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 32 year old foreign parturient 

 Went into labour at home 

 Tried working out intricacies of accessing 

medical care with hubby over phone 

 Decided to extricate own baby 

 Failed and sent to hospital exsanguinated 

state 

 Both baby and mother died in the process 

 

 



Overview 

Magnitude of problem 

Unexpected hemorrhage 

Expected hemorrhage 

Prevention  

New prevention strategies 



Maternal mortality by cause UK 

2011-13 



Causes of maternal deaths, 

Malaysia(2009-11) 



Trends over the years… 



Maternal deaths by PPH, Malaysia 

2009-11 by place of delivery 



Mortality reports 

represent the tip of 

the ice-berg… 



ICNARC Case Mix Prog Database UK (1995-2003) 



The causes of obstetric haemorrhage 



Causes of obstetric haemorrhage 



Causes of obstetric haemorrhage 



Why is obstetric haemorrhage a 

KILLER? 
 

SUDDEN 

 

UNEXPECTED 

 

ASSOCIATEDCOAGULOPATHY 
 



 ALWAYS BE ON THE READY FOR EVENTUALITY 

 

 Well trained staff – early recognition, do correct things and 

alert for help  early 

 

 Protocols, drills and facilities in place 

 

 Educate patients of risks 



Prompt recognition, preparedness, 

proper management 



Readiness with adequate facilities 



Readiness with adequate facilities 



 Recognition and communication with team 

 RA to GA ( narcotics, less inhalational) 

 Resuscitation, ABC, 100% oxygen 

 More large bore IV access/ blood matched/ 

brought into OT, pressure infuser or rapid 

warm infuser 

 Senior obstetrician/anesthesiologist to be 

brought into OT 

 Uterotonic Drugs 

 Recombinant Factor 7 

 Post delivery care 



General anaesthesia vs Regional 

 GA preferred especially if high risk of bleeding as it will 

allow better control of situation by provider 

 



Syntometrine (syntocinon 5 units with ergometrine 500 mcg im) 

Syntocinon 5 units repeated once if necessary 

Followed by 30units/500mls infusion 125ml/h 

Ergometrine: 0.5mg im. Give iv if bleeding continues and remains hypovolaemic. May cause 

hypertension and is relatively contraindicated in hypertensive conditions of pregnancy. High risk 

of vomiting. 

Carboprost (Hemabate or prostaglandin F2a) 

For uterine atony unresponsive to ergometrine or Syntocinon. Give 250mcg IM (not iv). May 

cause bronchospasm, flushing and hypertension.  

Misoprostal 100mcg pr  

Dr Kath Davies Specialist Registrar in Anaesthesia  

Dr Matt Rucklidge Consultant Anaesthetist  

Royal Devon and Exeter Hospital, UK  

Anesthesia UK - World Anesthesia ( Jan 2007) 



Uterotonics: practical tips 



Surgical/other interventional  

treatment 



Surgical/other interventional  

treatment 



Involving an obstetric anaesthetist 

early 



Monitoring- hemostasis 



Monitoring-hemodynamic 



Postoperative 

Care 



Use of recombinant activated factor FVIIa 
Anesth Analg 2009;109(6):1908-15 



Use of recombinant activated factor FVIIa 
Anesth Analg 2009;109(6):1908-15 



Expected hemorrhage 

Plan A 

Plan B 



Recognize those who are likely to 

bleed and have plans for them… 



Risk of placenta praevia and accreta 

versus previous LSCS 



Algorithm in place 



GA versus RA to reduce blood loss 



Prevention 



Women who refuse blood products 



Women who refuse blood products 



Drills and Simulations… 



Use of new strategies 



Use of cell saver in 

obstetrics 



Use of AUDIT to 

improve… 



Use of AUDIT to improve… 



Obs Haemorrhage is  preventable 

Upgrade levels of care –

drills,protocols 

Recognize early –refer consultant 

Plan, plan, plan whether elective 

or emergency 

Monitoring- intra and post op to 

detect problems early 
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