Moreover, the safety and toxicity is similar betwd¥ and IM forms. Disadvantages
of IM route include, pain, risk of skin stain, skerabscess and gluteal sarcoma [21,

27].
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Intravenous iron therapy

Previous studies have shown that IV iron therapyuperior to oral iron
therapy, it is associated with rapid increase inmbiglobin levels, improvement in
fatigue and reduced Gl side effects [28, 29]. Raspofrom IV therapy is faster.
Although IV preparations are more expensive tha preparations, the overall cost
of IV and long term oral therapy are similar sudmes benefits of short term IV
treatment. However, parenteral therapy can be mgedcwith erythema, pain at the

injection site, allergic reactions, vascular cadle@nd shock [30].

Among the various available IV iron forms, Ferri@arBoxymaltose is the
recommended choice followed by Iron sucrose. Bamedesults of Randomized
controlled trials (RCT), IV ferric carboxymaltoskaved equal or superior efficacy in
terms of increasing hemoglobin levels and maximwemdglobin value and better
safety as compared to oral iron therapy [31]. Addally, it has lower rates of
hypersensitivity reactions as compared to othen iproducts. Dosage is 500
mg/10mL vial which can be administered as rapidisidn to up to 1000 mg per
infusion and repeated at weekly interval. Iron egeris the next best choice of
treatment, is available at a dose of 100 mg/5mL amal can be administered at 200
mg per rapid infusion. Compared to IV Iron sucrobé, ferric carboxymaltose
showed superior efficacy and similar safety profildher advantages include patient

comfort, reduced costs [32, 33].

Recombinant erythropoietin (rhEPO)

Erythropoetin is produced in the kidneys secondaryower blood oxgen

levels. It stimulates the erythropoiesis. Recomtirerythropoietin (rhEPO) can be
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administered in women with severe anemia <7 g/dinglwith parenteral Ferric
carboxymaltose. rhEPO should always be given inlioation with a parenteral
therapy to avoid ineffective erythropoiesis. It associated with adverse events
including flu-like symptoms, sore throat, cough,stle pain, fatigue, headache and
tiredness, hypertension, seizures and thromboemboinplications. However, there
are limited studies evaluating the efficacy of tbanbination. And due to increased

adverse events the use is restricted in postpathemia [34, 35].

Blood transfusion

In women with hemoglobin levels less than7 g/dL degending on clinical
symptoms, allogeneic blood transfusion should bdopmed. It can be life-saving
when there is severe bleeding during postparturh [8& not usually recommended
in patients with mild or moderate bleeding and tedionly among women with >500
mL blood loss. Transfusion of one unit of red blaedl (RBC) increases hemoglobin
by 1 g/ dL in hemodynamically stable patients. Hegre care must be taken to avoid
transmission of infections, circulatory overloashmunologic reactions, anaphylaxis

and acute hemolysis post transfusion [37, 38].

Related studies

Bhandal N, et al (2006)6] conducted a single center prospective RCThenWnited
Kingdom to compare the effectiveness of oral vsfé¥fous sucrose on postpartum
iron deficiency anemia. A total of 44 women haembgi <9 g/dl and ferritin <15
pa/l within 48 hours of delivery were randomisecetther oral ferrous sulphate 200
mg BID for 6 weeks or IV ferrous sucrose 200 mgday 2 and 4. Compared to

baseline, the mean Hemoglobin levels increased igroup on day 5 (7.3 vs 9.9),
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whereas no difference was noted in oral group. @ysd and 14, the Hemoglobin
levels were significantly higher in the IV groupathoral group (p<0.01). Similar an
increase in ferritin levels were also noted in IMup than oral group (p<0.01). The
authors concluded that the IV iron sucrose resuitsrapid increase in the

haemoglobin and ferritin levels when compared & won.

Van Wyck DB, et al (2007)[39] conducted a RCT to compare the efficacy of IV
ferric carboxymaltose (less than or equal to 1,689 over 15 minutes, repeated
weekly to achieve a total calculated replacemesejlwiith oral ferrous sulphate 325
mg orally TID for 6 weeks. in anemic postpartum veasmA total of 174 women with
hemoglobin<10 g/dL received IV iron therapy and 178 receivedl dherapy.
Increase in H2.0 g/dL was much rapid in IV group as comparedrtd group (7 vs
14 days, p<0.001). Rate of increase of20 g/dL at any time was similar between
groups (96% vs 94%, p=0.443), whereas the ratecnéase in HE-3.0 g/dL (86% vs
60%, p<0.001) and HB12.0 g/dL (91% vs 69%, p<0.001) at any time wa® als
higher in IV group than oral group. Serious adveisgy reactions were not reported.
The authors concluded that large dose of IV fetadboxymaltose administration is
effective for the treatment of postpartum anemiacomparison to oral ferrous

sulphate.

Westad S, et al (2008)25] conducted a multicenter open label RCT in Wy to

evaluate the effectiveness of IV ferrous sucrose oval ferrous sulphate on
hematological parameters and quality of life in vesmwith postpartum anemia. A
total of 128 postpartum women were included in stedy, of which 59 women
received 600 mg IV iron sucrose followed by 200 inogp sulphate OD after week 5

and 70 women received 200 mg iron sulphate ODlowolg 4 week of therapy, the
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mean haemoglobin levels between groups were cotlea(dl.9 vs. 12.3 g/100ml,
p=0.89) whereas the mean serum ferritin was siamfly higher in the IV group vs
oral group (13.7 vs. 4.2 microg/L; p<0.001). Henhagacal parameters were similar
in both groups at week 8 and 12. The SF-36 score wienilar between groups. A
significant improvement in the total fatigue scaras noted in the 1V group than oral
group at weeks 4, 8 and 12. The authors concludadl|V iron therapy is rapid in

replenishing iron stores and has favourable safety.

Harsha Kumar H, et al (2014) [40]conducted a retrospective record-based study in
Southern part of India to describe the clinic-sbfaators associated with anemia in
postpartum period. All women with haemoglobin levess than 11 g/dl in the
postpartum period indicative of postpartum anemigrewincluded in the study.
Pretested semi-structured proforma was used teatolihformation about various
social and clinical factors and multivariate analywas carried out. Overall, 988
women were included in the study. Among them 823%3 patients had mild anemia
and 165 (17.7%) patients had moderate anemia. iBastech as mothers with no
educational background;3 parity, short inter-pregnancy interval of <3 ygar
presence of anemia during pregnancy, delayed d&giod anemia in pregnancy and
poor compliance to treatment were associated wotgartum anemia. The authors
concluded that majority of women during postpartperiod will have anemia.
Further research is warranted to evaluate the cafiggersistence of anemia in

postpartum period.

Perell6 MF, et al (2014)[41] conducted a randomized, double blind, placebo
controlled, parallel group trial to evaluate théeefiveness of intravenous iron versus

placebo added to standard oral iron therapy inttbatment of severe postpartum
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anaemia among 72 women. Women treated with orabdsrsulphate (525 mg, 2
tablets) were randomised to additionally receivtbegi intravenous ferrous sucrose
(200 mg daily x 2 days) or intravenous placeboniCéil and laboratory data were
collected at 1, 2, and 6 weeks. Haemoglobin anchhémrit values were comparable
between groups during the trial. At week 6, mearstandard deviation (SD)
haemoglobin levels in placebo vs intravenous grougs 12.2 + 1.0 vs 12.2 £ 0.9
g/dl, mean difference(95% CI) = -0.03 (95% CI -8060.6). Additionally, clinical
symptoms including anemia, psychological stress aulerse events were
comparable between groups. The authors concluggdatidition of intravenous iron

to oral therapy did not show remarkable benefitsrid iron therapy alone.

Markova V, et al (2015)[42] conducted a systematic review to evaluateeffieacy
and harms of the available treatment modalitiesviomen with postpartum iron
deficiency anemia. A total of 22 RCTs including 88komen were included in the
analysis. Comparison of IV versus oral iron weraleated in only 10 studies.
Fatigue, arrhythmia and allergic reactions were #mverse events reported.
Gastrointestinal side effects were less in IV w#dgbatients. Cardiomyopathy related
mortality was noted in one women with a risk ratio2.95. The authors concluded
that the body of evidence available from previowsipducted RCTs is low. Hence, it
remains unclear whether oral or IV iron therapgfigctive in alleviating symptoms

of postpartum anemia.

Bhagwan D, et al (2016)43] conducted a community based cross-sectiotualys
among postpartum women to estimate the prevaleficenemia. With stratified
random sampling, 401 respondents were selected fioml health centres. The

prevalence of postpartum anemia (haemoglobin <#i2)ghas 26.5%, none of the
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cases had severe anemia. Postpartum anemia wasotoamong women aged <20
years and those with <2 years of inter-pregnanmnml. Odds of postpartum anemia
increased 11.2% among patients who were illiteraitee authors concluded lower
prevalence rates of anemia in the study and suggjesistained further efforts to

decrease incidence of anemia and promote healtivaldbeing of women.

El Khouly NI, et al (2017) [44] conducted asingle center, randomized, controlled
study among 352 women with postpartum anemia (hemoglobig9 g/dL and
serum ferritin <15 pg/l) to evaluate the efficacy, safety and tolerability \fférrous
sucrose, compared to oral ferrous sulphate. Primmatgome measures were increase
in hemoglobin and serum ferritin. Compared to hiaselthe mean hemoglobin level
increased in IV ferrous sucrose group (8.5 vs @dd.)gby day 5. Compared to oral
ferrous sulphate group, patients treated with IYfdies sucrose had significantly
higher levels of hemoglobin on day 14 and day 4@(@1). Similar increase in serum
ferritin levels were also noted in IV group as camga to oral iron therapy (p<0.001).
The authors concluded that IV route of administratirapidly increases the
hemoglobin levels as compared to oral route themapjenishing the iron stores

rapidly.

Medina Garrido C, et al (2018)[45] conducted a hospital based study to evaluate
the prevalence of postpartum anemia and to deteritnassociated risk factors. A
total of 1415 women were evaluated for postpartmenada. Among these 29% had
Hemoglobin level <10 g/dl suggestive of anemia. pes study, the potential risk
factors for anemia included South American origiacerations in birth canal,
caesarean delivery and episiotomy. However, ind&ily none of these risk factors

were independent predictors of postpartum anemth sensitivity of <30%. The
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authors concluded that the prevalence of this prtese or treatable condition,
postpartum anemia is high. Appropriate and eatlrugntion is important to improve

the physical and psychological well being of thesenen.

Rubio-Alvarez A, et al (2018)[46] conducted a retrospective observational and
analytical study to determine the incidence andnpéal risk factors associated with
postnatal anemia among women who underwent vabirtal Based on hemoglobin
cut off of <9g/dl and <11 g/dl, 7.1% and 45% wonte postpartum anemia. Risk
factors for severe anemia of hemoglobin level <Bgfetluded episiotomy (OR[95%
Cl]: 3.2 [2.1-4.8)), first stage of labour >9h (C¥FPo Cl]: 2.5[1.6-3.9]), primiparity
(OR[95% CI]: 2.5[1.6-3.9]) and previous caesareactisn (OR[95% CI]: 2.4 [1.5-
3.9]). Additionally, second stage of labour, instental birth, tearing greater than
first degree, absence of active management andased birth weight of newborns
were considered general risk factors for anemia dithors concluded an increased
incidence of postpartum anemia and active manageofethird stage labour with

management of risk factors are necessary to |dveeincidence rate.

Selvaraj R, et al (2019)[47] conducted a community based cross sectidnalysat
field area of 2 primary health centres in Pudughé¢or describe the prevalence of
postpartum anemia. Based on random sampling, 2&hat@al women were selected
and were followed by visiting the houses for 4 weaker part partum. Overall mean
Hemoglobin levels were 11 g%. The prevalence ohaaeamong postnatal women
was 76% (mild, 26%; moderate, 50% and severe, 0.@&%¢ fourth of women with
normal haemoglobin levels in the™3trimester developed postpartum anemia.
Difference in the mean haemoglobin level duringtpagum vs third trimester was

significant (10.95 vs 10.69 gm%s 3.4, df 226P = 0.001). Additionally, birth order
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of atleast 2 was associated with postpartum ané@ka 2.2, 95% CI: 1.1-4.4). The
authors concluded that prevalence of postpartunmanés relatively high which

necessitates routine haemoglobin evaluation foltbiaye adequate treatment.

Sultan P, et al (2019) [48tonducted a systematic review of RCTs comparingwsra
IV therapy in treatment of postpartum aneniihe primary outcome of interest was
haemoglobin concentration at week 6 after delivéxytotal of 15 RCTs met the
inclusion criteria, of which 4 studies reported thgmary outcome of interest.
Haemoglobin concentrations at week 6 after deliweeye significantly higher in the
IV iron therapy group than oral iron therapy withneean difference (95% CI) of
0.9(0.4-1.3) g/dl; p=0.0003. Similarly, the haenodmgh concentrations and ferritin
concentrations were higher in women receiving Idhithan oral 1V within 4 weeks
after delivery. IV iron therapy was associated withreased odds of skin flushing
(OR: 6.95), decreased odds of constipation (OR8)0ahd dyspepsia (0.07). The
frequency of anaphylaxis after IV therapy was 0.@%e authors concluded that IV
iron therapy is beneficial in achieving desiredrhaglobin levels at a faster rate with
reasonable safety profile and can be consideredalalevoption for treatment of

postpartum anemia.

Vanobberghen F, et al (2021) [49¢onducted an open label parallel group RCT at
Tanzania to evaluate thefficacy and safety of IV ferric carboxymaltose sigs oral
iron substitution among postpartum women with irateficiency anemia.
Administration of IV ferric carboxymaltose dose waassed on body weight. Ferrous
sulphate tablets were to be taken for 3 monthsr d&féemoglobin normalisation.
Haemoglobin normalisation (>115 g/L) at 6 weeks Waes primary outcome. In the

study, a total of 230 women fulfilling the eligithyl criteria were included. At week 6,

Page 18



Review Of Literature

80% vs 51% participants in the IV iron vs oral irgroup had normal haemoglobin
levels (OR[95% CI]: 4.7[2.3-9.3]). Overall, mild tanoderate infusion related
reactions and 5 serious adverse events unrelatstlidy medication were reported.
The authors concluded that IV iron therapy is safel had better Hemoglobin

response as compared to oral iron therapy.

Yefet E, et al (2021) [50Jconducted a RCT from February 2015 to June 2020 to
compare the efficacy intravenous (IV) iron sucragene vs combination of IV iron
sucrose and oral iron bisglycinate supplementatiofreating moderate to severe
postpartum anemia. A total of 1% men with postpartum hemoglobin level<#.5
g/dL, treated with 500 mg IV iron sucrose afteraaremia workup, which ruled out
other causes for anemia were included in the stiidgy were randomly assigned to
receive either 60 mg of oral iron bisglycinate #& days (n=63) or no further iron
supplementation (n=44). The primary outcome wasduobin level at 6 weeks after
delivery. Secondary outcomes were iron storage npaters and quality of life.
Baseline clinical characteristics were similar betw groups. At week 6, compared to
IV iron only, the postpartum Hb levels were 0.4lgkdgher in the IV and oral iron
group (12.4 g/dL vs 12.0 g/dL, respectively; P=0.0Brequency of patients with
anemia, iron storage and health quality was sirb#dween groups. Adverse events to
oral treatment was noted in 29% of patients. Commgke and satisfaction from
treatment was similar between groups. The authoreladed that addition of oral

iron supplement do not add additional benefit tmaggement of postpartum anemia.

Mremi A, et al (2022) [51]conducted alnstitutional based cross sectional stidy
determine the prevalence of post-partum anemiaamsdciated factors among 424

women attending public primary health care fae$tiMean age of participants was
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27.8 years, 55% had primary education and 47% wemmemakers. Overall
prevalence of postpartum anemia (hemoglobin levd g/dL) was 34%. Among
these, 24% and 10% were positive for malaria prasid stool infections. Vaginal
delivery and low parity reduced the risk of anemibsence of marital partner (crude
OR: 18) and < 2 years of inter pregnancy intergalde OR: 10) increased the risk of
anemia compared to reference group. The authodumted that health education and
promotion programs are essential to create awaseabsut postpartum anemia

among pregnant women.

Saha S, et al (2022)52] conducted a descriptive cross-sectional stiodgletermine
the prevalence of anemia and utilization of ant@nabhd postnatal services and to
evaluate the factors related to anemia among prégaad lactating women in
Guijarat. A total of 1185 eligible participants wémeluded. Mean age of pregnant and
lactating women was 25.0 and 25.5 years, respégtirevalence of anemia in
pregnant and lactating women was 73% and 26%, casply. Study reported limited
utilization of nutrition and health services. Fastanfluencing anemia in pregnant
women included age, birth spacing and educatior0.(is for all). Parity, birth
spacing, religion and receipt of take-home ratiprO(05 for all) were significantly
associated with postpartum anemia. The study cdedlhigher prevalence of anemia
among pregnant and lactating women with suboptisabe of services. Nutritional
education and counselling during pregnancy may imafgrove health among these

population.

Saha S, et al (2022)63] conducted a cross sectional study to estirtiagrevalence
of non-iron deficiency anemia among 258 motherssc7 primary health centers in

Gujarat. Patient demographics, obstetric historgdiecal history and laboratory
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parameters were recorded. Anemia was based on Hieatbglobin and ferritin
levels. Overall 66% mothers (antenatal, 90% andnadasl, 57%) had anemia based
on hemoglobin levels. Among these, 62% had normaltiih levels indicating non-
iron deficiency anemia. Among antenatal women, glewce of non-iron deficiency
anemia increased with increasing trimester as agpde iron deficiency anemia
which decreased with iron supplementation. The astltoncluded that anemia in
pregnancy and postpartum could also result fronsaes other than depleted iron.
Therefore, policy implications including anemia toh programs should address
identification and appropriate treatment of nomirdeficiency anemia among

antenatal and postnatal women.

Agmassie GA, et al (2023) [54¢onducted an institution based cross sectionalystud
in Ethiopia from October to November 2020 to eveduithe magnitude and associated
factors of immediate post-partum anemia. Usingesystic random sampling, 467
participants were included in the study. Binaryistig regressions were carried out to
identify predictors of immediate post-partum anemi@verall magnitude of
immediate postpartum anemia was 21.6%. Factors ascho antenatal follow up
(adjusted OR [AOR]: 2.9), assisted instrumentaivéey (AOR: 2.7), mid-upper arm
circumferences <23cm (AOR: 5.8), antepartum henageh (AOR: 4.5), were
significantly associated with postpartum anemia.e Tauthors concluded that
immediate postpartum anemia is a moderate publthheroblem in Ethiopia. A
thorough antenatal care follow up along with safdivery and management of
malnourished pregnant women by giving adequate asadew aspects which could

reduce the incidence of postpartum anemia.
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Bomba¢ Tavéar L, et al (2024)[55] conducted a single-center, open-label RCT to
compare different treatment for postpartum anematotal of 300 women with
haemoglobin <10 g/dL within 48 hours of postpartwere randomised to IV ferric
carboxymaltose, IV ferric derisomaltose, or oraldes sulfate. Primary outcome of
interest was maternal fatigue at week 6. AT wegkrfong ferric carboxymaltose,
ferric derisomaltose, and ferrous sulfate group® median fatigue score was
comparable (38 vs 34 vs 36; p=0.26). Haemoglohial$e(135 vs. 134 vs. 131 g/p;

= 0.008), ferritin levels (273 vs. 187 vs. 24 pgils 0.001) and transferrin saturation
(34 vs. 30 vs. 24%p < 0.001) were lower in oral group than those néngi IV
therapy groups. The authors concluded despitentpeoved laboratory parameters

among IV group, that fatigue scores were comparadteeen oral and IV therapies.

Caljé E, et al (2024) [56]conducted asystematic review and meta-analysis of
randomized trials comparing IV-iron and transfusigith each other and with oral
iron, no treatment, and placebo among patients pot-partum anemia. A total of
20 studies with 4196 participants were assesseéralyv 1771 received oral iron
therapy, 330 received blood transfusion, and 26@flrdit receive any intervention.
Primary outcome, fatigue was reported by 1251 pttieComparison of efficacy of
IV iron vs oral iron was carried out in 15 studi€ompared to oral iron, IV iron
therapy was associated with significant reductidnfatigue (standardized mean
difference - 0.40, 95% CI - 0.62, - 0.18 * 0%). Additionally, IV iron was
favourable in terms of achieving haemoglobin, fardevels and reduction in adverse
events. The quality of evidence of results was toaderate. The authors concluded
that comparison of different treatement modalifiedreating postpartum anemia is

limited, further research is warranted.
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Eshete NA, et al (2024)57] conducted an institution based cross sectistaly in
Ethiopia from June-Sep 2022 to evaluate the in@deand associated factors of
immediate postpartum anemilterviewer assisted questions were used for data
collection. Of the total 207 participants includedthe study, 41.4% patients had
immediate postpartum anemia. Factors influencing itcidence of postpartum
anemia were postpartum haemorrhage (AOR [95% C8§:[2.4-9.3]), inadequate
intake of iron and folic acid supplements (AOR [9€): 6.2[2.7-14.2]), prolonged
second stage labour (AOR [95% CI]: 2.5[1.2- 5.4] amd arm circumference <23cm
(AOR [95% CI]: 2.0[1.1-3.7]). Authors concluded themmediate postpartum anemia
is a rising problem in health facilities necessiigtclose monitoring and immediate

intervention.
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MATERIAL AND METHODS

Source of Data:

“The present study was conducted among pregnantewodelivering at
atleast 28 weeks of pregnancy or more, in the laboom at K.L.E's Dr. Prabhakar

Kore Hospital and Medical Research Centre, Belafyava period of 1 year.”

Study design:

Prospective, observational and follow up study.

Study period:

One year from February 2023 — January 2024

Place of Study:

“Department of Obstetrics and Gynecology at KLEs BPrabhakar Kore

Charitable Hospital and Medical Research Centradei”

Sample size:

To calculate the incidence of postpartum anemia, dlierall women who

underwent delivery at the institution during thedst period of 1 year was used.

A prevalence of 50% - 60% anemia in pregnant womwes reported by
Indian studies. Considering 50% prevalence with &nple error, the following

formula was used to calculate sample size.
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Where,

Zo2= Standard normal variate 1.96

P = Expected proportion from a given populatisd%)

d = Absolute error (5%)

By imputing the values in the above formula, minnmgample size of 196

participants was obtained.

A sample size 0200 participants were selected and post delivery heatg|
level and interventions done were noted and thestcipants were followed up 3

weeks later to document the improvement in hemaglob

Selection Criteria

Inclusion Criteria

*  Women aged 18 years or more
* Women undergoing vaginal deliveries at a gestatiaga of at least 28 weeks.
* Women undergoing caesarean section at a gestatigaalf at least 28 weeks.

*  Women willing to follow up after 3 weeks

Exclusion criteria

«  Women less than 18 years of age
* Women diagnosed with anaemia antenatally

* Women not willing to give consent for follow up

Methodology
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All pregnant women admitted to KLEs Dr Prabhakarré&KdCharitable
Hospital, Belagavi with at least 28 week of pregnawilling to participate in the
study by signing the informed consent were includedthe study. A detailed
information on demographics and patient historystagonal details and delivery
details were recorded on a case report form degdigmecifically for the study.
Hemoglobin levels after 24 hours post delivery waged in all women to evaluate
postpartum anemia. Hemoglobin level <10 g/dl wass@ered as postpartum anemia.
Incidence of postpartum anemia was calculated lsjuding the total number of
deliveries during the study period. Data of varidngerventions done in these
anaemic women was also collected. 200 women wheived parenteral mode of
intervention were then followed up after 3 weeksirdérvention and haemoglobin
levels were assessed to document improvement. Tifieaoy of different

interventions for treatment of anemia were evalliate
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CONSORT DIAGRAM:

- ‘@

Total number of patients screened to documenimisemoglobin at follow up- 225

Total number of recruited patien200

Lost to follow up-25

Data collection

The following data were collected and entered ¢ase history proforma

* Age and weight

» Socioeconomic status

e Time from admission to delivery

» Parity status

* Mode of delivery

» Period of gestation

* Hemoglobin levels 24 hour after delivery and aloiwl up and iron deficit
* Type of intervention for anemia treatment

« Safety including adverse events
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Ethical considerations

Institutional ethical clearance was obtained pitoinitiation of the study. The
details of the study were explained to the patieamd an informed consent was

obtained from all patients.

Data handling

The collected data were entered in Microsoft exar®d the related records
were stored safety with no access to other studsopeel.

Statistical analysis

All data was entered in the Microsoft excel shewt then imported to SPSS
version 22 software for statistical analysis. Categl variables were summarized as
frequency and percentages. Continuous variables wessented as Mean, standard
deviation median and range. Improvement in henmgldevels at follow up as
compared to postpartum day 1 was done using pdireest. Comparison of
Hemoglobin improvement among various interventimas done using t test and post

hoc tukey test. P-value less than or equal to i@Bates statistical significance.
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RESULTS:

A total of 4083 deliveries during the study peraddl year have been included

and the following observations were noted. Mosthef patients belonged to the age

group of 26-30 years (n=1768, 43.3%), followed ky25 years (n=916, 22.4%). The

descriptive statistics and age distribution ares@néed in Table 1 and Graph 1.

Table 1: Distribution of patients based on age

Age group Frequency Percentage
18-20 years 26 5.5%
21-25 years 916 22.4%
26-30 years 1768 43.3%
31-35 years 619 15.2%
>35 years 554 13.6%
Total 4083 100.0%

X
%)
=
2
=
=
<
(-9

<20 years

Age distribution

43.3%

21-25 years 26-30 years

Age

>35 years

Graph 1: Bar diagram showing age distribution of stidy population
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Overall, 2012 (49.3%) patients belonged to a middbss, 1861 (45.6%)
patients belonged lower class and 210 (5.1%) patieelonged to upper class. The
distribution of patients based on socioeconomitustes shown in Table 2 and Graph

2.

Table 2: Distribution of patients based on socioecmmic status

Socioeconomic status Frequency Percentage
Lower class 1861 45.6%
Middle class 2012 49.3%
Upper class 210 5.1%

Total 4083 100.0%

Socioeconomic status

X
%)
-
-
=
=
<
o

Lower class Middle class Upper class

Socioeconomic status

Graph 2: Bar diagram showing socioeconomic statusf atudy population
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Most patients weighed between 61-70 Kg (n=995, @4,4ollowed by 51-60
Kg (n=960, 23.5%) and 71-80 Kg (n=724, 17.7%). Dipsve statistics and patient

distribution based on weight is shown is Table @ @naph 3.

Table 3: Distribution of patients based on weight

Body weight Frequency Percentage
<40 Kg 318 7.8%
41-50 Kg 624 15.3%
51-60 Kg 960 23.5%
61-70 Kg 995 24.4%
71-80 Kg 724 17.7%
81-90 Kg 282 6.9%
>90 Kg 180 4.4%

Total 4083 100.0%

Weight distribution

X
%)
=
4
=
=
<
o

<40Kg 41-50Kg 51-60Kg 61-70Kg 71-80Kg 81-90Kg  >90Kg

Weight

Graph 3: Bar diagram showing weight distribution of study population

Page 31



Results

Distribution of patients based on parity statususnmarized in Table 4 and
Graph 4. Overall, 1869 (45.8%) patients were primigla and 2214 (54.2%) were

multigravida.

Table 4: Distribution of patients based on parity gatus

Parity status Frequency Percentage

Primigravida 1869 45.8%

Multigravida 2214 54.2%
Total 4083 100.0%

Parity status

X
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Primigravida Multigravida

Parity status

Graph 4: Bar diagram showing parity status among sidy population

Page 32



Results

In this study, patients (n=1413, 34.6%) underwelitttrm emergency lower
segment caesarean section (LSCS), 1182 (28.9%npatinderwent normal delivery,
1123 (27.5%) patients underwent full term electi&CS. Modes of delivery in this

study population are summarized in Table 5 and BEp

Table 5: Distribution of patients based mode of délery

Mode of delivery Frequency Percentage
Full term normal delivery 1182 28.9%
Preterm delivery 282 6.9%
Full term emergency LSCS 1413 34.6%
Full term Elective LSCS 1123 27.5%
preterm Emergency LSCS 83 2.0%
Total 4083 100.0%

Mode of delivery

34.6%

X
%)
=
=
=
-
<
o

2.0%

Full term normal Preterm delivery Full term Full term preterm
delivery emergency LSCS Elective LSCS Emergency LSCS

Mode of delivery

Graph 5: Bar diagram showing mode of delivery
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Overall, 2040 (50.0%) patients were in gestatiomaek 36-40 weeks
followed by 32-36 weeks (n=1384, 33.9%). Detailgefiod of gestation are shown

in Table 6 and Graph 6.

Table 6. Distribution of patients based on period bgestation

Period of gestation Frequency Percentage
28-32 weeks 451 11.0%
32-36 weeks 1384 33.9%
36-40 weeks 2040 50.0%

>40 weeks 208 5.1%
Total 4083 100.0%

Period of gestation

ES
)
-
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28-32 weeks 32-36 weeks 36-40 weeks > 40 weeks

Period of gestation

Graph 6: Bar diagram showing distribution based onperiod of gestation
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Of the 4083 patients, 2183 (53.5%) patients haddgwbin level < 10 g/dL
suggestive of postpartum anemia, whereas 1900%#)gatients had normal levels of
hemoglobin (>10 g/dL). The incidence of postparamemia is shown in Table 7 and

Graph 7.

Table 7: Incidence of postpartum anemia in the stugl population

Postpartum anemia Frequency Percentage
Yes 2183 53.5
No 1900 46.5
Total 4083 100.0%

Postpartum Anemia

X
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=
2
=
=
<
(-8

Graph 7: Bar diagram showing incidence of postpartin anemia in the study

population
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Mode of delivery among patients with postpartumnaiaeis summarized in

Table 8 and Graph 8.

Most patients who had undergone full term emergd8¢S (38.6%) were

diagnosed with postpartum anaemia followed bytkrn vaginal delivery (33.1%).

Table 8: Mode of delivery among patients with postartum anemia

Mode of delivery Frequency Percentage
Full term vaginal delivery 723 33.1
Preterm delivery 101 4.6
Full term emergency LSCS 843 38.6
Full term elective LSCS 414 19.0
Pre term emergency LSCS 102 4.7
Total 2183 100

Mode of delivery

38.6%

x
»
=
2
=
=
<
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Full term normal Preterm delivery Full term Full term Elective preterm
delivery emergency LSCS LSCS Emergency LSCS

Mode of delivery

Graph 8: Bar diagram showing mode of delivery amongpatients with

postpartum anemia
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Various interventions carried out in patients wihstpartum anemia during
the study period are shown in Table 9 and Graphdt patients were prescribed oral
iron supplements (59.4%) followed by Inj ferrousmse (19.6%) and Inj FCM 1g

(13.7%).

Table 9: Type of intervention in patients with pospartum anemia

Type of intervention Frequency Percentage
Oral Iron supplements BIC 1296 59.4
Inj FCM 1 gm 298 13.7
Inj FCM 500 mg 119 55
Inj Ferrous sucrose 428 19.6
Blood transfusion 42 1.9
Total 2183 100

Type of Intervention

X
»
=
2
=
=
<
(-

1.9%

Oral Iron InjFCM 1 gm  Inj FCM 500 mg Inj Ferrous Blood
supplements BID sucrose transfusion

Type of intervention

Graph 9: Bar diagram showing type of intervention
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Oral iron supplementation takes longer time to emjgh iron store, hence
were excluded from follow up. 200 patients who reee parenteral modes of iron
correction or blood transfusion were selected aféking informed consent and

followed up 3 weeks post intervention to documéatrise in haemoglobin.

Among the 200 patients observed at follow up, 189.5%) had received
parenteral therapy and 11 (5.5%) had received hi@odfusion (Table 10 and Graph

10).

Table 10: Postpartum intervention category of partcipants at 3 weeks follow up

Postpartum anemia Frequency Percentage
Parenteral 189 94.5
Blood transfusion 11 5.5
Total 200 100.0%

Interventions for anemia
94.5%

ES
%)
=
4
=
=
<
(-%

Parenteral Blood transfusion

Type of intervention

Graph 10: Bar diagram showing postpartum interventon category of

participants at 3 weeks follow up
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Specifically, most patients (n=102, 50.5%) wereated with Injection (Inj)
Ferrous sucrose 200 mg x 4 doses followed byFtfic CarboxymaltoséFCM) 1

gm IV in 250 ml neutral Saline (NS) x 1 dose (n=38,6%); Table 11 and Graph 11.

Table 11: Postpartum intervention (sub- categorizabn) of participants at 3

weeks follow up

Specific intervention Frequency Percentage
Inj FCM 1 gm IV 76 38
Inj FCM 500 mg 9 45
Inj Ferrous sucrose 200 mg x 4 dosgs 102 51
Inj Ferrous sucrose 200 mg x 5 dosgs 2 1
1 pint blood transfusion 8 4
2 pint blood transfusion 3 15

Total 200 100.00%

Specific Interventions

51.0%

%

v
=
2
w
=
<
o

Inj FCM 1 gm Inj FCM 500 Inj Fe sucrose Inj Fe sucrose 1 pint blood 2 pint blood
IVin250 ml mgin 100 ml 200 mgx4 200mgx5 transfusion transfusion
NS x 1 dose NS x 1 dose doses doses

Type of intervention

Graph 11: Bar diagram showing postpartum interventon( sub- categorization)

of participants at 3 weeks follow up
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Table 12: Mode of intervention and mean improvemenin Hb after 3 weeks in

various modes of delivery-

Mode of delivery Mode of intervention Mean improvenent
in Hb
Full term vaginal delivery| Inj FCM- 30 1.1 g/
Inj Iron sucrose- 28 1 g/dl
Blood transfusion- 1 1 g/dl
Pre term delivery Blood transfusion- 2 1.5 g/dI
Full term emergency Inj FCM- 14 1.2 g/dI
LSCS
Inj Fe sucrose- 33 1 g/dl
Blood transfusion- 3 1.2 g/l
Full term elective LSCS Inj FCM- 24 1.1g/dl
Inj Iron sucrose- 23 0.9 g/dl
Blood transfusion- 3 1 g/dl
Pre term emergency LSCS Inj FCM- 17 1 g/dl
Inj Iron sucrose- 20 0.9 g/dl
Blood transfusion- 2 1.2 g/l

In various modes of delivery, the average incréasmemoglobin at 3 weeks

follow up post intervention was noted as shownail& 12.
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Overall, 198 (89.0%) patients reported no adversnts. Nausea, fever and
chills were reported by 2 patients each. All casese treated with Inj Avil and Inj

hydrocort. The frequency of adverse events areepted in Table 13 and Graph 12.

Table 13: Frequency of adverse events in study pofation

Adverse reactions Frequency Percentage
None 196 98.0
Nausea 2 1.0
Fever and chills 2 1.0
Total 202 100.0%

Adverse events
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1.0% 1.0%

Nausea Fever and chills

Adverse events

Graph 12: Bar diagram showing adverse reactions istudy population
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The mean + SD and median (range) hemoglobin levvéheafollow up visit

was 10.5 £0.7 g/dL and 10.5 (8.2-12.4), respedctiy€hble 14).

Table 14: Descriptive statistics of postpartum hemglobin level in the study

population
Variable N Mean SD Median | Range
Hemoglobin level at follow up, | 200 10.5 0.7 10.5 8.2-12.4
g/dL
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Comparison of mean = SD changes in hemoglobin seveim postpartum day
1 and follow up are summarised in Table 15 and BrEj Compared to postpartum
day 1 there was significant improvement in the mee&8D Hemoglobin level at the
follow up visit (9.5+0.7 g/dL vs 10.5+0.7 g/dL; medifference [95% CI]: 1.07[1.02

to 1.13]; p=0.000)

Table 15: Comparison of hemoglobin levels betweentZne points

Postpartum day 1 At follow up P value

mean + SD, n=202| mean + SD, n=202

Hemoglobin level, g/dL 9.5+0.7 10.5+0.7 0.000

Mean difference (95% CI) 1.07(1.02 to 1.13)

Mean Hemoglobin

During postpartum At follow up

Mean hemoglobin

Graph 13: Comparison of hemoglobin levels betweentime points
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Effect of treatment on improvement in hemoglobivelds shown in Table 16

and Graph 14. Overall, Highest mean improvemefiteimoglobin levels was noted

with 2 pint blood transfusion (2.1 £0.5 g/dL) faled by Inj Fe sucrose 200 mg x 5

doses (1.5t 0.4g/dL). The difference in improvemedydtween groups was

statistically significant (p=0.000)

Mean Hemoglobin improvement

=
o
S~
o
=
=
w
S
w
>
o
-9
o
2
2
<
wi
b=

Inj FCM 1 gm IV Inj FCM 500 mg Inj Fe sucrose Inj Fe sucrose 1 pint blood
in250 MINSx 1in 100 mINSx1 200 mgx 4 200 mg x 5 transfusion
dose dose doses doses

Mean Hemoglobin improvement

2 pint blood
transfusion

Graph 14: Comparison of mean improvement across diérent treatment types
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Table 16: Comparison of mean Hemoglobin level impneement between different

interventions
95% Confidence
Std. Interval for Mean =
N | Mean
Deviation Lower | Upper value
Bound |Bound
Inj FCM 1 gm IV 76 | 1.1 0.3 1.0 1.1
Inj FCM 500 mg IV 9 | 1.2 0.3 1.0 1.5
Inj Fe sucrose 200 mg x 4 dose{ 102 | 1.0 0.4 0.9 1.1
Inj Fe sucrose 200 mg x 5 dose{ 2 15 0.4 -2.3 5.3 | 0.000
1 pint blood transfusion 8 1.3 0.1 1.2 1.4
2 pint blood transfusion 3 2.1 0.5 1.0 3.2
Total 202 | 11 0.4 1.0 1.1
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The additional post hoc tukey test showed signifeeadifference (p<0.05) in
the mean improvement between 2 pint blood transfuas compared to Inj FCM 1
gm IV in 250 ml NS x 1 dose mean difference, 95% 100[0.4. 1.7]), Inj FCM 500
mg in 100 ml NS x 1 dose (0.9[0.1, 1.6]) Inj Fersse 200 mg x 4 doses (1.1[0.4,

1.7])and 1 pint blood transfusion (0.8[0.1, 1.6]akble 17).

Table 17: Post hoc tukey test showing specific meacomparison between

different treatment groups

Inj ECM | Inj FCM

1gm IV | 500 mgin Inj Fe Inj Fe tlpin(; élpinc:
Variable in250ml | 100 ml Zggcrose 2§gcrose 0? . ofo .
NS x 1 NS x 1 mg X 4 mg x 5| transfusi | transfusio
doses doses on n
dose dose
Inj FCM 1
gm IVin -0.2 0.0 -04 -0.2 -1.0*
250 ml NS x ) (-0.6,0.2)| (-0.1,0.2) | (-1.2,0.4) | (-0.6,0.2)| (-1.7,-0.4)
1 dose
Inj FCM
500 mg in 0.2 0.2 -0.3 -0.1 -0.9*
100 mI NS x| (-0.2, 0.6) i (-0.2,0.6) | (-1.2,0.6) | (-0.6,0.5)| (-1.6,-0.1)
1 dost¢
Inj Fe
sucrose 200 0.0 -0.2 -0.5 -0.3 -1.1%
mg x 4 (-0.2,0.1)| (-0.6, 0.2) i (-1.3,0.3) | (-0.7,0.1)| (-1.7,-0.4)
doses
Inj Fe
sucrose 200 0.4 0.3 0.5 0.2 -0.6
mg x 5 (-0.4,1.2)| (-0.6,1.2)| (-0.3,1.3) i (-0.7,1.1)| (-1.6,0.4)
doses
1 pint blood 0.2 0.1 0.3 -0.2 _ -0.8*
transfusion | (-0.2,0.6)| (-0.5,0.6)| (-0.1,0.7) | (-1.1,0.7) (-1.6, -0.1)
2 pint blood 1.0* 0.9* 1.1* i 0.6 0.8*
transfusion | (0.4.1.7)| (0.1,1.6)| (0.4,1.7) (-0.4,1.6)| (0.1, 1.6)

“Test used: Post hoc tukey test, * indicated sigaiice p<0.05”
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DISCUSSION

Prevalence of postpartum anemia is increasing Hloleith higher risk
among women in developing or lower-and middle-inectountries. Early detection
and optimal treatment is paramount as postpartueman is associated with
morbidity, mortality and decreased quality of liiehe present study was conducted to
determine the incidence of postpartum anemia ammgen admitted with at least
28 week of pregnancy at K.L.E’s Dr. Prabhakar Kdospital and Medical Research
Centre, Belagavi. Additionally, the various intemtiens carried out to treat

postpartum anemia were assessed and the efficatifferent treatments were noted.

During the study period, there were a total of 4@@8veries in the hospital.
Most of the patients belonged to the age group6e8@ years (43.3%), followed by
21-25 years (22.4%) and weight between 61-70 Kg4@4, followed by 51-60 Kg
(23.5%) and 71-80 Kg (17.7%). Overall, 49.3% pasidmelonged to a middle class,
45.6% patients belonged lower class and 5.1% patis#longed to upper class. The
demographic characteristics were consistent witkvipus studies carried out in
southern part of India where most women were oGeyears of age and belonged to

middle class [19, 58].

Low parity is reported as protective against pastpa anemia and women
with more than 2 pregnancies are at an enhanceafianemia. Further, the risk of
postpartum anaemia is higher among women with plaltpregnancies and those
with <2 years of space between pregnancies [225%]1,In this study, overall 45.8%
patients were primigravida and 54.2% were multigtavWhile most patients in our

study were multigravida, the space between pregesmas not recorded.
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Risk of postpartum anemia is lower among women déiiver vaginally than
those who deliver by caesarean section which doeldue to high risk of postpartum
haemorrhage and associated morbidity among caesdsd@ery [60]. In our study,
most women diagnosed with postpartum anemia undgrwaesarean sections
including full term emergency LSCS, full term elget LSCS and pre term
emergency LSCS and only 33% had undergone vagiglaledy. The relationship
between gestational age and postpartum anemiathsugh not directly linked,
preterm pregnancies often require caesarean seatidrmay results in postpartum
haemorrhage resulting in anemia [61]. In our stwdymen were required to be of at
least 28 weeks of preghancy to be part of the sty only 4.6 women who

underwent preterm delivery had postpartum anemia.

Postpartum anemia is characterised by hemogloleldebelow 10 g/dl or
hematocrit below 30%. However, various studies hewesidered different cut off
levels including <12 g/dL, <11 g/dL and <10g/dL assess postoperative anemia.
Hemoglobin levels <10g/dL are suggestive of clittljcaignificant anemia and hence
the same was considered a cut off value in ourystudidence of anemia during the
study period was 53.5%. The frequency is much highe compared 25%
[hemoglobin <12 g/dL] reported by by Bhagwan Dakj43] 29% [Hemoglobin level
<10g/dL] reported by Medina Garrido C, et al [485% [hemoglobin level <11g/dL)
by Rubio-Alvarez A, et al [46] and lower as comphte 76% reported by Selvaraj R
et al [47]. The difference in incidence across gtoould be related to varying cut off

hemoglobin levels used, inclusion criteria and nignof assessment.
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Management of postpartum anemia typically involsegeral strategies aimed
at replenishing iron stores, correcting hemogldbirels, and addressing underlying
causes. The main management approaches includeanaherapy, parenteral iron
therapy and blood transfusion. These should be lsogmted with dietary
modification encouraging iron rich diet and redgcimtake of foods which are
inhibitors of iron absorption [62World Health Organization recommends routine
iron supplementation for postpartum women for astehree months to replenish iron
stores [12]. Most commonly prescribed medicatiowdude, oral iron, 1V iron sucrose
and IV ferric carboxymaltose. In this study, mohart half of the patients were
prescribed twice daily oral iron supplements (59.4&lowed by injection ferrous

sucrose (19.6%) and injection FCM 1 g (13.7%).

Blood transfusions have traditionally been usednamage severe anemia in
the puerperium. However, even in the absence ai ¢tansfusion indications, many
women without severe symptoms receive blood transfs. This practice can
potentially heighten the risk of septicemia, herfugal reactions, delayed wound
healing, and thromboembolism, especially in caskerg multiple transfusions are
administered [63]As per guidelines, severe anemia characterisedenyoglobin
levels <7 g/L should be immediately treated witbdal transfusion. In this study only

1.9% of patients were treated with blood transfusio

American College of Obstetricians and Gynecologists (ACOG) suggests
evaluating hemoglobin levels in the postpartumgeeend treating accordingly. They
emphasise on regular follow up and recommend padtim visits with their
obstetrician-gynecologists or other obstetric gan@viders within the first 3 weeks

postpartum. This initial assessment should be vi@hb up with ongoing care as
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needed, concluding with a comprehensive postpasisih no later than 12 weeks
after birth [64]. In our study, hemoglobin levelene checked within 24 hours after
delivery to evaluate anemia and upon treatmeneptiwere followed up after 3

weeks to evaluate improvements.

Among the oral and IV treatments, oral iron theraages much longer to
replenish iron stores. Oral supplements remairgelgrunabsorbed in the digestive
tract and less than 20 mg is absorbed per day whieans a continuous oral iron
supplementation for at least a month is neededctuiegae 10 g/L increase in
hemoglobin and it may take minimum of six months dompletely normalise
Hemoglobin levels and replenish iron stores [654s& on the above facts and
considering a short follow up of 3 weeks, a tofa2@0 women treated with parenteral
iron such as inj FCM 1g (38%), Inj FCM 500g (4.5%), Ferrous sucrose 200 mg*4
doses (51%), Inj Ferrous sucrose 200 mg*5 dose$, (1%int blood transfusion (4%)

and 2 pint blood transfusion (1.5%) were includedffirther analysis.

Adverse events of iron therapies have been reppredously. According to
a systematic review carried out by Avni T, et alugion reactions are common
adverse events in patients treated with IV ironrdhg and incidence of
gastrointestinal AEs are reduced [66]. In anothstesnatic review, Sultan P, et al
reported increased likelihood of skin flushing amqratients treated with 1V iron
than oral iron whereas gastrointestinal side effeicicluding constipation and
dyspepsia were reduced [48]. Blood transfusionsaaseciated with inherent riks of
transmission of pathogens and immunosuppressioh [67our study, the rate of
adverse events was significantly low with inciden¢®nly 2% comprised of nausea,

fever and chills in 2 women each.
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Previous studies have shown an overall improvenremtemoglobin levels
after treatment. Li N, et al reported a mean improent of 1.84 g/dL at week 2,
2.98g/dL at week 5, 3.62 g/dL at week 6 as compameldaseline among patients
treated with oral iron [68]. Hansen R et al repdréemean improvement of 0.4 g/dL
at week 6 with IV iron therapy [69]. Perell6 MF, &t [41] and EL Khouly et al
reported greater improvements in IV groups as coatpéo only oral therapy. Hye
RA et al [70] compared the efficacy of IV iron sase and blood transfusion among
postpartum women and reported comparative mean dglehbin improvements
between both groups. In another study, Khamaisehl eeported greater but not
significant improvements in mean haemoglobin levelthin 1 week among patients
who underwent blood transfusion as compared tadv sucrose [71]. These results
suggested that while blood transfusion is effectilie 1V iron therapies are almost as

effective as blood transfusion in reversing the bglobin levels to normal levels.

Similar improvements were noted in our study ampatents treated with IV
iron and blood transfusions. Compared to postpartiay 1 there was significant
improvement in the mean + SD Hemoglobin level atftillow up visit (9.5+£0.7 g/dL
vs 10.5+0.7 g/dL; mean difference [95% CI]: 1.00Lto 1.13]; p=0.000). Highest
mean improvement in hemoglobin levels was noteti @ipint blood transfusion (2.1
+0.5 g/dL) followed by Inj Fe sucrose 200 mg x Seé® (1.5+ 0.4g/dL), which was
similar to previous reports. Upon additional post analysis, 2 pint blood transfusion
was an independent factor which increased the hgleio level as compared to
other modes of intervention. This confirms thatdaldransfusion is effective in rapid
increase in hemoglobin levels and replenishing stores as compared to IV iron

therapies.
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Strengths of the Study

STRENGTHSOF THE STUDY -

Incidence of postpartum anemia was calculated amalhgvomen who
underwent delivery at the institution which is ooethe main tertiary care
centres in the area. This gives a real-world ddiechvcan be extrapolated to
determine incidence at a larger level.

Patients were followed up after three weeks to ssssmprovements in
hemoglobin levels. Those receiving oral therapy ewexcluded from the
study, as oral treatments typically take longegltoit a response, which could

potentially skew the data on improvements.
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Limitations of the Study

LIMITATIONSOF THE STUDY -

Convenient sampling was used to include patients for analysis of secondary
objective which could have resulted in selection bias and unequal number of
patients with different interventions.

A limitation of this study is that it was conducted at a single tertiary care
center, which may affect the generalizability of the results. Most women in
rural areas might not visit such centers, thereby potentially skewing the data
and limiting its applicability to the broader population. Further studies are
warranted at population level, state level and country level are warranted to
determine the incidence of postpartum anemiain India

Short follow-up duration was another limitation, which prevented the
evaluation of the efficacy of oral iron. Considering that oral iron is the most
commonly used treatment modality for postpartum anemia, randomized
controlled trials with long-term follow-up evaluating the efficacy of oral iron

in comparison to parenteral iron and blood transfusion are needed.
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CONCLUSION

Incidence of postpartum anemia was higher affecting more than half of the
study population.

Improvements in mean iron levels at 3 weeks of follow up in selected patients
was significantly higher in women who underwent blood transfusion and 1V
ferrous sucrose as compared to other methods.

The results show that efficacy of IV ferrous sucrose is ailmost equal to that of
blood transfusion in reversing the mean iron levels among postpartum women
with only 3 weeks of follow up.

The study highlights the importance of follow up appointments and regular
monitoring of hemoglobin and iron levels post-treatment to ensure recovery
and adjust treatment as necessary.

While we reported higher incidence of postpartum anemia, further studies are
warranted at population, state, and country levels to determine the incidence of
postpartum anemiain India. Additionally, conducting comprehensive research
across different demographics and regions is essential to gain a holistic

understanding of the prevalence and impact of postpartum anemia.
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Summary

SUMMARY -

The present study was conducted at K.L.E’s Dr. [ralr Kore Hospital and
Medical Research Centre( Department of Obstetnds@ynaecology), Belagavi with
an objective to determine the incidence of postparanemia and to find out the
various interventions carried out for treatmentpoStpartum anemia. All women
aged 18 years or more undergoing vaginal or camsaections at a gestational age of
at least 28 weeks fulfilling the inclusion criterigere included in the study. A detailed
information on demographics and patient historystagonal details and delivery
details were recorded. Hemoglobin levels measaftat 24 hours post-delivery of
<10 g/dl was considered as postpartum anemia. &than were treated with different
interventions including oral iron therapy, IV irdherapy and blood transfusion as
deemed necessary. For the secondary analysis, 86temvwere then followed up
after 3 weeks of intervention and haemoglobin lewskre assessed to document
improvement. The efficacy of different interventsofor treatment of anemia in those

patients was evaluated.

A total of 4083 deliveries during the study periidl year were included to
evaluate primary objective. Most of the patientbobged to the age group of 26-30
years (43.3%), belonged to middle class (49.3%ighexl between 61-70 Kg (24.4%)
and 54.2% were multigravida, 50.0% were in gestalioveek 36-40 weeks. Most
patients (34.6%) underwent full term emergency LS@®idence of postpartum
anemia in this study was 53.5%. Overall, 38.6% atfgmts with postpartum anemia
underwent full term emergency LSCS. 59.4% wereeckavith oral iron supplements

and remaining were treated with either IV or blowdnsfusion. However, since
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follow up was short duration, only women treatedhwd and/or blood transfusion

were included for secondary analysis.

Among 200 women who followed up for secondary asialy94.5% received
parenteral therapy and 5.5% received blood tramsfuOverall, 89.0% patients
reported no adverse events. Nausea, fever and wlelle reported by 2 patients each.
All cases were treated with Inj Avil and Inj hydoot Compared to postpartum day 1
significant improvement was noted in the mean +H&inoglobin level at the follow
up visit (9.5+0.7 g/dL vs 10.5+0.7 g/dL; mean difface [95% CI]: 1.07[1.02 to
1.13]; p=0.000). Overall, Highest mean improvemartemoglobin levels was noted
with 2 pint blood transfusion (2.1 £0.5 g/dL) foled by Inj Fe sucrose 200 mg x 5
doses (1.5+ 0.4g/dL). The difference in improvemnegtiveen groups was statistically
significant (p=0.000). This was further confirmeg post hoc Tukey test which
showed significance difference (p<0.05) in the meaprovement between 2 pint
blood transfusion as compared to Inj FCM 1 gm IV2B0 ml NS x 1 dose mean
difference, 95% CI: 1.0[0.4. 1.7]), Inj FCM 500 rmg100 ml NS x 1 dose (0.9[0.1,
1.6]) Inj Ferrous sucrose 200 mg x 4 doses (1.1[0A)and 1 pint blood transfusion

(0.8[0.1, 1.6]).
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ANNEXURE-I

KAHER'S JINMC BELAGAVI

INFORMED CONSENT FORM

‘A PROSPECTIVE STUDY OF POSTPARTUM ANAEMIA- INCIDEN CE AND

INTERVENTIONS.”

Name of Student/Principal Investigator: ----------

Name of Guide/Co Investigators:

Objective: To assess the incidence of postpartum anaemiapfibthe interventions

done and compare the efficacy of different modestefvention.

Introduction:

Anemia after the delivery of a child (postpartuneiam) isa common problem
throughout the world. The prevalence of postparamamia is highest in developing

countries like India where it is a major cause atennal morbidity and mortality.

It has been estimated that of the ~500,000 matelesths occurring each year
on a global scale in association with delivery, 2@ caused by peripartum
hemorrhage and anemia. In India, the prevalengmstpartum anemia is considerably
higher, in the range of 50%-60%. These figures ewigk that postpartum iron
deficiency and anemia are continuing major healtiblems that should be given more

attention.
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Postpartum anaemias can be managed by oral irgolesuents, or parentral

injections including iron sucrose and ferric carjpoaltose.
Blood transfusions can be done in very severe cases
Explanation of procedure

v’ After taking informed consent, haemoglobin levelglbpregnant women being
admitted to KLES Dr. Prabhakar Kore Hospital flilfig the inclusion criteria
will be recorded at 24 hrs post delivery to asghesincidence of postpartum
anaemia.

v' The different modes of interventions done to cdrrbis anaemia will be
monitored and recorded, and their efficacy noted.

v’ Patients will be asked to follow up after 3 weeksreatment to document their

improvement in hemoglobin.

Withdrawal from participation in the study: Participation in this study is voluntary.
You will be free to decide whether to participatehis study or continue participation
once enrolled. In case you decide to withdraw ymarticipation, you are free to do so.

However, please convey the decision to the prindipeaestigator.

Possible benefits from participating in the study: You will/will not have nor get any
benefits by participating in this study. The datahgred will help the population at

large.

Possible risks from participating in the study: There are no risks involved in

participating in this study.
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Privacy and confidentiality: The information collected from you will be coded, t
prevent any person from identifying you. Your itgnwill never be revealed. The
data collected from you will be kept confidentiadeonly processed or aggregated data

will be used for publication.

Financial incentives: You will not receive any payment for participatim this study.

Authorization for publication of aggregated data: Results obtained after processing
of the aggregated data will be published for sdienpurposes and or presented to

scientific groups. However, your identity will nrevbe revealed.

Questions: In case of any questions with regard to this stydy, are free to contact:
“Name of student/PIl, mobile number, email ID” Ifybave any question or complaints
with regard to your right as study participant ymay contact Dr Harsha Hegde,

Chairperson, Ethical committee of INMC, 0831-247@ExXtension 4052.

Legal rights: By signing this consent form, we are not waving ahyour legal rights.
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CONSENT STATEMENT

I am making a voluntary decision to participate the study A
PROSPECTIVE STUDY OF POSTPARTUM ANAEMIA- INCIDENCE AND
INTERVENTIONS.” . My signature below indicates that | have decitteparticipate
and | have read the information provided aboveherihformation provided above has
been read to me in the language that | understastd b was given the opportunity to

ask questions and that they have been answerey satmsfaction.

Name of the participant:

Signature or left thumb impression of the partioipa

Name of the witness:

Signature or left thumb impression of the witness:

Name of the investigator:

Signature of the investigator:
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ANNEXURE-II

STUDY PROFORMA

Serial Number-
Name-

IP no-

Occupation-

Income-
Socioeconomic status-
Obstetric score:
Gravida-

Para-

Live-

Presenting complaints-

H/o easy fatiguability/ giddiness-
H/o hook worm infestation-

H/o anorexia-

H/o breathlessness-

H/o puffiness of face-

H/o iron intolerance-

Past History-

Age-

Address-

LMP-
EDD-
Period of gestation-

Mode of delivery-
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H/o DM/ HTN/ Asthma/ Epilepsy/ TB/ Thyroid or Cagdi disorders-

H/o blood transfusion/ drug allergies/ previousgsuies-

Menstrual history-
Menarche at-

Past cycles-

Obstetric history-
Married life-

Score-

Details about previous pregnancy:
H/o antepartum haemorrhage-
H/o postpartum haemorrhage-
H/o blood transfusion-

H/o any other complications-
Present pregnancy-

1. H/o antepartum haemorrhage-
2. H/o postpartum Haemorrhage-
3. H/o blood transfusion-

4. H/o iron and folic acid intake-
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General examination-
Features of chronic anaemia- Yes No

Pallor
Glossitis

Facial puffiness

A

Koilonychia

Vitals-
PR-
BP-
CVS-
RS-

Investigations-

1. Haemoglobin-
2. Urine routine and microscopy-
3. Blood- urea and creatinine
4. Peripheral Smear
Iron deficit-

Mode of intervention done-
Yes No
Oral Iron supplements

Inj Fe sucrose
Inj FCM

Blood transfusion
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Adverse events noted during transfusion of theep#ti

Yes No

1. Anaphylactic reaction

( Shivering, hypotension)

2.Nausea/ Vomiting
3. Thromophlebitis

4. Abdominal pain-

5. Diarrhoea-

6. Chills-

7. Joint pains-

Post therapy assessment-

Date of follow up-

Parameters assessed 3 weeks post therapy-
Mode of iron transfusion received-

1. Symptomatic improvement-

2. Haemoglobin-
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a
. . Nausea- Inj Avil
1 | 1194895 | 26years | Middleclass | 60kgs | 08-02-2023 | 10-02-2023 | 11-02-2023 G2p1LL FTND 3oweeksd | oy 932mg Yes |MFCM1gmVin No and Inj hydrocort | 02:03-2023 | 10.2g/dl | 1.2 g/dl
days P50 mI NS x 1 dose given
39 weeks 4 Inj Fe sucrose 200 .
2 | 1176420 | 30years lowclass | 50kgs | 18-04-2023 | 22-04-2023 | 23-04-2023 G2pP1LL FTND 9.2g/dl 836 mg Yes No Nil 14-05-2023 | 10.2g/dl | 1g/di
days mg x 4 doses
31 weeks 5 InjfFCM 1 gmin
3 | 1183640 | 35years lowclass | 58kgs | 16-05-2023 | 20-05-2023 | 21-05-2023 | G4P3L2D1 PTD e 75g/dl | 1098mg | Yes | 250mINS x1 No Nil 11-06-2023 | 8.2g/dl | 0.7g/dl
Y dose
FT emergency | 38 weeks 2 Inj FCM 1 gm in
4 1176543 29 years Middle class | 67 kgs | 12-03-2023 15-03-2023 16-03-2023 Primigravida LSC? ¥ davs 10 g/dI 1056 mg Yes 250 mI NS x 1
¥ dose
5 | 1198567 | 21vyears lowclass | 50kgs | 11-03-2023 | 13-03-2023 | 14-03-2023 G2AL FT eTSecrie"o’ 39 weeks | 8.6g/dl 908 mg Yes '"J:]eg i”::;’;:eioo No Nil 07-022023 | 10g/dl | L.4g/dl
37 weeks 0 InjFCM 1gmin
6 | 1187690 | 22years lowclass | 80kgs | 12-06-2023 | 13-06-2023 | 14-06-2023 G2A1 FTND e 10 g/dl 760 mg Yes | 250mINS x1 No Nil 01-04-2023 | 11g/dl | 1g/di
Y dose
7 | 1198763 | 28vyears | Middleclass | 70kgs | 09-04-2023 | 12-04-2023 | 13-04-2023 | Primigravida PTD 32 ‘g’:‘fsks 2| 75g/d 1256 mg | Yes No Yes ; szp'"t Nil 08-05-2023 | 10g/dl | 2.5g/dl
37 weeks 1 Inj Fe sucrose 200 .
8 | 1197652 | 30years lowclass | 89kgs | 12-02-2023 | 14-02-2023 | 15-02-2023 G3P2L2 FTND oy 8 g/dl 880 mg Yes | duses No Nil 07-03-2023 | 9g/d | 1g/di
. FT Elective Inj FCM 500 mg in .
9 | 1000191 | 32years | Middleclass |60kgs | 17-08-2023 | 18-08-2023 | 19-08-2023 G2pP1LL Lscs 37 weeks | 9.8g/dl 816 mg Yes | N XL e No Nil 06-09-2023 | 11.6g/dl | 1.8g/dl
FT Elective | 37 weeks 2 Inj FCM 500 mg in .
10 | 1000102 | 28years lowclass | 68kgs | 17-08-2023 | 18-08-2023 | 19-08-2023 G2pP1LL Lscs doye 10g/dl | 79376mg | Yes |T-ECE TSR No Nil 07-09-2023 | 10.8g/dl | 0.8g/dl
. . Nausea- Inj Avil
11 | 1176456 | 30years lowclass | 70kgs | 18-02-2023 | 21-02-2023 | 22-02-2023 G2A1 PTD 35weeks2 | g o0/l 854 mg Yes |MFCM500mgin No and Inj hydrocort | 14-03-2023 | 11.2g/dl | 1.3g/dl
days fL00 mI NS x 1 dose given
12 | 1198760 | 28vyears | Middleclass | 48kgs | 20-03-2023 | 20-03-2023 | 21-03-2023 Gapalp | TEmergency|36weeksO | 730 mg yes | Fesucrose 200 No Nil 11-04-2023 | 10.2g/dl | 0.2 g/dl
LSCS days mg x 4 doses
PT Emergency | 34 weeks 2 Inj FCM 500 mg in
13 | 1120891 | 32years | Middleclass |80kgs | 22-01-2023 | 22-01-2023 | 23-01-2023 G2A1 LSCE ¥ e 10 g/dl 789 mg Yes | 100mINS x1 No Nil 14022023 | 11g/dl | 1g/di
Y dose
31 weeks 5 Inj Fe sucrose 200
14 1145890 30 years Low class 77 kgs | 24-03-2023 26-03-2023 27-07-2023 Primigravida PTD days 9.9g/dl 876 mg Yes mg x 2 doses No Nil
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FT Emergency | 38 weeks 0 Inj FCM 1 gm in
15 | 1178321 | 30years | Middleclass |SOkgs | 22-09-2023 | 22-09-2023 | 23-09-2023 | G3P1L1A1 Lscg v aye 9.2g/dl 836 mg Yes | 250mINS x1 No Nil 12102023 | 10g/dl | 0.8g/dl
dose
16 | 1189667 | 31 years lowclass | 52kgs | 29-052023 | 30-05-2023 | 31-05-2023 G2pP1L1 PTD 32 weeks | 10g/dl 1065mg | Yes '"J:g i“::;’;:eioo No Nil
17 | 1182567 | 30years | Middleclass |62kgs | 18-05-2023 | 19052023 | 20-05-2023 Gapaly  [[TEmergency | 36weeksO | ooy 1085mg | ves [|MFesucrose200 No Nil
LSCS days mg x 4 doses
FT emergency | 38 weeks 6 Inj FCM 1 gm in
18 | 1198754 | 28years | Middleclass |70kgs | 22-06-2023 | 24-06-2023 | 25-06-2023 G3A2 s cg ¥ doye 10 g/dl 836 mg Yes | 250mINS x1 No Nil 20072023 | 11g/dl | 1g/di
dose
. . FT Elective | 39 weeks 2 Inj FCM 500 mg in .
19 1109876 20 years Low class 72 kgs | 18-07-2023 19-07-2023 20-07-2023 Primigravida LSCS days 9.8g/dl 832 mg Yes h00 mi NS x 1 dose No Nil
20 | 1176542 | 28years | Middleclass | 76kgs | 20-07-2023 | 22072023 | 23-07-2023 Gop1ly [T EmerBency | 32weeks3 |y, oy 786mg | ves |MFesucrose200] il
LSCS days mg x 4 doses
FT emergenc Inj FCM 1 gm in
21 1298760 34 years Low class 58 kgs | 22-07-2023 25-07-2023 26-07-2023 G4P3L3 LSC? Y1 39 weeks 9.2g/dl 856 mg Yes 250 mI NS x1 No Nil
dose
22 | 1134567 | 21vyears lowclass | 66kgs | 18-06-2023 | 19-06-2023 | 20-06-2023 G2A1 FTElective | 35 weeks | 9.8g/dl 768 mg yes |IMi Fe sucrose 200 No Nil
LSCS mg x 3 doses
33 weeks 2 InjfFCM 1 gmin
23 1178090 22 years Low class 54 kgs | 08-06-2023 11-06-2023 12-06-2023 Primigravida PTD davs 10 g/dI 870 mg Yes 250 mI NS x1 No Nil
¥ dose
FT emergency | 37 weeks 3 Inj FCM 1 gm in
24 | 1120000 | 28years | Middleclass |69 kgs | 10-06-2023 | 10-06-2023 | 11-06-2023 G2pP1LL s cg ¥ ‘:;’a ) 10 g/dl 984 mg Yes | 250mINS x1 No Nil
Y dose
25 | 1119800 | 24vears | lowclass | S8kgs | 11-08-2023 | 14082023 | 15-08-2023 | G3PILIAL | | CorBeneY| 3aweeksS gy 784mg | ves [MFesucrose200] il
LSCS days mg x 4 doses
InjFCM 1gmin
26 | 1173280 | 21years | Middleclass | 62kgs | 10-04-2023 | 13082023 | 14-04-2023 | Primigravida | | E"L"Sec'geno’ 36 ‘g:esks 2| 10g/d 860 mg Yes | 250 mINS x1 No Nil
Y dose
. . . FT Elective | 38 weeks 3 Inj FCM 500 mg in .
27 1184320 22 years Middle class | 67 kgs | 11-02-2023 13-02-2023 14-02-2023 Primigravida LSCS days 9.8g/dl 780 mg Yes h00 mi NS x 1 dose No Nil
28 | 1109345 | 24years | Middleclass |71kgs | 16-03-2023 | 18032023 | 19-03-2023 G3A2 PTD 34 weeks | 9.8g/dl 846 mg Yes '"J:g i”:r;;:ezoo No Nil
38 weeks 3 InfFCM 1 gmin
29 | 1140239 | 30years lowclass |59 kgs | 15-03-2023 | 17-03-2023 | 18-03-2023 G3P2L2 FTND e 10 g/dl 680 mg Yes | 250mINS x1 No Nil
¥ dose
30 | 1120789 | 37years lowclass | 61kgs | 16-04-2023 | 17-04-2023 | 18-04-2023 G2A1 PTD 32 weeks | 9.2g/dl 720 mg Yes '"J;eg i“::;’;:eioo No Nil
InjFCM 1gmin
31 | 1143225 | 29years | Middleclass |67 kgs | 01-08-2023 | 07-08-2023 | 08-08-2023 G2 |7 E"L"Sec'geno’ 32 ":’;eks Y ogal 932 mg Yes | 250 mINS x1 No Nil
Y dose
InjfFCM 1 gmin
32 | 1198043 | 26 years lowclass | 65kgs | 03-08-2023 | 04-08-2023 | 05-08-2023 G2pP1LL FTND 37 weeks | 9.7g/dl 890 mg Yes | 250mINS x1 No Nil
dose
e e oy FT emergency Inj FCM 500 mg in .
33 | 1174324 | 28 years lowclass | 73kgs | 11-06-2023 | 12-06-2023 | 13-06-2023 G2pP1LL e 38weeks | 10g/dl 680 mg Yes Lo et o No Nil
34 | 1187520 | 27years | Middleclass |63kgs | 10-08-2023 | 11082023 | 12-08-2023 Gopily  [TTEMerBency|SIWeeks2 | g g | gaomg | ves |MFesucrose200) il
LSCS days mgx 4 doses
32 weeks 4 Inj Fe sucrose 200 .
35 | 1176520 | 19years lowclass | 59kgs | 12-07-2023 | 12-07-2023 | 13-07-2023 G2A1 PTD 9.7g/dl 784 mg Yes No Nil
days mgx 4 doses
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38 weeks 3 InjFCM 1gmin
36 | 1189034 | 28years | Middleclass |55kgs | 19-07-2023 | 19-07-2023 | 20-07-2023 G2P1L1 FTND P 9.6g/dl 830 mg Yes | 250mINS x1 No Nil
v dose
FT Elective | 39 weeks 0 Inj FCM 500 mg in .
37 | 1198028 | 30years lowclass | 59kgs | 11-07-2023 | 12:07-2023 | 13-07-2023 G2P1LL Lscs doys 9.4g/dl 820 mg Yes o NS doee No Nil
38 | 1209878 | 34years | Middleclass |48kgs | 10-08-2023 | 11-08-2023 | 12-082023 | G3P1L1AL PTD 32weeks3 | g ol 740 mg Yes |Mi Fe sucrose 200 No Nil
days mg x 4 doses
33 weeks 1 Inj Fe sucrose 200 .
39 | 1113246 | 29 years lowclass | 52kgs | 12-06-2023 | 13-06-2023 | 14-06-2023 G3A2 PTD 10 g/dI 794 mg Yes No Nil
day mg x 4 doses
39 weeks 2 InjFCM 1gmin
40 | 1196856 | 26years | Middleclass | 60kgs | 14-06-2023 | 19-06-2023 | 20-06-2023 | Primigravida FTND e 9.8g/dl 824 mg Yes | 250mINS x1 No Nil 10072023 | 11g/dl | 1.2g/dl
Y dose
39 weeks 2 InjFCM 1gmin
41 | 1196160 | 28years | Middleclass |64 kgs | 29-05-2023 | 01-06-2023 | 02-06-2023 | Primigravida FTND e 9.4g/dl 780 mg Yes | 250mINS x1 No Nil 21-06-2023 | 10.2g/dl | 0.8g/dI
Y dose
42 | 1197238 | 23years | Middleclass | 60kgs | 17-06-2023 | 20-06-2023 | 21-06-2023 | Primigravida | ETsecrgency 36 weeks | 9.8g/dl 816 mg Yes '”J;Z i”:';;:eioo No Nil 10-07-2023 | 10.7g/dl | 0.9 g/dl
37 weeks 1 InjFCM 1 gm in
43 | 1197237 | 22years | Middleclass |80kgs | 15-06-2023 | 20-06-2023 | 21-06-2023 G2P1L1 FTND o 9.2g/dl 1037mg | Yes | 250mINS x1 No Nil 12:07-2023 | 10.2g/dl | 1g/di
v dose
. (Chills, fever noted-
44 | 1197140 | 23years | Middleclass | 69kgs | 15-06-2023 | 20-06-2023 | 21-06-2023 Gopil1 |7 emergency |dOweeksl | o oy 1089 mg | Yes No IpINtPCV. | avilandInj | 10-07-2023 | 9.8g/dl | 1.2g/dl
LSCS day transfused .
Hydrocort given
. . . 38 weeks 1 Inj Fe sucrose 200 .
45 | 1199636 | 28years | Middleclass |52kgs | 26-06-2023 | 01-07-2023 | 02-07-2023 | Primigravida FTND dy 10.2 g/dI 728 mg Yes | 4 doses No Nil 29-07-2023 | 11.8g/dl | 1.6g/dl
37 weeks 1 InjFCM 1gmin
46 | 1200150 | 28years | Middleclass |80kgs | 01-07-2023 | 04-07-2023 | 05-07-2023 G2P1LL FTND h 9.6g/dl 925 mg Yes | 250mINS x1 No Nil 01-08-2023 | 10.8g/dl | 1.2g/dl
Y dose
. FT emergency | 39 weeks 3 Inj Fe sucrose 200
47 | 1200355 | 29years | Middleclass |62kgs | 01-07-2023 | 04-07-2023 | 05-07-2023 G2P1L1 9.8g/dl 828 mg Yes No NIl 01-08-2023 | 10.2g/dl | 0.4g/dl
LSCS days mg x 4 doses
FT Elective | 39 weeks 5 InjFCM 1 gm IVin .
48 | 1200858 | 24 years lowclass | 80kgs | 01-07-2023 | 06-07-2023 | 07-07-2023 G2P1L1 Lo dors 9.6g/dl 960.8mg | Yes o7 BT T No Nil 01-08-2023 | 10.2g/dl | 0.6g/dl
49 | 1201144 | 21years | Middleclass | 48kgs | 03-07-2023 | 07-07-2023 | 08072023 | Primigravida | CTerBency |37weeks4 |0, 707 m, yes | Fe sucrose 200 No Nil 29-07-2023 | 10.8g/dl | 0.6g/dl
v 8 s LSCS days ~8 s mg x 4 doses o8 -0 8
. FT Elective | 38 weeks 4 1 pint PCV .
50 | 1202611 | 27years | Middleclass |50kgs | 10-07-2023 | 13-07-2023 | 14-07-2023 G3P212 Lscs doys 8.6g/dl 908 mg Yes No e Nil 01-08-2023 | 10g/dl | Lag/dl
51 | 1203071 | 22vyears | Middleclass | 62 kgs | 10-07-2023 | 15072023 | 16-07-2023 | Primigravida | | STe'BENCY [39weeks6 | g )y 886 m yes | Fe sucrose 200 No Nil 08-08-2023 | 10.2g/dl | 0.8g/dl
v 8 s LSCS days 48 s mg x 4 doses 28 S8
FT emergency | 40 weeks 5 [nj FCM 1 gm in
52 1202993 21 years Middle class | 65 kgs | 11-07-2023 15-07-2023 16-07-2023 Primigravida LSC? ¥ days 9.8g/dl 843 mg Yes 250 mI NS x1 No Nil 01-08-2023 11.2g/dl | 1.4g/dl
dose
. . . FT emergency | 40 weeks 2 Inj Fe sucrose 200 .
53 1202714 21 years Middle class | 60 kgs | 16-07-2023 20-07-2023 21-07-2023 Primigravida LSCS days 10 g/dI 788 mg Yes me x 4 doses No Nil 12-08-2023 11.2g/dl | 1.2g/dl
. FT emergency | 38 weeks 3 Inj Fe sucrose 200 .
54 | 1196603 | 28years | Middleclass | 56kgs | 14-06-2023 | 17-06-2023 | 18-06-2023 G2P1LL 10 g/dl 768 mg Yes No Nil 11-07-2023 | 11.2g/dl | 1.2g/dl
LSCS days mg x 4 doses
55 | 1196438 | 25years | Middleclass | 80kgs | 14-06-2023 | 19-06-2023 | 20-06-2023 G2p1L1 FTND 38 ‘g’:;ks 31 92/ 828 mg Yes '”J;Z i”:';;:eioo No Nil 01-07-2023 | 10.4g/dl | 1.2g/dl
39 weeks 1 Inj Fe sucrose 200 .
56 | 1195966 | 27 years lowclass | 60kgs | 11-06-2023 | 15-06-2023 | 16-06-2023 G2P1LL FTND sy 9.2¢/dl | o032mg | ves ™ EPTTRC No Nil 10-07-2023 | 10g/dl | 0.8g/dl
57 | 1195830 | 36 years lowclass | 80kgs | 11052023 | 15-05-2023 | 16052023 | Gapai2a1 |/ eTsecrgency 37 weeks | 7.4g/dl 1383mg | Yes No tzr apr']:;uzce\; Nil 12062023 | 9g/dl | 1.6g/dl
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58 | 1196027 | 24 years lowclass | 78kgs | 11-05-2023 | 15-05-2023 | 16-05-2023 | Primigravida FTND 38 ‘g’:‘fsks 21 92/l 1028mg | Yes '”Jr: i”:';;:ezoo No Nil 12-06-2023 | 10g/dl | 0.8g/dl
FT emergency | 37 weeks 2 Inj FCM 1 gm in
59 | 1195564 | 28 years lowclass | 90kgs | 11-05-2023 | 12-05-2023 | 13-05-2023 G2pP1LL Lscg ¥ e 8.4g/dl 828 mg Yes | 250mINS x1 No Nil 01-06-2023 | 9.6g/dl | 1.2g/dl
v dose
39 weeks 1 InfFCM 1 gmin
60 | 1196674 | 30years lowclass | 50kgs | 14-07-2023 | 17-07-2023 | 18-07-2023 | Primigravida FTND o 9 g/dl 824 mg Yes | 250mINS x1 No Nil 11-08-2023 | 10.2g/dl | 1.2g/dl
Y dose
39 weeks 2 InjFCM 1gmin
61 | 1186412 | 28years | Middleclass | 60kgs | 14-03-2023 | 17-03-2023 | 18-03-2023 | Primigravida FTND ‘;"a ) 9.2g/dl 828 mg Yes | 250mINS x1 No Nil 12-04-2023 | 10.8g/dl | 1.6g/dl
Y dose
FT emergency | 39 weeks 6 Inj FCM 500 mg in
62 | 1182741 | 20years | Middleclass |50kgs | 16:04-2023 | 16-04-2023 | 17-04-2023 G2pP1D1 LSC? v aye 8.6g/dl 908 mg Yes | 100mINS x1 No Nil 10-05-2023 | 9.4g/dl | 0.8g/dl
dose
. 37 weeks 4 Inj Fe sucrose 200 .
63 | 1194418 | 29years | Middleclass | 60kgs | 16:04-2023 | 16-04-2023 | 14-04-2023 | G3PILIAL FTND oy 9.4g/dl 740 mg Yes | i doses No Nil 17-05-2023 | 10g/dl | 0.6g/dl
64 | 1195771 | 25years | Middleclass | 60kgs | 10-06-2023 | 10-06-2023 | 11-06-2023 G3P2L2 FTND 38 ‘g’:;ks 2| 98g/dl 8188 mg | Ves '”J;Z i”:';;:eioo No NIl 01-07-2023 | 10.4g/dl | 0.6g/dl
FT emergency | 37 weeks 2 Inj FCM 1 gm in
65 | 1196090 | 22years lowclass | 62kgs | 09-06-2023 | 10-06-2023 | 11-06-2023 | Primigravida Lscg ¥ days 9.8g/dl 830 mg Yes | 250mINS x1 No Nil 01-07-2023 | 10.4g/dl | 0.6g/dl
dose
InjfFCM 1 gmin
66 | 1196119 | 27years | Middleclass | 68kgs | 10-06-2023 | 11-06-2023 | 12-06-2023 | Primigravida FTND 39 weeks | 9.2g/dl 840 mg Yes | 250mINS x1 No Nil 01-07-2023 | 10.2g/dl | 1g/dl
dose
. . . 39 weeks 4 Inj Fe sucrose 200 .
67 1196004 19 years Middle class | 68 kgs | 10-06-2023 15-06-2023 16-06-2023 Primigravida FTND days 9.2g/dl 832mg Yes mg x 4 doses No Nil 11-07-2023 9.4 g/dl 0.2g/dl
68 | 1196436 | 23years | Middleclass | 70kgs | 10-06-2023 | 14-06-2023 | 15-06-2023 | Primigravida FTND 39 ‘g’:;ks 61 98g/dl 819 mg Yes '”J;Z i”:';;:eioo No Nil 07-07-2023 | 10.4g/dl | 0.6g/dl
69 | 1196470 | 27 years lowclass | 82kgs | 14-06-2023 | 17-06-2023 | 18-06-2023 | Primigravida | | ET:C'?"CV 39 weeks | 9.2g/dl 908 mg Yes '”J;Z i”:';;:eioo No Nil 08-07-2023 | 10.2g/dl | 1g/di
70 | 1196488 | 32years | Middleclass | 80kgs | 15-06-2023 | 17-06-2023 | 18-06-2023 G3P2L2 FTND 39 ‘g’:;ks 2| 9ag/dl 832 mg Yes '”J;Z i”:';;:eioo No Nil 01-07-2023 | 10g/dl | 0.6g/dl
39 weeks 1 Inj Fe sucrose 200 .
71 | 1196392 | 28years lowclass | 60kgs | 17-06-2023 | 17-06-2023 | 18-06-2023 G2pP1LL FTND oy 9.8g/dl 932 mg Yes | duses No Nil 02:07-2023 | 10.4g/dl | 0.6g/dl
InjfFCM 1 gmin
72 | 1196303 | 30years lowclass | 60kgs | 14-06-2023 | 16-06-2023 | 17-06-2023 | Primigravida FTND 39 weeks | 9.8g/dl 728 mg Yes | 250mINS x1 No Nil 02:07-2023 | 10.2g/dl | 0.4g/dl
dose
FT emergency | 38 weeks 2 Inj Fe sucrose 200 .
73 | 1196490 | 22 years lowclass | 60kgs | 06-06-2023 | 10-06-2023 | 11-06-2023 G2pP1LL ol doys 9.2g/dl 832 mg Yes | duses No Nil 01072023 | 102g/dl | 1g/di
FT emergenc Inj FCM 500 mg in
74 | 1203435 | 26years | middleclass |50kgs | 11-07-2023 | 17-07-2023 | 18-07-2023 G2pP1LL s cg Y1 38 weeks | 10g/dl 644 mg Yes | 100mINS x1 No Nil 08-08-2023 | 11.2g/dl | 1.2g/dl
dose
. . 39 weeks 4 Inj Fe sucrose 200 .
75 1156821 30 years Low class 62 kgs | 14-03-2023 16-03-2023 17-03-2023 Primigravida FTND days 9.6g/dl 828 mg Yes me x 4 doses No Nil 01-04-2023 10.2g/dl | 0.6g/dl
20 weeks 4 Inj FCM 500 mg in
76 1182414 32 years Low class 60 kgs | 27-08-2023 30-08-2023 31-08-2023 Primigravida FTND davs 10 g/dI 678 mg Yes 100 mI NS x 1 No Nil 21-09-2023 11.4g/dl | 1.4g/dl
Y dose
77 | 1000717 | 26years | Middleclass | 60kgs | 30-10-2023 | 01-11-2023 | 02-11-2023 Gpir |V ET:C'?"CV 37 weeks | 10g/dl 788 mg Yes '”J;Z i”:';;:eioo No Nil 24-11-2023 | 10.8g/dl | 0.8g/dl
78 | 1001718 | 21years lowclass | 60kgs | 27-11-2023 | 29-11-2023 | 30-11-2023 | Primigravida FTND 38 Z:\jsks 2| 10g/d 788 mg Yes '"J:g i”::;’;:eioo No Nil 21122023 | 10.8g/dl | 0.8g/dI
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InjFCM 1gmin
79 | 1195802 | 27vyears | Middleclass |55 kgs | 13-06-2023 | 14-06-2023 | 15-07-2023 | Primigravida | " eTSecriemy 39 ‘;V:;ks 3| 9gg/dl 790.4mg | Yes | 250 mINS x1 No Nil 05-07-2023 | 10.4g/dl | 0.6g/dl
dose
Inj Fe sucrose 200 .
80 | 1104727 | 30years lowclass | 50kgs | 11-05-2023 | 13-05-2023 | 14-05-2023 G3P2L2 FTND 39weeks | 9g/dl 860 mg Yes | duses No Nil 06-06-2023 | 10g/dl | 1g/di
81 | 1198078 | 28years lowclass | 50kgs | 13-06-2023 | 13-06-2023 | 14-06-2023 G2PILL FTND 38weeks4 | g 4ol 812 mg Yes |Mi Fe sucrose 200 No Nil 01-072023 | 10g/dl | 0.6g/dl
days mg x 4 doses
. Inj Fe sucrose 200 .
82 | 1002367 | 30years | Middleclass | 70kgs | 22-07-2023 | 22-07-2023 | 23-07-2023 G3P2L2 FTND 40 weeks | 10g/dl 836 mg Yes | i doses No Nil 14-08-2023 | 11g/dl | 1g/dl
0. 1o 0. FT emergency | 39 weeks 4 InjfFCM 1 gm IVin . 10
83 | 1008219 | 28years lowclass | 68kgs | 19-09-2023 | 19-09-2023 | 20-09-2023 G2pP1LL e oy 102g/dl | 79376mg | Yes [MT-F BT T No Nil 12-10-2023 | 10.8g/dl | 0.6g/dl
FT emergency | 37 weeks 2 Inj FCM 500 mg in
84 | 1001102 | 30years | Middleclass |42kgs | 17-08-2023 | 18-08-2023 | 19-08-2023 G2pP1LL s cg y ‘;"ays 10.2 g/dl 680 mg Yes | 100mINS x1 No Nil 09-09-2023 | 11.4g/dl | 1.2g/dl
dose
A . 39 weeks 2 Inj Fe sucrose 200 .
85 | 1007284 | 18years lowclass | 58 kgs | 24-08-2023 | 24-08-2023 | 25-08-2023 | Primigravida FTND oy 10 g/dl 778 mg Yes | doses No Nil 15-09-2023 | 10.8g/dl | 0.8g/dl
. . 40 weeks 2 InjFCM 1 gm IVin .
86 1028417 24 years Low class 50 kgs | 20-09-2023 26-09-2023 27-09-2023 Primigravida FTND days 9 g/dl 860 mg Yes D50 mi NS x 1 dose No Nil 17-10-2023 10g/dl 1g/dl
87 | 1248007 | 28years High 60kgs | 30-09-2023 | 30-09-2023 | 01-10-2023 | Primigravida PTD 34 g:\jsks 2 | 102g/dl 759 mg Yes Ianqug i”::;’;:eioo No Nil 22-102023 | 10.8¢g/dl | 0.6g/dI
FT emergency | 38 weeks 4 InjFCM 1 gm IVin .
88 | 1082742 | 28years lowclass | 60kgs | 03-07-2023 | 07-07-2023 | 08-07-2023 G2pP1LL ol doye 9 g/dl 932 mg Yes b NS doce No Nil 28072023 | 10.4g/dl | L4g/dl
89 | 1082417 | 20years | Middleclass | 82kgs | 10-04-2023 | 17-04-2023 | 18-04-2023 | Primigravida | " eTsecrgency 40 weeks | 9.8g/dl 938 mg Yes Ianqug i”::;’;:eioo No Nil 08-052023 | 12.4g/dl | 2.6g/dl
38 weeks 3 InjFCM 1 gm in
90 | 1008218 | 24years | Middleclass |86kgs | 16-08-2023 | 16-08-2023 | 17-08-2023 | Primigravida FTND e 8.6g/dl 1200mg | Yes | 250miINS x1 No Nil 07-09-2023 | 10.2g/dl | 1.6g/dl
v dose
. . 32 weeks 4 InjFCM 1 gm IV in .
91 | 1008241 | 27years lowclass | 83kgs | 11-03-2023 | 15-03-2023 | 16-03-2023 | Primigravida PTD oy 9.8g/dl 1200mg | ves MR BT T No Nil 06-04-2023 | 10.4g/dl | 0.6g/dl
92 | 1008412 | 28years lowclass | 92kgs | 11-02-2023 | 14-02-2023 | 14-02-2023 G2pP1L1 FTND 3oweeks2 | g /g 1400 m Yes [MFCM1gmiVin No Nil 08-03-2023 | 9.4g/dl | 1.4g/dl
v W 8 days & 8 P50 ml NS x 1 dose ! 48 48
. FT emergency | 38 weeks 2 InjFCM 1 gm IVin .
93 | 1174611 | 26years | Middleclass | 72kgs | 01-03-2023 | 04-03-2023 | 05-03-2023 G2pP1LL ol doye 10 g/dl 845 mg Yes b NS doce No Nil 26032023 | 11lg/dl | 1g/di
38 weeks 1 InjFCM 1 gm in
94 | 1134218 | 30years lowclass | 70kgs | 30-01-2023 | 08-02-2023 | 09-02-2023 G2pP1L1 FTND o 9 g/dl 760 mg Yes | 250mINS x1 No Nil 28022023 | 10g/dl | 1g/dl
v dose
38 weeks 2 Inj Fe sucrose 200 .
95 | 1003418 | 30years lowclass | 82kgs | 14-04-2023 | 14-04-2023 | 15-04-2023 G2pP1LL FTND doys 10 g/dl 980 mg Yes | duses No Nil 06-052023 | 1lg/dl | 1g/di
. FT emergency | 39 weeks 2 1 pint PCV .
96 | 1012147 | 30years | Middleclass |62kgs | 01-12-2023 | 10-12-2023 | 11-12-2023 G3P2L2 ol doye 8.8g/dl 976 mg Yes No e Nil 01012024 | 10g/dl | 1.2g/dl
FT emergenc 2 pint PCV (Chills, fever noted-
97 | 1178749 | 28years lowclass | 70kgs | 17-08-2023 | 17-08-2023 | 18-08-2023 G2pP1L1 Lscg V| 40weeks | 7g/dl 1340mg | Yes No tr:nsfuse 4 | miAvilandinj | 09-09-2023 | s.2g/dl | 22¢/cl
Hydrocort given
. InjFCM 1 gm IVin .
98 | 1008217 | 22years | Middleclass | 68kgs | 01-08-2023 | 07-08-2023 | 08-08-2023 G2pP1LL FTND 40 weeks | 9.2g/dl 956 mg Yes b e o No Nil 28082023 | 10.2g/dl | 1g/dl
99 | 1008271 | 19years | Middleclass | 50kgs | 01-09-2023 | 10-09-2023 | 11-09-2023 G2pP1LL FTND 3oweeks 2 | 15 g/l 716 m, Yes [MFCM1gmiVin No Nil 01-10-2023 | 11.4g/dl | 1.2g/dl
v ! 8 days 28 e P50 ml NS x 1 dose ' 8 28
100 | 1196701 | 29 years lowclass | 52kgs | 15-06-2023 | 22:06-2023 | 23-06-2023 G3P2L2 FTND 38 ":’1:'(5 ] 1028/ 642 mg Yes Ianqug i”::;’;:eioo No Nil 13072023 | 11g/dl | 0.8g/dl
101 | 1196715 | 27years | Middleclass |72kgs | 19-06-2023 | 19-06-2023 | 20-06-2023 Gapalp  [TTEmergency|34weeksd | ooy 990 mg yes | Fesucrose 200 No Nil 11-07-2023 | 10g/dl | 0.8g/dl
LSCS days mg x 4 doses
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102 | 1196612 | 21years | Middleclass |62kgs | 11-06-2023 | 19-06-2023 | 20-06-2023 | Primigravida FTND 38 ‘g’:‘fsks 6| 10g/ 738 mg Yes '"Jr:: i”:";’;:ezoo No Nil 11-07-2023 | 11g/dl | 1g/dl
. 37 weeks 5 InjFCM 1 gm IVin .
103 | 1196794 | 20years | Middleclass | 80kgs | 19-06-2023 | 19-06-2023 | 20-06-2023 | G3P1L1AL FTND doys 9.2g/dl 1037mg | ves [ CoR BT No Nil 11-07-2023 | 10g/dl | 0.8g/dl
39 weeks 2 InNjFCM 1 gm IVin .
104 | 1191786 | 27years lowclass | 80kgs | 27-05-2023 | 27-05-2023 | 28-05-2023 G2P1LL FTND doys 10.2 g/dl 924 mg Yes Do NS dose No Nil 18-06-2023 | 10.8g/dl | 0.6g/dl
38 weeks 2 1pint PCV .
105 | 1192124 | 25 years lowclass | 70kgs | 20-05-2023 | 29-05-2023 | 30-05-2023 G2P1LL FTND dors 8.4g/dl 1104mg | Yes No o oot Nil 20-06-2023 | 9.6g/dl | 1.2g/dl
05 G _OC. A . FT emergency | 39 weeks 1 InjfFCM 1 gm IVin . o
106 1192205 26 years Low class 72 kgs | 22-05-2023 29-05-2023 30-05-2023 Primigravida LSCS day 8.4g/dl 1122 mg Yes D50 mi NS x 1 dose No Nil 19-06-2023 9.8 g/dl 1.4g/dl
107 | 1191818 | 24vyears | Middleclass | 60 kgs | 28-05-2023 | 28-05-2023 | 29-05-2023 | Primigravida FTND 39 ‘;V:;ks 4| gag/d | s744mg | ves '"J:]eg i”::;’;:eioo No Nil 19062023 | 11g/dl | 1.6g/dl
37 weeks 2 InjFCM 1 gm IV in .
108 | 1192752 | 23 years lowclass | 60kgs | 01-06-2023 | 01-06-2023 | 02-06-2023 G3P212 FTND dors 9.2¢/dl | 9032mg | ves Lo7-f T T No Nil 21-06-2023 | 10g/dl | 0.8g/dl
R e e FT emergency | 40 weeks 1 InjfFCM 1 gm IVin . oy
109 | 1192161 | 28 years lowclass | 82kgs | 04-06-2023 | 04-06-2023 | 05-06-2023 | G3PIL1AL P . 102¢/dl | 8s42mg | ves [NF P BT No Nil 29-06-2023 | 10.8g/dl | 0.6g/dl
110 | 1105218 | 30years lowclass | 68kgs | 18-03-2023 | 18032023 | 19-03-2023 Gopily [T emergency |40weeks2 | o, g 793 mg Yes [N Fe sucrose 200 No Nil 10042023 | 11.4g/dl | 1.2g/dl
LSCS days mg x 4 doses
L . FT emergency | 39 weeks 2 InjFCM 1 gm IVin .
111 1194756 20 years Low class 60 kgs | 17-03-2023 17-03-2023 18-03-2023 Primigravida LSCS days 10 g/dI 730 mg Yes b50 mi NS x 1 dose No Nil 08-04-2023 11 g/dl 1g/dl
112 | 1194871 | 20vyears lowclass | 50kgs | 01042023 | 12-04-2023 | 13-04-2023 | Primigravida || cmergency |39weeks2 | o 812 m yes | Fe sucrose 200 No Nil 03-05-2023 | 10.2g/dl | 0.8g/dl
v 8 s LSCS days 48 s mg x 4 doses 28 S8
. L . FT emergency | 38 weeks 2 InjFCM 1 gm IVin .
113 1120489 20 years Middle class | 54 kgs | 18-03-2023 18-03-2023 19-03-2023 Primigravida LSCS days 8.6g/dl 940 mg Yes b50 mi NS x 1 dose No Nil 09-04-2023 9.4g/dl 0.8g/dl
L . Inj Fe sucrose 200 .
114 1000924 28 years Low class 58 kgs | 12-09-2023 12-09-2023 13-09-2023 Primigravida FTND 40 weeks 9g/dl 896 mg Yes me x 4 doses No Nil 07-10-2023 10 g/dI 1g/dl
FT emergency | 39 weeks 2 Inj Fe sucrose 200 .
115 | 1198421 | 30years lowclass | 60kgs | 16-04-2023 | 16-04-2023 | 17-04-2023 G2P1LL 9.8g/dl 816 mg Yes No Nil 07-05-2023 | 10.2g/dl | 0.4g/dl
LSCS days mg x 4 doses
FT emergency | 40 weeks 1 Inj Fe sucrose 200 .
116 | 1178902 | 28 years lowclass | 60kgs | 13-04-2023 | 16-04-2023 | 17-04-2023 | G3P1L1AL 10.2 g/dI 832 mg Yes No Nil 07-05-2023 | 11g/dl | 0.7g/dl
LSCS day mg x 4 doses
117 | 1189845 | 22 years lowclass | 60kgs | 27-06-2023 | 27-06-2023 | 28-06-2023 G3P1L1AL FTND 39 ‘g’:;ks 2| 9ag/dl 920 mg Yes '"J;Z i”:';;:eioo No Nil 18-07-2023 | 10g/dl | 0.6g/dl
e e ey FT emergency | 39 weeks 2 InjfFCM 1 gm IVin . oy
118 | 1190532 | 30years lowclass | 60kgs | 17-05-2023 | 18-05-2023 | 19-05-2023 G2P1L1 P dors 91g/dl | 917.6mg | Yes Lo T T No Nil 09-06-2023 | 10g/dl | 0.9g/dl
119 | 1178121 | 25 years lowclass | 60kgs | 15-05-2023 | 20-05-2023 | 21-05-2023 | Primigravida FTND 39 ‘g’:;ks 2| 10g/d 774 mg Yes '"J;Z i”:';;:eioo No Nil 10-06-2023 | 11g/dl | 1g/dl
120 | 1178030 | 25years | middleclass | 62 kgs | 10-04-2023 | 16-04-2023 | 17-04-2023 G2PILL FTND 37 Z:\jsks 4| 92g/d | 91664mg | ves '"J:g i“::;’;:eioo No Nil 09-052023 | 10g/dl | 0.8g/dl
Inj Fe sucrose 200 .
121 | 1178622 | 24vyears lowclass | 60kgs | 15-06-2023 | 15-06-2023 | 16-06-2023 | G3P1L1AL FTND 39 weeks | 9g/dl 828 mg Yes [ e dases No Nil 06-07-2023 | 10g/dl | 1g/dl
40 weeks 2 InjFCM 1 gm IV in .
122 | 1189954 | 22 years lowclass | 62kgs | 18-05-2023 | 21-05-2023 | 22-05-2023 G2P1LL FTND dors 9.6g/dl 858 mg Yes D N dose No Nil 12-062023 | 11g/dl | 1.4g/dl
L . Inj Fe sucrose 200 .
123 1108214 30 years Low class 60 kgs | 03-03-2023 03-03-2023 04-03-2023 Primigravida FTND 39 weeks 10 g/dI 788 mg Yes me x 4 doses No Nil 25-03-2023 10.8g/dl | 0.8g/dl
124 | 1001247 | 34years lowclass | 60kgs | 16-04-2023 | 17-04-2023 | 18-04-2023 G4P3L3 FTND 39 ‘(’;’:;ks 2| g/ 1076 mg | Yes '"J;eg i“;:;’;:eioo No Nil 07-052023 | 9.8g/dl | 1.8g/dl
125 | 1008218 | 27 years lowclass | 70kgs | 01-08-2023 | 07-08-2023 | 08-08-2023 | G3P1L1AL FTND 37 weeks | 8.1g/dl 1165mg | Yes No tlr :;:;uzce\; Nil 31-08-2023 | 9.4g/dl | 1.3g/dl
39 weeks 2 Inj Fe sucrose 200
126 1008412 24 years Middle class | 50 kgs | 06-06-2023 06-06-2023 07-06-2023 Primigravida FTND days 9.4g/dl 912 mg Yes mg x 4 doses No Nil 30-06-2023 10.8g/dl | 1.4g/dl
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127 | 1108111 | 32years lowclass | 48kgs | 03-04-2023 | 03-04-2023 | 04-04-2023 G3p11Al |1 ET:C'?"CV 40weeks | 9g/d 8456mg | Ves '"Jr:: i”:";’;:ezoo No Nil 25-04-2023 | 10g/dl | 1g/di
. Inj Fe sucrose 200 .
128 | 1107877 | 29years | Middleclass | 68kgs | 11-04-2023 | 16-04-2023 | 17-04-2023 G2pP1LL FTND 40weeks | 102g/dl | 79376mg | Yes | BT No Nil 07-05-2023 | 10.8g/dl | 0.6g/dl
129 | 1005682 | 30years | Middleclass | 80kgs | 04-07-2023 | 07-07-2023 | 08-07-2023 | Primigravida PTD 36 ‘;”:‘fsks 6| 72g/ 1421mg | Yes No tlr:r']:;uzce\; Nil 01082023 | 8.4g/dl | 1.2g/dl
130 | 1100569 | 30years | Middleclass |48kgs | 06-07-2023 | 06-07-2023 | 07-07-2023 | Primigravida FTND 37 ‘g’:;ks 1 aga 8456mg | Ves '"J;Z i”:';;:eioo No Nil 27-07-2023 | 10g/dl | 1g/di
131 | 1204182 | 28years | Middleclass | 60kgs | 01-12-2023 | 13-12-2023 | 13-12-2023 | Primigravida | | eTsecriency 38 weeks | 9.8g/dl 816 mg Yes '"J;Z i”:';;:eioo No Nil 07-01-2024 | 10.2g/dl | 0.4g/dI
. InjFCM 1 gm IVin .
132 | 1178429 | 32years | Middleclass | 70kgs | 01-08-2023 | 07-08-2023 | 08-08-2023 G2pP1LL FTND 40 weeks | 8g/dl 1172mg | ves [HT BT ML No Nil 30-08-2023 | 9.4g/dl | 14g/dl
133 | 1168783 | 27years | Middleclass | 68kgs | 04-02-2023 | 04-02-2023 | 05-02-2023 | Primigravida | | eTsecriency 40 weeks | 10.2 g/dI 793 mg Yes '"J;Z i”:';;:eioo No Nil 25-02-2023 | 11g/dl | 0.8g/dl
39 weeks 3 InjfFCM 1gmin
134 | 1000721 | 32years | Middleclass | 60kgs | 12-09-2023 | 12-09-2023 | 13-09-2023 | Primigravida FTND e 8.9g/dl 946mg | Yes | 250mINS x1 No Nil 04-10-2023 | 9.4g/dl | 0.5g/dl
Y dose
. 37 weeks 4 Inj Fe sucrose 200 .
135 | 1000823 | 30years | Middleclass |50kgs | 08-09-2023 | 09-09-2023 | 10-09-2023 G2pP1LL FTND doye 9.9g/dl 752mg | Yes | e No Nil 30-09-2023 | 10.4g/dl | 0.5g/dl
. . 39 weeks 1 InjFCM 1 gm IVin .
136 1007842 28 years Low class 60 kgs | 11-09-2023 11-09-2023 12-09-2023 Primigravida FTND day 10.2 g/dl 1191.2 mg Yes D50 mi NS x 1 dose No Nil 03-10-2023 11 g/dl 0.8g/dl
38 weeks 2 InjFCM 1 gm IVin .
137 | 1006421 | 30years | Lowclass |59kgs | 13-02-2023 | 13-02-2023 | 14-02-2023 G2pP1LL FTND doye 10 g/dl osamg | ves [Uit BT | No Nil 04-03-2023 | 11.4g/dl | L4g/dl
FT emergency | 38 weeks 2 1 pint PCV .
138 | 1177781 | 28vyears | Llowclass | 8lkgs | 11-03-2023 | 19-03-2023 | 20-03-2023 G2pP1LL ol doye 8.2g/dl 1400mg | Yes No e Nil 09-04-2024 | 9.4g/dl | 1.2g/dl
. . FT emergency | 37 weeks 1 InjfFCM 1 gm IV in .
139 1177072 24 years Low class 63 kgs | 20-03-2023 25-03-2023 26-03-2023 Primigravida LSCS day 10 g/dI 1100 mg Yes b50 mi NS x 1 dose No Nil 15-04-2023 11g/dl 1g/dl
140 | 1081712 | 34years lowclass | 77kgs | 15-08-2023 | 17-08-2023 | 18-08-2023 G3P2L2 FTND d0weeks2 | g 4o/l 1200 m Yes [MFCM1gmiVin No Nil 09-09-2023 | 11g/dl | 1.6g/dl
v W 8 days 48 8 P50 ml NS x 1 dose ! & 8
141 | 1163339 | 19years | Middleclass |60 kgs | 15-03-2023 | 16-03-2023 | 17-03-2023 G2pP1LL FTND 3oweeks2 | o0/l | 9032m Yes [MFCM1gmiVin No Nil 07-04-2023 | 10.2g/dl | 1g/dl
v ! 8 days 28 -2 me P50 ml NS x 1 dose ' 28 8
FT emergency | 40 weeks 2 InjfFCM 1 gm IVin .
142 | 1160413 | 30years | Lowclass | 60kgs | 09-03-2023 | 09-03-2023 | 10-03-2023 | G3PILIAL ol doys 10 g/dl 7304mg | ves [IIOR ST Mo Nil 30032023 | 1lg/dl | 1g/di
143 | 1182141 | 30years | Middleclass |62kgs | 01-03-2023 | 08-03-2023 | 09-03-2023 G2p1L1 FTND 40 ‘g’:;ks 2 | 102g/dl | 767.8mg | Ves '"J;Z i”:';;:eioo No Nil 30-03-2023 | 10.8g/dl | 0.6g/dl
. . . 39 weeks 2 InjFCM 1 gm IV in .
144 1164821 30 years Middle class | 65 kgs | 01-04-2023 07-04-2023 08-04-2023 Primigravida FTND days 9.4g/dl 905.6 mg Yes b50 mi NS x 1 dose No Nil 28-04-2023 10.8g/dl | 1.4g/dl
. 40 weeks 2 InjFCM 1 gm IVin .
145 | 1162727 | 32years | Middleclass | 72kgs | 01-03-2023 | 07-03-2023 | 08-03-2023 G2pP1LL FTND doye s8g/dl | 105296mg | ves pI'-M ST I No Nil 28032023 | 9.7g/dl | 0.9g/dl
. InjFCM 1 gm IVin .
146 | 1162843 | 29years | Middleclass | 82kgs | 28-02-2023 | 07-03-2023 | 08-03-2023 G2pP1LL FTND 3oweeks | 102¢g/dl | 81488mg | Yes LIT-0 BT ) No Nil 28032023 | 1lg/dl | 0.8g/dl
147 | 1162657 | 31years lowclass | 62kgs | 01-03-2023 | 05-03-2023 | 06-03-2023 G2p1LL FTND 39 ‘g’:;ks 41 s6g/dl | 70832mg | ves '"J;Z i”:';;:eioo No Nil 26-03-2023 | 9.8g/dl | 1.2g/dl
148 | 1162516 | 28years lowclass | 74kgs | 06-03-2023 | 06-03-2023 | 07-03-2023 | Primigravida FTND 40 Z:\jsks 2| 10g/d | 71312mg | ves '"J:g i“::;’;:eioo No NIl 27-032023 | 11.4g/dl | Lag/dl
149 | 1162444 | 25 years lowclass | 62kgs | 01-03-2023 | 04-03-2023 | 05-03-2023 G2p1LL FTND 40 "‘(;e:/ks Y| 92g/dl | 9166amg | Ves '"J;Z i”;';;:eioo No Nil 25-03-2023 | 10.4g/dl | 1.2g/dl
150 | 1161993 | 28years lowclass | 60kgs | 01-03-2023 | 16-03-2023 | 17-03-2023 | Primigravida FTND 39 ‘g’:;ks 2 1 102g/dl | 7592mg | Yes '"J;Z i”:';;:eioo No Nil 08-04-2023 | 11g/dl | 0.8g/dl
151 | 1161991 | 19 years lowclass | 68kgs | 01-03-2023 | 04-03-2023 | 05-03-2023 | Primigravida | | STergeney | 39weeks2 |, 826.4m Yes |IM Fesucrose 200 No Nil 27-03-2023 | 11g/dl | 1g/dl
v W 8 ‘migravi LSCS days & -4 me mg x 4 doses ' & 8
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152 | 1163844 | 24years | Middleclass |68kgs | 15-04-2023 | 16-04-2023 | 17-04-2023 | Primigravida FTND 37weeks | 10.2g/dl | 79376 mg | Yes :;J()Fr(]:'\’IVIN:lSin]]. 'd\:)'sne No Nil 08-05-2023 | 11.8g/dl | 1.6g/dl
153 | 1164530 | 22years lowclass | 60kgs | 15-05-2023 | 17-05-2023 | 18-05-2023 G2PILL FTND 39 Z:\jsks 4| o6g/dl | sasemg | ves '"J:g i“::;’;:eioo No Nil 07-062023 | 11g/dl | La4g/dl
InjFCM 1 gm IVin .
154 | 1164973 | 27 years lowclass | 72kgs | 15-05-2023 | 17-05-2023 | 18-05-2023 G2pP1LL FTND 40 weeks | 10g/di 764 mg Yes o NS doce No Nil 07-062023 | 11g/dl | 1g/di
. - . 40 weeks 5 InjFCM 1 gm IV in .
155 1165011 25 years Middle class | 50 kgs | 01-06-2023 17-06-2023 18-06-2023 Primigravida FTND days 8 g/dl 980 mg Yes D50 mi NS x 1 dose No Nil 08-07-2023 10g/dl 2g/dl
156 | 1165338 | 24 years lowclass | 80kgs | 01-06-2023 | 18-06-2023 | 19-06-2023 | Primigravida FTND 3oweeks2 | 1o g/dl | 84sem Yes [MFCM1gmiVin No Nil 10-07-2023 | 11g/dl | 0.8g/dl
v W 8 ‘migravi days 28 o me P50 ml NS x 1 dose ' & S8
40 weeks 5 InjFCM 1 gm IV in .
157 | 1166054 | 27 years lowclass | 70kgs | 11-07-2023 | 19-07-2023 | 20-07-2023 | G3P1L1AL FTND e 96g/d | 9032mg | ves [07-F BT T No Nil 07-08-2023 | 10.4g/dl | 0.8g/dl
158 | 1166061 | 27 years lowclass | 62kgs | 11-04-2023 | 16-04-2023 | 17-04-2023 | Primigravida FTND 39 ‘g’:;ks 41 102g/dl | 767.8mg | ves '"J;Z i”:';;:eioo No Nil 07-05-2023 | 10.8g/dl | 0.6g/dl
FT emergency | 39 weeks 4 Inj Fe sucrose 200 .
159 | 1166055 | 25 years lowclass | 60kgs | 01-04-2023 | 13-04-2023 | 14-04-2023 G2pP1LL 98g/dl | 8168mg | Yes No Nil 04-05-2023 | 10.6g/dl | 0.8g/dl
LSCS days mg x 4 doses
L . FT emergency | 40 weeks 4 InjFCM 1 gm IVin .
160 1165975 26 years Low class 52 kgs | 01-07-2023 18-07-2023 19-07-2023 Primigravida LSCS days 8.4g/dl 949.28 mg Yes D50 mi NS x 1 dose No Nil 08-08-2023 10g/dl 1.6 g/dl
161 | 1166151 | 23years lowclass | 48kgs | 01-03-2023 | 16:03-2023 | 17-03-2023 | Primigravida FTND 39 Z:\jsks 2| 10g/d 7304mg | Yes '"J:g i“::;’;:eioo No Nil 06-042023 | 12g/dl | 2g/d
162 | 1166281 | 28years lowclass | 40kgs | 16-04-2023 | 16:04-2023 | 17-04-2023 | Primigravida FTND 39 Z:\jsks 3| s6g/dl | 8264mg | ves '"J:g i“::;’;:eioo No Nil 07-052023 | 10g/dl | L4g/dl
L . InNjFCM 1 gm IVin .
163 1166718 23 years Low class 62 kgs | 13-06-2023 18-06-2023 19-06-2023 Primigravida FTND 40 weeks 9g/dl 932 mg Yes D50 mi NS x 1 dose No Nil 08-07-2023 10g/dl 1g/dl
. FT Elective InjFCM 1 gm IVin .
164 | 1167251 | 25years | Middleclass |60 kgs | 06-08-2023 | 07-08-2023 | 08-08-2023 G2P1D1 Lscs 37weeks | 10g/dl 788 mg Yes b NS doce No Nil 28082023 | 1lg/dl | 1g/di
i 06 07 07 A . FT emergency | 40 weeks 2 InjfFCM 1 gm IVin P
165 1167224 24 years Middle class | 60 kgs | 30-06-2023 | 01-07-2023 02-07-2023 Primigravida LSCS days 9 g/dl 932 mg Yes D50 mi NS x 1 dose No NIl 23-07-2023 | 10.2g/dl | 1.2g/dl
166 | 1167273 | 21years | Middleclass |60kgs | 18-09-2023 | 19-09-2023 | 20-09-2023 | Primigravida FTND 39 ‘g’:;ks 41 96g/d 8456mg | Yes '"J;Z i”:';;:eioo No Nil 10-10-2023 | 11g/dl | L.4g/dl
- . 39 weeks 4 1 pint PCV .
167 | 1104215 | 28 years lowclass | 88kgs | 18-08-2023 | 19-08-2023 | 20-08-2023 | Primigravida FTND oy 8.2g/dl 1302mg | Yes No o Nil 11-09-2023 | 9.8g/dl | 1.6g/dl
168 | 1103921 | 30years lowclass | 60kgs | 10-03-2023 | 11-03-2023 | 12-03-2023 | Primigravida FTND 39 ‘g’:;ks 2 1 102g/dl | 7592mg | Ves '"J;Z i”:';;:eioo No Nil 01-04-2023 | 11g/dl | 0.8g/dl
. 36 weeks 6 InjFCM 1 gm IV in .
169 | 1208414 | 28years | Middleclass |69 kgs | 18-02-2023 | 19-02-2023 | 20-02-2023 G2pP1LL PTD oy 9 g/dl 990 mg Yes bo e o No Nil 10-03-2023 | 10g/dl | 1g/dl
40 weeks 1 InjFCM 1 gm IVin .
170 | 1208271 | 38years lowclass | 70kgs | 11-04-2023 | 13-04-2023 | 14-04-2023 G3P2L2 FTND oy 9 g/di l004mg | ves pMIO ST No Nil 04-05-2023 | 10.2g/dl | 1.2g/dl
171 | 1107979 | 28vyears | Middleclass | 68 kgs | 20-10-2023 | 21-10-2023 | 22-10-2023 G3P1L1AL FTND 40 Z:\jsks 2| 10g/d | 761.12mg | ves '"J:g i“::;’;:eioo No Nil 13112023 | 10.8g/dl | 0.8g/dl
. L . FT emergency | 38 weeks 2 Inj Fe sucrose 200 .
172 | 1108736 | 28years | Middleclass |48 kgs | 18-03-2023 | 19-03-2023 | 20-03-2023 | Primigravida 9.9g/dl | 741.92mg | Yes No Nil 11-04-2023 | 11.6g/dl | 1.7g/dl
LSCS days mg x 4 doses
173 | 1107319 | 36years | Middleclass |52kgs | 18-12-2023 | 19-12-2023 | 20-12-2023 | G3PILIAL FTND 39 Z:\jsks 5 10g/d 749.6mg | Yes '"J:g i“::;’;:eioo No Nil 10012024 | 11g/dl | 1g/di
174 | 1204178 | 32 years lowclass | 60kgs | 11-11-2023 | 19-11-2023 | 20-11-2023 G2pP1L1 FTND 37 ‘(’;’:;ks 4| 102g/dl | 7502mg | ves '"J;eg i“::;’;:eioo No Nil 10122023 | 11g/dl | 0.8g/dl
A . InjFECM 1gm IVin .
175 1108653 30 years Low class 68 kgs | 16-08-2023 17-08-2023 18-08-2023 Primigravida FTND 40 weeks 10 g/dI 826.4 mg Yes b50 mi NS x 1 dose No Nil 07-09-2023 11g/dl 1g/dl
Inj FCM 500 mg in
176 1108498 21 years Middle class | 60 kgs | 11-06-2023 15-06-2023 16-06-2023 Primigravida FTND 40 weeks 9.8g/dl 816.8 mg Yes 100 mI NS x 1 No Nil 06-07-2023 11.2g/dl | 1.4g/dl
dose
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. 38 weeks 4 InjFCM 1 gm IV in .
177 | 1206719 | 30years | Middleclass |60 kgs | 16-02-2023 | 16-:02-2023 | 17-02-2023 G3P2L2 FTND doye 102g/d | 7592mg | Yes MR ST No Nil 07-03-2023 | 11g/dl | 0.8g/dl
178 | 1287413 | 30years | Middleclass |47 kgs | 16-08-2023 | 16-08-2023 | 17-08-2023 | Primigravida PTD 36 Z:\jsks 4| 10g/d | 77536mg | ves | :fgi‘f;‘f:eszoo No Nil 07-09-2023 | 11.4g/dl | L4g/dl
. . Inj Fe sucrose 200 .
179 1207422 23 years Low class 42 kgs | 18-09-2023 18-09-2023 19-09-2023 Primigravida FTND 40 weeks 10 g/dI 701.96 mg Yes me x 4 doses No Nil 10-10-2023 11.4g/dl | 1.4g/dl
180 | 1108422 | 32years | Middleclass | 60kgs | 19-07-2023 | 19-07-2023 | 20-07-2023 | G5P2L2A2 FTND 3Bweeks2 | g oo/l | 960.8m Yes [MFCM1gmiVin No Nil 10-08-2023 | 10g/dl | 1.2g/dl
v ! 8 days 8 -6 me P50 ml NS x 1 dose ! 8 28
181 | 1107419 | 30years lowclass | 45kgs | 19-07-2023 | 19-07-2023 | 20-07-2023 | Primigravida FTND 39 ‘g’:;ks 2| 98g/dl 629.6mg | Yes '"J;Z i”:';;:eioo No Nil 10-08-2023 | 11.4g/dl | 1.6g/dl
182 | 1204153 | 24years | Llowclass | 50kgs | 19-08-2023 | 19-08-2023 | 20-08-2023 | Primigravida o |0 ‘;V:;ks *102g/d | 716mg | ves '"J:]eg suerose %01 No il 10-08-2023 | 11g/dl | 0.8g/dl
. FT emergency | 38 weeks 4 Inj Fe sucrose 200 .
183 | 1107320 | 30years | Middleclass |72kgs | 23-09-2023 | 24-09-2023 | 25-09-2023 G2pP1LL 10g/dl | 707.36mg | Yes No Nil 16102023 | 12g/dl | 2g/dl
LSCS days mg x 4 doses
. A . InjFCM 1gm IVin .
184 1134712 18 years Middle class | 60 kgs | 29-10-2023 30-10-2023 31-10-2023 Primigravida FTND 39 weeks 9.6g/dl 845.6 mg Yes b50 mi NS x 1 dose No Nil 21-11-2023 10.6 g/dI 1g/dl
185 | 1208762 | 32 years lowclass | 60kgs | 17-09-2023 | 18:09-2023 | 19-092023 | G3PIL1AL FTND 37 Z:\jsks 4| 10g/d 788 mg Yes '"J:g i“::;’;:eioo No Nil 10102023 | 11g/dl | 1g/di
186 | 1183143 | 28years | Middleclass |58 kgs | 18-04-2023 | 19-04-2023 | 20-04-2023 G2p1L1 FTND 40 Z:\jsks 2| 92g/d | 88976mg | Yes '"J:g i“::;’;:eioo No Nil 10052023 | 10g/dl | 0.8g/dl
187 | 1207412 | 30years lowclass | 60kgs | 12-02-2023 | 16022023 | 17-02-2023 G2pP1L1 FTND 37 Z:\jsks 4| 92g/d 9032mg | Yes '"J:g i“::;’;:eioo No Nil 07-Mar 10.6g/dl | 1.4g/dl
Inj Fe sucrose 200 .
188 | 1103412 | 30years | Lowclass | 62kgs | 20-09-2023 | 20-09-2023 | 21-09-2023 G2pP1LL FTND 40weeks | 9.8g/dl | 827.36mg | Yes | EITRE No Nil 11102023 | 12g/dl | 2.2g/dl
. . 39 weeks 4 InjFCM 1 gm IVin .
189 1201182 19 years Low class 70 kgs | 10-10-2023 10-10-2023 11-10-2023 Primigravida FTND days 9.8g/dl 869 mg Yes b50 mi NS x 1 dose No Nil 01-11-2023 10.8 g/dI 1g/dl
190 | 1201183 | 32years | Middleclass |52kgs | 22-07-2023 | 31-07-2023 | 01-08-2023 G2z T eTsecriency 39 weeks | 9.2g/dl 728 mg Yes '"J;Z i”:';;:eioo No Nil 22-08-2023 | 10g/dl | 0.8g/dl
191 | 1204175 | 30years | Middleclass |72kgs | 16042023 | 19-04-2023 | 20-04-2023 G2pP1L1 o | %2 ‘g’:;ks 2| ose/dl | si8mg | ves '"J;Z suerose 201 o il 10052023 | 108¢g/dl | 1g/dl
e 0E. e A . FT emergency | 40 weeks 3 InjfFCM 1 gm IVin . ey
192 1140218 20 years Low class 70 kgs | 11-05-2023 17-05-2023 18-05-2023 Primigravida LSCS days 9.8g/dl 988 mg Yes b5 mi NS x 1 dose No Nil 07-06-2023 11g/dl 1.2 g/dl
Inj Fe sucrose 200 .
193 | 1204157 | 32years | lowclass | 60kgs | 29-11-2023 | 30-11-2023 | 01-12-2023 | GA4P2L2A1 FTND 40 weeks | 8.2g/dl 692 mg Yes | i doses No Nil 23122023 | 10g/dl | 1.8g/dl
194 | 1174121 | 21years | Llowclass | 60kgs | 12092023 | 12-09-2023 | 13-09-2023 | Primigravida 0 | ‘g’:;ks 2| 102g/01 | s16mg | ves '"J;Z suerose 2001 o il 04-102023 | 11g/dl | 0.8g/dl
Inj Fe sucrose 200 .
195 | 1187912 | 35years | Lowclass | 68kgs | 13-04-2023 | 16-04-2023 | 17-04-2023 G3P2L2 FTND 40 weeks | 9.2g/dl 967mg | Yes | o oees No Nil 07-05-2023 | 10g/dl | 0.8g/dl
196 | 1184124 | 28years lowclass | 60kgs | 13-02-2023 | 14022023 | 15-02-2023 | Primigravida FTND 40 Z:\jsks 3| 92g/d 646 mg Yes '"J:g i“::;’;:eioo No Nil 05-032023 | 10.3g/dl | 1.1g/dl
. InjFCM 1gm IVin .
197 | 1134212 | 30years | Middleclass |60 kgs | 08-12-2023 | 08-12-2023 | 09-12-2023 G2pP1LL FTND 40 weeks | 9.2g/dl 828 mg Yes b e qoe| Mo Nil 31-12-2023 | 10.7g/dl | 1.5g/dl
198 | 1128742 | 22years | Middleclass |60 kgs | 15-09-2023 | 17-09-2023 | 18-09-2023 | Primigravida FTND 39 Z:\jsks 4| 9sg/dl 828 mg Yes '"J:g i“::;’;:eioo No Nil 08-102023 | 11g/dl | 1.2g/dl
. 39 weeks 4 InjFCM 1 gm IVin .
199 | 1182741 | 24vyears | Middleclass | 80kgs | 01-07-2023 | 08-07-2023 | 09-07-2023 G2A1 FTND doys 94g/dl | 10034mg | ves [IION ET I No Nil 31072023 | 10.6g/dl | 1.2g/dl
200 | 1107492 | 24 years lowclass | 60kgs | 13-03-2023 | 14-03-2023 | 15-03-2023 G3P1L1AL FTND 39 ‘g’:;ks 2| 98g/dl 816 mg Yes '"J;Z i”:';;:eioo No Nil 06-04-2023 | 12g/dl | 2.2g/dl
39 weeks 2 Inj Fe sucrose 200
201 | 1165380 | 24years | Middleclass |50kgs | 09-06-2023 | 10-06-2023 | 11-06-2023 | G3P1L1Al FTND doye 9 g/dl 860mg | Yes | mgx4doses No Nil 02072023 | 10.2g/dl | 1.2g/dl
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202 | 1152812 | 29 years lowclass | 60kgs | 18-10-2023 | 19-10-2023 | 20-10-2023 G3A2 FTND 37 ‘g’:‘fsks 6 | 1028/l | 7592mg | ves '"Jr: i”:';;:ezoo No Nil 10-11-2023 | 11g/dl | 0.8g/dl
203 | 1160314 | 30years | Middleclass | 70kgs | 01-03-2023 | 07-03-2023 | 08-03-2023 G3P2L2 FTND 39 Z:\jsks 4| 102g/dl | 8024mg | ves Ianqug i“::;’;:eioo No Nil 30-032023 | 11g/dl | 0.8g/dl
204 | 1164513 | 30years | Middleclass | 60kgs | 19-09-2023 | 19-09-2023 | 20-09-2023 | Primigravida | | eTmergency |40weeks2 | g oy 816.8'm, yes | Fe sucrose 200 No Nil 11-10-2023 | 10.7g/dl | 0.9 g/dl
v 8 s LSCS days o8 -5 Mg mg x 4 doses /8 -8
205 | 1108914 | 38years | Middleclass | 60kgs | 07-04-2023 | 07-04-2023 | 08-04-2023 | Primigravida PTD 36 ‘g’:;ks 41 10g/ 8682mg | Ves '"J;Z i”:';;:eioo No Nil 30-04-2023 | 11g/dl | 1g/di
206 | 1161982 | 32years | Lowclass | 86kgs | 12-06-2023 | 13-06-2023 | 14-06-2023 | GAP2L2AL D |37 g | 1013.2mg | ves [MFCMIEMIVING oy, il 03-072023 | 11.2g/dl | 1.2g/dl
v W 8 days & -2 me P50 ml NS x 1 dose ' 28 28
. 38 weeks 2 InjFCM 1 gm IV in .
207 | 1165013 | 24years | Middleclass |72kgs | 17-08-2023 | 17-08-2023 | 18-08-2023 G2pP1LL FTND e 9.2/l | 98384mg | Yes [NI-E BT T No Nil 09-09-2023 | 103g/dl | 1.1g/dl
208 | 1187412 | 19years | Llowclass | 60kgs | 07-06-2023 | 07-06-2023 | 08-06-2023 | Primigravida o | ¥ ‘g’:;ks 2| o6e/dl | se2mg | ves '"J;Z suerose 201 o il 30-06-2023 | 10.4g/dl | 0.8g/dl
209 | 1206482 | 32years | Middleclass | 79kgs | 08-06-2023 | 09-06-2023 | 10-06-2023 G4P1LIA2 FTND 39 ‘g’:;ks 2 | 102g/dl | 841.28mg | Ves '"J;Z i”:';;:eioo No Nil 01-07-2023 | 11g/dl | 0.8g/dl
. FT emergency InjFCM 1 gm IVin .
210 | 1205841 | 34years | Middleclass |62kgs | 09-07-2023 | 10-07-2023 | 11-07-2023 G2pP1LL ol 40weeks | 9g/dl oa6amg | ves pri ol TNl Mo Nil 01-08-2023 | 10.2g/dl | 1.2g/dl
211 | 1206534 | 21years | Middleclass | 50kgs | 19-08-2023 | 19-08-2023 | 20-08-2023 | Primigravida | | eTmergency |40weeks2 | o oy 872 m yes | Fe sucrose 200 No Nil 10-09-2023 | 10g/dl | 1.1g/dl
v 8 s LSCS days 8 s mg x 4 doses 8 B
212 | 1120113 | 31years | Middleclass | 70kgs | 09-05-2023 | 09-05-2023 | 10-05-2023 | G3PIL1AL FTND 39 ":’1:'(5 Y ogal 1004mg | Yes 'gjszcn'\fl ,{lgmx '1" No Nil 30-052023 | 10.2g/dl | 1.2g/dI
213 | 1120839 | 30years | Middleclass |60kgs | 07-06-2023 | 10-06-2023 | 11-06-2023 G2p1L1 FTND 39 Z:\jsks 4| 92g/dl 7624mg | Yes Ianqug i“::;’;:eioo No Nil 01-072023 | 10g/dl | 0.8g/dl
214 | 1164158 | 32years | Middleclass | 70kgs | 17-02-2023 | 17022023 | 18-02-2023 G4P1LIA2 FTND 40 Z:\jsks 4| 92g/dl 892 mg Yes Ianqug i“::;’;:eioo No Nil 10032023 | 10g/dl | 0.8g/dl
. 40 weeks 1 Inj Fe sucrose 200 .
215 | 1163147 | 35years | Middleclass |70kgs | 17-02-2023 | 17-02-2023 | 18-02-2023 G4pP3L3 FTND o 9 g/dl 904 mg Yes | doses No Nil 10-03-2023 | 10g/dl | 1g/dl
216 | 1164124 | 20years | Middleclass |60kgs | 08-02-2023 | 09-02-2023 | 10-022023 | Primigravida Fp |40 “;eaeyks | 10 724mg | Yes '"J;Z suerose 2001 o il 04-032023 | 11.6g/dl | 1.6g/dl
217 | 1164312 | 19years | Middleclass |72 kgs | 24-09-2023 | 24-09-2023 | 25-09-2023 G2p1L1 PTD 36 ‘g’:;ks 41 9ag/a 920 mg Yes '"J;Z i”:';;:eioo No Nil 15-10-2023 | 11.8g/dl | 2.4 g/dl
218 | 1165430 | 32years | Middleclass |82kgs | 19072023 | 19-07-2023 | 20-07-2023 | Primigravida Fp |37k | ool | 116amg | ves [MIFCMIEMIVING oy, il 10082023 | 10g/dl | Lag/dl
v ! 8 ‘migravi days o8 8 P50 ml NS x 1 dose ! 8 A8
219 | 1208711 | 30years lowclass | 70kgs | 17-08-2023 | 17-08-2023 | 18-08-2023 G3P1L1AL FTND 40 ‘g’:;ks 2| 10g/d 728 mg Yes '"J;Z i”:';;:eioo No Nil 08-09-2023 | 11g/dl | 1g/di
. . . 39 weeks 4 InjFCM 1 gm IVin .
220 1108371 24 years Middle class | 70 kgs | 03-12-2023 10-12-2023 11-12-2023 Primigravida FTND days 8.9g/dl 1020 mg Yes b50 mi NS x 1 dose No Nil 02-01-2024 10g/dl 1.1g/dl
221 | 1160413 | 32years lowclass | 69kgs | 16-03-2023 | 17-03-2023 | 18-03-2023 G4P3L3 FTND 39 Z:\jsks 2 | 102/l 692 mg Yes Ianqug i“::;’;:eioo No Nil 07-042023 | 11g/dl | 0.8g/dl
2. 2 02 - . FT emergency | 39 weeks 1 InjfFCM 1 gm IVin . oy
222 | 1208419 | 18years | lowclass |69kgs | 01-03-2023 | 03-03-2023 | 04-03-2023 | Primigravida e oy 102g/dl | 798.08mg | Yes [NI-F ETUT No Nil 26:03-2023 | 11g/dl | 0.8g/dl
. . . InjFCM 1 gm IVin .
223 1171498 19 years Middle class | 68 kgs | 01-07-2023 07-07-2023 08-07-2023 Primigravida FTND 39 weeks 9.6g/dl 928 mg Yes b50 mi NS x 1 dose No Nil 29-07-2023 10.2g/dl | 0.6g/dl
40 weeks 2 InjFCM 1 gm IVin .
224 | 1187413 | 30years | lowclass |68kgs | 01-10-2023 | 07-10-2023 | 08-10-2023 G2pP1LL FTND doys 10 g/dl s6mg | ves I BT ML No Nil 29102023 | 11g/dl | 1g/di
225 | 1201516 | 28years | Llowclass | 50kgs | 01022023 | 07-02-2023 | 08-02-2023 G4P3L3 o | ‘g’:;ks ooy 860mg | Yes '"J;Z suerose 2001 o il 28022023 | 10.8g/dl | 1.8g/dl
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