
مدیریت خونریزی مامایی





 در خونریزی شدید و مهلک به محض کنترل خونریزی بیمار بهICU منتقل یا در اولین فرصت با اخذ پذیرش اعزام میشود
 پارامترهای کنترل بیمار در چارتMEOWSثبت شود
میزان مایعات، خون و فراوردهای خونی دریافتی ثبت شود

نکات ضروری

تشخیص شوک: نتیجه تخمین خونریزی 

درخواست کمک

وضعیت خوابیده و گرم نگهداشتن 

O2 10-15 L/min

دقیقه و پالس اکسیمتری15علایم حیاتی هر 

علت یابی

16-14دو رگ با آنژیوکت

(لیتر تا رسیدن خون3.5رینگر لاکتات یا نرمال سالین حداکثر) سرم 

کاتتر فولی

20ccخون برای آزمایشات

Cv line(در صورت تسلط)

واحد پکد کراس مچ شده4رزرو 

همزمان مداخلات دارویی و مکانیکی شروع میشود واگر 
کنترل نشد مداخلات جراحی آغاز میشود



ارزیابی شوک و

خون ریزی شدید

شوک هموراژیک

درمان شوک

تخلیه نسج در حال دفع

جراحی: شکم حاد

..کیست پاره و  EP

خون ریزی شدید

درد+سرویکس باز

20لیتر در 2-1رینگر یا سالین نرمال -رگ مناسب
-فطره در دقیقه32واحد اکسی توسین با 30-دقیقه

خون درصورت نیاز

تخلیه نسج در حال دفع 
وتخلیه کامل در اتاق عمل و 

Dانتی 

سقط عفونی

تب لرز، درد، دستکاری؟

-FHR-سن حاملگی-شرح حال
V/Sمعاینه -ارتفاع رحم

بررسی محل درد -واژینال
-تروما-ومیزان خون ریزی

BG/Rh-CBC- تست های
انعقادی

خونریزی واژینال نیمه اول بارداری



ارزیابی شوک و خون ریزی شدید

اع ارتف-صدای قلب جنین-علایم حیاتی-سن حاملگی-شرح حال
-معاینه واژینال اگر محل جفت را میدانید-رحم و انقباض رحم

-تروما-بررسی میزان خون ریزی

BG/Rh , #match,CBC,BUN,

CREA,URIC A. Na,K,Plate, -
PT,PTT,Fibrinogen,  FDP* 

*تیوب تست

–دو رگ مناسب 

نرمالسالینرینگر یا 

رزرو خون-

دیسترس جنین-مرگ جنین

-آسیب کلیه-

خون ریزی شدید

تندرنس رحمی-

آنومالی مغایر با حیات-

دقیقه15کنترل علایم حیاتی هر 

60cc/h-30سوند ادراری 

ترانسفوزیون در صورت نیاز

ختم واژینال حاملگی،

در صورت خون ریزی شدید،

دیسترس جنینی 

سزارین: یا جفت سرراهی

بررسی تیروئید وآدرنال

ماه بعد و 4-6

انجام زودتر تستها در صورت نبود شیر 
مادر

کواگولوپاتی

مشاوره اورژانس داخلی

پلاکت و-تزریق خون و پلاسمای تازه

ختم بارداری

خونریزی واژینال نیمه دوم بارداری



وضع مادر  مناسب و جنین 
زنده

هفته34زیر 

هفته34-23استروئید

NST or BPP هفتگی

سونو سریال رشد جنین

37/38ختم در

ب ختم در تاخیر رشد، پره اکلامپسی،پارگی کیسه آ
هفته37در 

هفته34-36
باعلایم حیاتی و ازمایشگاهی نرمال و خونریزی خفیف بدون 

ادامه مراقبت: تندرنس رحم

ختم: در صورت پیشرفت خطر

ختم ترجیحاً واژینال36=<

خونریزی واژینال نیمه دوم بارداری

هفته ، 32-23حفاظت عصبی نوزاد

در صورت وجود وقت کافی؛سولفات 

2گرم دوز اولیه و سپس 6منیزیوم 

ساعت12گرم در ساعت تا 



و برون 

ده ادراری

رزرو 

خون

داروها

کراس مچ

ثبت دقیق ات پوت ادرار در 

هر ساعت

RFVIIαجود در صورتیکه اتیولوژی اصلاح شده و هیپوترمی و اسیدوزو اختلال انعقادی و

micgr/kg 60-40نداشته باشد، ممکن است مفید باشد

ر حضور ترانزامیک اسید در صورت عدم پاسخ به اکسی توسین و پروستاگلاندین و احتمالا د

و اهسته وریدی و در صورت نیاز نیمساعت بعد یکبار دیگر 1gr/minتروما مفید است

تکرار دوز 



ادامه خون ریزی 

:بعد زایمان

D

I
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Manual aortic compression — If  there is an imminent 

threat of  exsanguination (ie, within a few minutes), the surgeon should apply 
direct pressure to the aorta to compress 
it against the vertebrae a few 
centimeters superior to the sacral 
promontory the bifurcation into the common iliac arteries is just distal 

to this point. Compression can be applied using a closed fist or the heel of  the hand.

Alternatively, the aorta can be compressed just 
below the renal arteries , which will minimize collateral flow 

to the uterus from the ovarian and inferior mesenteric arteries. Compression at either 
site will slow the volume of  bleeding and will afford a better opportunity for finding 
and controlling the source of  hemorrhage. Compression just above the bifurcation 

may be easier to accomplish, but is less effective than below the 
renal arteries because of  the extensive collateral blood supply to the 

uterus. 

PATIENTS AT IMMINENT RISK OF 

EXSANGUINATION



Uterine tourniquet —

A Penrose drain or urinary catheter is placed as 

low as possible around the lower uterine segment 
without incorporating the urinary bladder, and then the two ends are pulled in opposite directions 

and as tightly as possible around the corpus to mechanically occlude the vascular supply . A 

second or third tourniquet can also be applied, as needed. The 

tourniquet(s) can be held in place with a clamp .This procedure markedly reduces 

blood loss and allows time for the anesthesia team 
members to catch up with transfusion requirements. When the patient is 

hemodynamically stable, the tourniquet(s) is 

removed and the surgical procedure is completed

PATIENTS NOT AT IMMINENT RISK OF 

EXSANGUINATION



Commercially available and improvised devices have been 

used successfully to tamponade bleeding 

from the uterine cavity after vaginal or cesarean 

delivery. For each device, the intrauterine balloon is filled until bleeding is 

controlled; continued excessive bleeding indicates that tamponade is not effective. 

Intrauterine balloon tamponade has been used alone and in 

combination with uterine compression 

sutures ("uterine sandwich"). If  a balloon 

catheter is in utero before placing the uterine 

compression stitch, it should be removed or 

deflated while the compression stitch is 

carefully placed. The compression suture does not prevent subsequent 

inflation of  the balloon. The technique is described separately

INTRAUTERINE BALLOON 

TAMPONADE 





can decrease uterine bleeding by 

reducing perfusion pressure in the myometrium. It will 

not completely control bleeding 

from uterine atony or placenta 

accreta but may decrease blood loss while other 

interventions are being attempted. It does not harm the uterus and 

does not appear to impact 

reproductive function

LIGATION OF UTERINE AND UTERO-OVARIAN ARTERIES 



PELVIC PACKING

Pelvic packing to create tamponade 
pressure exceeding arterial pressure can control bleeding from

small pelvic arteries. It can be useful as a 

temporizing measure in the management of  broad 
ligament or retroperitoneal 
hematomas, lacerations that are difficult to repair 

because of  their location or friable tissue, bleeding 
related to coagulopathy while coagulation 

factors are being replaced, and posthysterectomy
bleeding.



This technique is challenging even for an experienced pelvic surgeon, especially when there is a large 

uterus, limited exposure through a transverse lower abdominal incision, ongoing pelvic hemorrhage, or the 

patient is obese. For these reasons, uterine compression sutures, uterine 

artery ligation, and arterial embolization have largely 

replaced this procedure. 
Bilateral ligation of  the internal iliac arteries reduces the pulse pressure of  blood flowing to the uterus [ 9]. The 

utility of  the procedure may be compromised when there are extensive collateral vessels 

(such as in placenta percreta). Reverse filling of  the internal iliac 

arteries has been reported beyond the point of  ligation via branches of  the external iliac artery (inferior 

epigastric, obturator, deep circumflex iliac, and superior gluteal arteries)

ROLE OF INTERNAL ILIAC (HYPOGASTRIC) ARTERY LIGATION 



INTERNAL ILIAC (HYPOGASTRIC) ARTERY LIGATION



INTERNAL ILIAC (HYPOGASTRIC) ARTERY LIGATION

Tip of right‐angled clamp passed 

from medial to lateral side may 

injure the external iliac vein

Safe method of passing 

right‐angled clamp from lateral 

to medial side below the 

internal iliac artery. 



INTERNAL ILIAC 

(HYPOGASTRIC) 

ARTERY LIGATION



Bleeding from lateral extension of  the incision can generally be controlled by suture ligation. The angles 
of  a transverse incision should be clearly visualized to ensure that they, and any retracted 

vessels, are completely ligated. This generally requires exteriorization of  the uterus with gentle traction and adequate visualization of  the lateral areas of the uterus above and below the 

edges of  the incision.

Evidence of  an enlarging hematoma (or swelling beneath the 
surface of  the broad ligament) beyond the end of  the incision or 
laceration suggests a retracted blood vessel with ongoing bleeding . 
Given the proximity of  the ureter to the vaginal angle and bladder 
reflection, placement of  hemostatic sutures laterally to control bleeding from an extension of  a hysterotomy laceration or retracted vess el should be carried out with 

extreme caution. In this circumstance, the ureter should be identified prior to blind 
placement of  additional sutures to "catch" the retracted vessel. This may require placement of  ureteric stents to aid palpation 

of  the ureters. In other cases, the ureter(s) may be easily seen and identified. Once the ureters can be seen or felt, the br oad ligament may need to be opened to isolate the bleeder, or 

alternatively, sutures can be placed without opening the retroperitoneum while retracting the ureter safely aside . Once the hemorrhage has 
been controlled, the integrity of  the ureter(s) should be ensured

ETIOLOGY-BASED MANAGEMENT-MYOMETRIAL LACERATIONS 



ETIOLOGY-BASED MANAGEMENT

Bilateral ligation of  the uterine vessels (O'Leary stitch) is the 

preferred approach for controlling PPH from laceration of  the uterine artery or branches of  the utero-ovarian 

artery It is preferable to internal iliac artery ligation because the uterine arteries are 

more readily accessible, the procedure is technically easier, and there is less risk to major adjacent vessels and the ureter s. 

After identification of  the ureter, a large curved needle with a #0 

polyglycolic acid suture is passed through the lateral aspect of  the lower uterine segment as close to the 

cervix as possible and then back through the broad ligament just lateral to the uterine vessels. If  this does not control ble eding, the 

vessels of  the utero-ovarian arcade are similarly ligated just distal to the cornua by passing a suture ligature through the 

myometrium just medial to the vessels, then back through the broad ligament just lateral to the vessels, and then tying to co mpress 

the vessels



BILATERAL UTERINE & UTERO-OVARIAN ARTERY LIGATION



1. uterine massage/manual compression and administration of uterotonic 
drugs and tranexamic acid

2. If these measures do not control bleeding and the patient is hemodynamically stable, we rapidly 

move on to placement of uterine compression sutures, which are an effective method for reducing 

uterine blood loss related to atony

3. If the patient is hemodynamically unstable, temporizing measures such as placement of a uterine 
tourniquet, insertion of an intrauterine balloon for tamponade, and/or 

ligation of the uterine and utero-ovarian arteries 
can reduce ongoing heavy blood loss before placing compression 
sutures, and may obviate the need for them

ATONY



اکسی توسین

متیل ارگونوین

F2αپروستاگلندین 

میزوپروستول

فاکتور هفت

ترانزامیک اسید

ماساژ دودستی

عدد سوند فولی شماره 4-3با بالن بکری یا )پک کردن رحم

16)

مداخلات دارویی در خونریزی ناشی از 

198آتونی صفحه
مداخلات مکانیکی

199صفحه 

مداخلات در خونریزی پس از زایمان



●Hayman

ATONY
(VAGINAL DELIVERY)

placement of  two to four vertical 

compression sutures from the anterior to 

posterior uterine wall without hysterotomy 

, is a good choice for surgical treatment of  

atony after a vaginal 

delivery .A transverse 

cervicoisthmic suture can also be placed if  

needed to control bleeding from the lower 

uterine segment.



●Cho
multiple squares/rectangles

ATONY
(VAGINAL DELIVERY)



a series of transverse and longitudinal sutures of a

delayed absorbable multifilament suture are placed 

around the uterus via a series of  bites into the subserosal 

myometrium, without entering the uterine 

cavity Two or three rows of these sutures are placed in each 

direction to completely envelope and compress the uterus. The longitudinal 

sutures begin, and end tied to the transverse 

suture nearest the cervix. When the transverse sutures are brought 

through the broad ligament, care should be taken to avoid 

damaging blood vessels, ureters, and 

fallopian tubes. The myometrium should be 

manually compressed prior to tying down the sutures to 

facilitate maximal compression.

●Pereira

ATONY
(VAGINAL DELIVERY)



It should only be used in cases of uterine atony; it will not 
control hemorrhage from placenta 
accreta. It will not prevent PPH in future pregnancies

A large Mayo needle with #1 or #2 
chromic catgut (or any absorbable 
suture if catgut is unavailable)

A large suture is used to prevent breaking
and a rapid absorption is important to 

prevent a herniation of bowel through a suture loop after the uterus has involuted

The technique has been used alone and in 

combination with balloon 
tamponade. This combination has been called the "uterine 
sandwich."

B-Lynch suture

ATONY



 Identification of  an isolated bleeding point in the retroperitoneum is often impossible. 

 It is rarely advisable to open the retroperitoneum or attempt dissection of  
any nonexpanding hematoma or an expanding retroperitoneal hematoma 
in a coagulopathic, hemodynamically unstable patient. The temporizing procedures described above 

can be used to stabilize the patient before beginning retroperitoneal surgery.

 If  a discrete retroperitoneal vessel is responsible for hemorrhage, it is clamped and ligated

 Bleeding adjacent to the uterus without clear bleeding points can be managed by ligation of  uterine vessels.

 If  ineffective, ipsilateral, or bilateral internal iliac artery ligation and/or pelvic packing usually stops the bleeding and avoids the 

delay associated with searching for the discrete source of  bleeding .

 ( If time allows, ureteral stents may allow palpation of  the ureters and placement of  hemostatic sutures with more confidence.??)

For surgeons without the necessary experience, pressure over the bleeding point or area, 

resuscitation and reversal of  any coagulopathy, and calling for help from an experienced 

surgeon are key temporizing measures.

RETROPERITONEAL BLEEDING



definitive treatment , regardless of  the etiology of  PPH

 In women with placenta accreta/increta/percreta or uterine 

rupture, early resort to hysterectomy may prevent deaths and morbidity caused 

by delays while ineffective fertility-preserving procedures are attempted.

 With improving prenatal diagnosis of  placental 

attachment disorders, hysterectomy can often be anticipated and 

discussed with the patient before cesarean delivery.

 If  the patient is not already at laparotomy and has developed these additional 

complications, then correction of  the severe physiological deficits before 

hysterectomy, if  possible, could be life-saving

HYSTERECTOMY



 continued severe bleeding after hysterectomy can enter a lethal downward spiral characterized by 

hypothermia, coagulopathy, and metabolic acidosis . ( pH <7.30, 

temperature <35°C, combined resuscitation and procedural time >90 minutes, nonmechanical bleeding, and transfusion requirement >10 

units packed red blood cells)

 To abort the cycle, the bleeding area is tightly packed , prevent heat 

and moisture loss , continuous monitoring, replacement of appropriate 

blood products and correction of physiologic derangement( kidney …), 

lessen the risk of abdominal compartment syndrome, abdominal packing procedure 

against the pelvic bleeders ("umbrella pack"), (use of broad spectrum prophylactic 

antibiotics while the pack is in place).

DAMAGE CONTROL APPROACH FOR PERSISTENT

BLEEDING AFTER HYSTERECTOMY



 The need for ≥2 units packed RBCs per hour for three hours is a 

sign of  significant ongoing bleeding and need to return to the operating room or arterial embolization. 

Placement of  a large bore drainage catheter in the pelvis at the time of  temporary closure will allow early 
recognition of  the need to return to the operating room.

Otherwise, the patient is returned to the OR to undergo definitive surgical care in approximately 48 hours. Packing 
should not be removed until coagulation defects have been 
corrected. If  the packing has controlled bleeding, it generally is removed at this time. If  it is removed too 
soon (<24 hours), bleeding will resume, whereas if  it is 
removed too late (>72 hours), pelvic infection or abscess may 
ensue.





راهنمای شوک هموراژیک و ترانسفوزیون خون

:ادامه

یدساعت پس از قطع خونریزی چنانچه کنتراندیکاسیونی وجود نداشته باشد پروفیلاکسی ترومبوآمبولی را شروع کن24:نکته



COMLICATIONS OF 

TRANSFUSION
Blood  Products




