
  

                        Protocol for the Management of  

                          Antepartum and Postpartum Bleeding 
 

 

The blood flow in the uterine arteries at term pregnancy is 800 cc/minute 

 

 Never examine a patient with third trimester bleeding unless you know the location of 

the placenta or the patient is on the operating table for a double sit up examination. 

 Third trimester bleeding is most commonly caused by placental abruption or placenta 

praevia. 

 Postpartum bleeding is caused mainly by uterine atony, but retained products, uterine 

rupture, cervical, vaginal or perineal lacerations can also cause serious bleeding. 

 

Management:  

 

During an obstetric emergency someone must take charge, preferably an 

obstetrician, who should direct the rest of the team, allocating responsibility for the 

following procedures that need to take place simultaneously.   

  

 Shout for help – get someone to start phoning to inform obstetrician, lab tech, 

anaesthetist, paediatrician as needed 

 Stay calm  - Understand the level of emergency 

 Allocate specific tasks to the members of the team 

 Take a brief history and physical. Assess the patient’s condition and plan your 

management accordingly – know the protocols. 

 Start two IVs with large cannulae, 16 or 14 gage 

 Start crystalloid IV solution and run it fast, 2000ml immediately  

 Get blood drawn for QBC, bleeding time and Blood type and XM 4 units. 

Arrange for transfusion of 0Rh –ve blood in acute emergency if needed. 

 Catheterise the bladder and start monitoring input and output. 

 Keep the patient warm  

 Treat specific problems: 

o Placenta praevia: Commonly delivered by C/Section, according the 

patient’s condition and location of the placenta 

o Placental abruption: The patient needs to be delivered vaginally or by 

C/Section within 4-6 hours depending on the condition of the mother 

and the baby 

o Postpartum bleeding: active management of the third stage and 

further use of oxytocic drugs (40iu oxytocin in 1000ml N/Saline over 4 

hours plus 0.5microgram ergometrine IM), direct injection of 

prostaglandin (haemabate) into the myometrium, manual removal of 

placenta, manual exploration of the uterus, possibly uterine packing or 

tamponade with large foley balloon, suturing of cervical, vaginal or 

perineal lacerations, exploration of the abdomen and ligation of 

internal iliac and ovarian arteries, finally - abdominal hysterectomy.    

 


