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HOSPITAL
1. PURPOSE:

2.

3.

4.

1.1 To ensure prompt assessment initiation and care of patient with antepartum hemorrhage.
DEFINITIONS:

2.1 Is defined as bleeding from or in to the genital tract, occurring from 24 weeks of pregnancy and prior to
the birth of the baby. The most important causes of APH are placenta previa and placental abruption,
although these are not the most common.

POLICY:

3.1 All women over 24 weeks with history of vaginal bleeding (+1 or more) should be admitted to the labor
room. No digital vaginal examination is done to rule out placenta previa.
3.2  Cause: Bleeding from the genital tract after 24 weeks gestation may be due to:

3.21 Placenta Previa.
3.22 Placenta Abruptio.
3.23  Local condition of cervix, vaginal and vulva.
324  Undetermined causes.
325 VasaPrevia.
326 Consider other rare lesions e.g. hemorrhoids, silent rupture uterus if patient with previous
caesarean.
PROCEDURE:

4.1 On admission:

4.1.1 Do proper admission assessment as per (P&P admission to L&D).

412 Obtain a detailed history (noting precipitating factors and amount of blood loss), perform a
general examination, check vital signs and palpate the abdomen to note areas of uterine
tenderness and hypertonicity.

4.1.3  Auscultate fetal heart and perform a CTG where appropriate.

414  Check scans report for placental site and repeats it to exclude placental abruption.

4.1.5 Perform gentle speculum examination, to exclude local causes.

416 Extract blood for complete blood count (CBC) and group and save serum (Give anti-D if Rheus
Negative).

4.1.7  Give steroids if gestation is <34. (Refer to P&P of PTL).

4.1.8 Administer anti-D if Rheus (D) negative.

419 Inform NICU.

4110 Consent for caesarean and even for hysterectomy should be signed by patient and her
husband.

4.2 Management of minor antepartum hemorrhage (History of mild APH with minimal blood loss on
admission +1).
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4.3

44

421  Transfer from delivery unit to antenatal ward if no signs of major bleeding, or significant uterine

tenderness or fetal distress.

422  If atterm consider induction of labor (discuss with physician).

Management of moderate antepartum hemorrhage: Indicates significant vaginal bleeding or minor

bleeding with significant constant uterine tenderness but no signs of imminent maternal shock or fetal

distress.

4.3.1 Intravenous line G14 cannula with normal saline (0.9%) and keep the patient fasting and ready
for OR if needed at any time.

4.3.2 CBC group and save serum, renal function test and coagulation profile and give Anti-D (if Rheus
negative), liver function test.

4.3.3 Fixindwelling urinary catheter for accurate monitoring of urinary output.

434 Record observation on her chart and measure all blood loss accurately (consider weighing
soaked linen) keep all pads for review.

4.3.5 Discuss the case with consultant/ senior registrar.

4.3.6 Delivery should be effected.

4.3.7 If no evidence of placenta previa, the cervix is favorable and there is no fetal distress, induction
of labor by amniotomy and oxytocin may be appropriate. Labor often proceeds rapidly in the
event of antepartum hemorrhage.

4.3.8 There should be early recourse to caesarean section if blood loss increases or if there are subtle
signs of maternal shock e.g. increasing tachycardia or fetal distress.

4.3.9 The patient should be closely monitored on the labor ward until her condition is satisfactory.
Observation continued and documented in the chart.

Management of major antepartum hemorrhage:

4.4.1 It can be defined by blood loss (=1500ml) and or vital signs:
4.4.1.1 Disturbance of conscious state.
4.4.1.2 Systolic pressure <100mmHg.

4413 Pulse >120 beats per minutes.
4414 Reduce peripheral perfusion.
4.4.2  Think and act quickly. In particular, commence resuscitation measures of shock, send more help
urgently, monitor and investigate.
4421 Startand IV infusion and infuse IV fluids.
4.421.1 Startan IV Infusion (two if the woman is in shock) using a largebore (G16
or largest available) cannula or needle.
4.421.2 |Infuse IV fluids (normal saline or ringer's lactate) at a rate appropriate for
the woman's condition.
4422 Beware of large concealed abruptions, where the revealed vaginal bleeding may be
minimal.
44.2.3 Inarriving at a diagnosis, remember:
4.4.2.3.1 Ahard “woody" uterus is pathognomonic of placental abruption.
4.4.2.3.2 Anengage vertex almost excludes a major degree of placenta previa.
4.4.24  Always inform consultant on call as early as possible to discuss the management.
44241 If FHR abnormal, scan to exclude placenta previa. If no placenta previa,
and in advanced 1st stage, consider ARM and vaginal delivery. Otherwise
urgent transfer for caesarean section or EUA.

443 Management depend on fetal condition, causes of APH, extent of bleeding and gestational age.

443.1 Incase of placenta previa:
44311 >37 weeks, deliver by caesarean section.
44312 <34 weeks: give dexamethasone 12mg IM for two doses.
4.4.3.1.3 Further management will depend on extent of blood loss and gestational
age.
4.4.3.2 In case of abruption placenta: if >37 weeks, induction of labor if fetal well-being allows
or LSCS if not.
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3.

6.

44321 If <34 weeks, give dexamethasone 12mg IM for two doses and monitor
closely both fetal and maternal condition.

44322 If between 34-37 weeks gestation, discuss with physician and
paediatrician.

44323 If viable fetus, do vaginal examination if the cervix is not fully dilated or
not nearly fully, deliver by LSCS.

44324 Nearly fully dilated may be allowed to deliver vaginally if the CTG is good
quality and reassuring and patient progress rapidly.

44325 If the cervix is fully dilated and delivery is imminent, allow spontaneous,
vaginal delivery, if not imminent assist with forceps or ventose.

44326 In the event of fetal death mode of delivery is to be decided by the
consultant.

4.4.3.2.7  Induction of labor with very careful observation of maternal condition may
be appropriate if the maternal condition is stable and if labor progresses
rapidly.

4.4.3.28 Even if the fetus is dead immediate caesarean section may be preferable
UNLESS the cervix is found to perform an amniotomy.

4.43.29 A caesarean section may still be necessary unless progress of labor is
rapid.

4.43.210 Decision for a vaginal delivery will be considered with an overall view of
the patient's clinical scenario.

4.43.2.11 If there has been an abruption extensive enough to result in fetal death
the patient will always require at least 4 units of blood whatever the initial
haemoglobin level and this should be given as soon as the cross match is
completed.

444 Clotting studies prothrombin time, partial prothrombin time, fibrinogen degradation product (PT,
PTT, and FDP) should be repeated every 4 hours for the first 12 hours.

4.4.5 Further management of fluid replacement will depend on the clinical condition.

4.5  Following delivery:

4.5.1 Recognize increased risk of PPH.

4.5.2  Administer ergometrine 0.5mg IM and commence an infusion of oxytocin 5 units in 500cc normal
saline over 4 hours.

4.5.3 Examine placenta for:

453.1 Completeness.
4.53.2 Any area of abruption.
4.5.3.3 Associated pathological features e.g. abnormal degree of calcification.
4.53.4 Send for histopathology.
4535 CITG.
4536 Partogram.
MATERIALS AND EQUIPMENT:
N/A
RESPONSIBILITIES:
6.1  Physician
6.2 Nurses
6.3  Midwife
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7. APPENDICES:

7.1 Principles of Management of Massive APH

7.2 The Principle of the Fluid Replacement and Administration of Blood Products
7.3  General Consent

7.4  Surgical and Medical Interventional Procedure
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Appendix 1:
PrFi)r?ciples of Management of Massive APH (blood loss greater than 1000ml and/ or signs of clinical shock)
Personnel required:
o Call experienced midwife (in addition to midwife in charge).
Call obstetric middle grade and alert physician.
Call Anesthetic middle grade and alert physician.
Alert physician clinical hematologist on call.
Alert blood transfusion laboratory.
Call porters for delivery of specimens/ blood
Designate one member of the team to record events, fluids, drugs and vital signs.

Initial management:
Initial management should follow the ABCD pathway.
A and B- assess airways and breathing.
A high concentration of oxygen (10-15 liters/ minutes) via face mask should be administered.
C-evaluate circulation.
Establish two G14 intravenous lines; a 20 ml blood sample should be taken and sent for diagnostic tests,
including full blood count and assessment of FMH if RhD-negative, coagulation screen, urea and electrolytes
and cross match (4 units).
D-assess the fetus and decide on delivery.
The four pillars of management:
e Communication between all members of the multidisciplinary team.
» Resuscitation (See Appendix 2).
e Monitoring and investigation.
e Arrest bleeding by arranging delivery of the fetus.
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Appendix 2:
The Principle of the Fluid Replacement and Administration of Blood Products.
Basic measures for hemorrhage up to 1000ml with no clinical shock:

e Intravenous access (G14 cannula x 1).

e Commence.

Full protocol for massive hemorrhage (blood loss >1000ml or clinical shock):
e Assess airway.
Assess breathing.
Evaluate circulation.
Oxygen by mask at 10-15 liters/ minute.
Intravenous access (G14 cannula x 2).
Position left lateral ilt.
Keep the woman warm using appropriate available measures.
Transfuse blood as soon as possible.
Until blood is available, infuse up to 3.5 liters of warmed crystalloid Hartmann's solution (2 liters) and/
or colloid (1— 2 liters) as rapidly as required.
» The best equipment available should be used to achieve rapid warmed infusion of fluids.
e Special blood filters should not be used, as they slow infusions.
Fluid Therapy and blood product transfusion:

Crystalloid Up to 2 liters Hartmann'’s solution.
Colloid Up to 1-2 liters colloid until blood arrives.
Blood Cross-matched. if cross-matched blood unavailable and the clinical situation is urgent,

give uncross-matched groupspecific blood of give O RhD-negative blood consider the
use of red-cell salvage if available.

Fresh frozen 4 units of FFP (12-15ml/kg or total 1 liter)

plasma (i) For every 6 units of red cells or
(ii) If prothrombin time and/ or activated partial thromboplastin time (PT and aPTT) are
greater than 1.5 x mean control.

Platelets if platelet count <50 x 109/L

concentrates

Cryoprecipitate if fibrinogen <1 g/L

With continuing massive hemorrhage and whilst awaiting coagulation studies, up to 4 units of FFP and
10 units of cryoprecipitate (two packs) may be given empirically.
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| {for Named Patient) signed below. authorize and
give consent to my attending physician and/or his/her
assistant to provide medical, nursing care and other
clinical diagnostic or therapeutic procedures with the
exception of surgical and invasive procedures, induction
of anesthetics, infusion of blood and blood products and
other procedures that require special consent.

KINGDOM o;unmmm el ol | Jelal L i iz

tL_u_LJF d ) | [ ig Nationality: duuiall

— : i Age: ’ |Years ] Months I:lDays gr-t-1]

Region: -alslanllfaghi-il | Date of Birth: / /14, H Vi 1 20. Dalall s
Dept./Unit: ‘sa3g/lawall Gender: [ IMale [ Female :yuiall

GENERAL CONSENTS  d_ olc Juljlyal

dllzall wuhll gusslgs yuhelg solisi gagall (Gasall) U yagal
Oilayidil sig iy aiy dub dlic @saail wlig aisclual Jlis; Galg
adlslaill Slelpa fllg daalpall Cilalnoll st draile Gph i gl Asppan

-unls adslgo walhiy @l Jar i ol allaiiis of pall pda

| understand that Dr.

.3 llzall caghli gl guoule] o3 2al

is attending physician and is the person responsible for
the assessment of my medical condition & my care plan &
he/she will have the responsibility according to my medical
condition, to Discharge or Transfer.

fagle piig ynadle dhig duhll (il pudi Ge Jyduall paiuill ga
2g2 &l Ll (lieai of (aabitiuall go (ragss ol Aulgus lgale
‘gl pills ageaind b (ale lis 2l13g s3] Ay dylic

| understand that the hospital and its employees will
respect my rights and privacy at all times and that the
confidentiality of my medical information will be guarded
carefully and released only to authorized person.

wiluagaal Ggoyin cagw arabigag (nadiaall gl (el pgsl
BEaly v dgan ] dalill dubll Slogleall dsgau ulg Silsgdll Jo s
his u\h.uulg ailall Jadl bpaag has QpA3Lwi  hgaug duling lgale
Uiloglaall clhe] afy 3lg - niiley pnle Ggogds (uill polidill < tiggl
paidll didlgo gl auaidill aidslgs all (na 1] dga gl paid il

s Juasd apoali

I shall abide by the hospital rules and regulations.

dadiiwall Lalill akillg Guilgall JS publg pjill wagaw

| understand that the hospital is not responsibie for the
loss or damage of my money, valuables and other personal
property and that in case of emergency or no alternative
situations the items should be handed over to the security
for safekeeping.

Cilsiiaall .'tgzuil olads dugduas Jaaii 4 Uu:...l.:.l.u.:.n]l Ul H.nl
f:.u;a.ﬂ: il gl ablall Al (ns Al gy &wals Sllino a..i gl divaill
ui v Gllliaall eis gl Cus pilflias (ple Blaall (Juay 3339

Whhﬂmiwwﬂlgdgmm

If it is found that | am not eligible for free treatment,
| am obligated to pay for all services rendered as per
my healthcare needs, | agres that the authorities and
Kingdom's courts will decide any dispute in connection
with such costs.

gias wilths i P.g.n.ﬁ uufn Uu'h.n.!l adlall dada i pi] aandl 15]
pilallg @aaiiall Jalgall ul .g.nlglg yadlay ddleiall wayjlaall J3
alla (ns géadl ddgdeno ppad (adll un disgewll duyell @dlasll

Ag=as caalgll vaybaonll Jga waals 3gag

In case of emergency, where | am not coherent or
conscious and unable to make my healthcare decision,
| hereby grant the following person (s) the right to take
decision of my medical treatment on my behalf:

.1|.'|.i] wnde ola e Ciidg jadpi pac gl a.lgu.x.:&JL-l gl a5lh sem Gl 15
olsies wnic alill jhall 583 o i gu‘ln druall pills ul.u.u JUT]
-pgilaw! adlil palidall (ad] duall aills

1. Name: e i
Relation to the Patient saulpall alen
Date: f / Time: WCidg J. / Ayl
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Name: “e—us il

(%17 I ] I I I N A B R

| acknowledge that my signature on this form signifies
that | em in agreement with all the statements.

Signature of Patient:

Data: / /! Time:

lasgis J4 (nle Galgo (nid] wainy Slaiwill o (nle riied gl pl
Ain peyded Jus Joldll Lgilys aiile

wayall puigs

Widg /. /. duls

Substitute Decision Maker

Wraah jlgall gilia o) pasall e agis 5o

In case of emergency and the patient is unable to make
decision and not granted any person to sign on his behalf.

Substitute Decision Maker Name,

Relation to the Patient

Signature:

Date: / / Time:

Reason for Patient not signing to Consent:

2iay alg hall 3157) (e pal6 puf pasgall Gods Gung dfjthll allall s
-aic bl f.mgdi‘g_\_ul

suagpall G gl Go aw)

syl dla

wWadSg / ' 4

wanall giigl pac

| ‘ I Substitute Decisi

Maker and patient not granted any person to sign on
his behalf

We certify that, we have examined the patient and it is
our professional opinion that this patient lacks decision
capacity to take health care decision and any delay
providing medical treatment will endanger his life or lead
to serious body harm.

1. Physician Name & ID No.:

Position: Signature:

Date: / Time:

2. Physician Name & ID No.:

aias ol paall Godg wapall o aagiy (o wilze diihll Allall ad
-aic aslilly misgill §a ai

lin Ul anigall l.l.llj wruag gagall yass aic ail Goig adls oad
wna pal gl U!g dall aills Uln.u shpall 3155) (nde slE pE Gaugall
wdl 524 25 9| phall ailis Gapmy Caguw dojalll dyhll aliell aysdi

dniig e sdlge

‘prasbioll @slly bl )

peaoill

Widg i /

rbsbioll adyllg wisshll ol

Position: Signature: Bl eiaghg
Date: / / Time: Widg / /. ayl
WITNESS amliay
1)
2)
3)
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KINGDOM OF SAUDI ARABIA
e mrw: | N 0 O VS 55 e T T
":“QC Name: sl
il TL: j Ij? Nationality: ‘Al
Numsiey ol Health i -

o o e T
Region: :abalaallfanhisll | Date of Birth: L 114 H L 120 3deall Agyly

Dept./Unit: wazglliesnll Gender:[ IMale [remate il

SURGICAL AND MEDICAL INTERVENTIONAL PROCEDURE aulalaill Jilclpa allg aalpall jlal

Here by authorize Dr.:
and his assistants to perform the ~following
Surgical Operation Interventional
Procedure:

The physician has fully explained to me my condition,
the reasons forthe Medical Interventional Procedures/
surgery has also informed me of the expected
benefits & complications, possible discomforts &
risks that may arises as well as possible alternatives
to the proposed treatment.

The procedure has been explained to me as above
and | had the chance to have my guestions and/or
quires answered by my physician.

Main possible complications:

Explained to me without any warranty or guarantee
from the hospital’s side as to the result or cure.

The treating physician or his assistants are entitled
to provide additional procedures as reasonable and
necessary, induding administration of anesthesia and
performance of pathology and radiology or excision
of tissue / organ the surgeon deems necessary.

I do also authorize the hospital to keep, use or

properly dispose any tissue and parts of organs that
are excised during this procedure.

Signature of Patient or Guardian

Date ! !

Time:

I have seen this consent before surgery and explained
nature of operation to patient/ guardian.

Name of Doctor:

Signature:

Date: / ! Time:

I, theundersigned olisigagalllil,al
On my behalf oo diledl giguuds oL dbailly
wushllpgilalcdialgalls

- gliladll dda IV dnlall dilasll el assclusg

1 anlpll dilasll wung duipall (aills apin cauhll pla
=ll38g wdrsitall dlll dpalell Sl glalaill dp gl
alaiallyhlially Slickaallg xlell flgall

a0yl o Suhely ol dpallf ddasll apl @5 3bg
- 391801 lgale dilaall Ciaig dlfuwill

‘dlairal dwdfll Slackaall gl S

logd padatwall gl cauhll g3 o Gloads ol 2g=i g9
- eladall gl aquiilly Gleiy

dignle 3l (nd Gall anscluasl gl alleall Cuuhllg
paaill phbsiznld drabagl andell Glosill o Lyopa
spanll i Jliall Jerw (nle (naglgilydl panally dediillg
allaiviu 8)9pa alpll (sp gaac gl arui sl Jlaiiuwl o]
I . dalasll clidl

valiill of Baall (réddiwall yagsl uils ollis
.Wdhﬂiﬁuleﬁ'&;ﬂﬁ glgabzg_slo.n-._.u.uunﬂ

‘opal g ol yasall pisgs

wJubgll I J caglidl

dpdlf dnlall ddesll dnl Jub jladl i e Selhl
. 030l (nlg fpapall el apin Cradg (bl
S eauhll 'n...ul
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