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INTRODUCTION 

Oneiofitheipriorities iofi theiWorldiHealthiOrganization 

i(WHO)iis maternaliandi child ihealth. iImprovingithe 

iqualityiofimedicalicareifor womeniofifertileiage,I 

pregnantiwomen,iwomeni inilabor,I reducing maternaliandichildi 

mortality,iandi patient satisfactioniareitheimain criteriaiini assessing the 

iactivities iof ithei obstetricsiandigynecology service.  

In Uzbekistan, in the context of ongoing radical changes in 

healthcare, the main priority areas of ongoing reforms are the 

optimization of obstetric services and the reduction of maternal and 

perinatal mortality. A systematic search is being carried out for 

fundamentally new, more modern approaches to service management in 

accordance with the objective situation in the country and global health 

care. According to UN estimates, the number of global births has 

stabilized iatiabout 140imillion periyear, I andi theitotal ifertility irate 

ihasibeen isteadily declining, droppingi toi18% iini 2019.i Thei 

majorityi (65%)iof ithese 

birthsiproceedivaginallyiwithouticomplicationsiforiwomeniandi children 

withiphysiologicalibloodilossiofi500itoi1000imliofiblood.iHowever,I in 

3 – 8%iofi cases,itheivolumeiofibloodilossimayiexceedi1.5%iofithe 

mother’s ibodyiweighti andiisi consideredimassiveibleeding.iMassive 

obstetricihemorrhageiisiaicriticali 

conditioni(nearimissimaternalimorbility), requiringi immediate 

iintensive icarei ini combinationiwith iinfusion-transfusion itherapy, 

isurgical interventioniandiofteni(1:30)iendingiinimaternalibleeding. 

Accordingito iworldi statistics,I obstetrici hemorrhageioccupiesiai 

leadingiplaceiinitheistructureioficausesiofimaternalimortalityiandimorbi

dity.iEveryiday,i810iwomenidieifromicomplicationsiassociatediwithipre

gnancyiori childbirth,I ofiwhichiabouti380 iareiassociatediwithi massive 

obstetrici hemorrhage idueito ihemorrhagici shock,I disseminated 

intravasculari coagulationisyndromei andi multipleiorganifailure.i Ifiin 

2017itheiglobali maternalimortalityirateifromiobstetricihemorrhage iwas 

27.3%,itheniinidevelopingicountriesiitirangesifromi17itoi40%, i.e. 1 

case per 1000 births per year. In developed countries, in the structure of 

maternal mortality, MOB is 11.0% in the USA, 1.7% in Scandinavia, 

and 14.7% in Russia. According to a report on a confidential study of 

maternal mortality cases in Uzbekistan, there is a decrease in MS from 

MOB from 97 (25.8%) in 2015 to 55 (22.2%) in 2017. Timely diagnosis, 
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coordinated work of the resuscitation and surgical teams, complex 

intensive treatment and properly developed obstetric tactics help reduce 

MS from MOB. If there is no effect from the conservative intensive 

therapy or organ-preserving methods adopted, such as B-Lyncl, Pereira, 

doping of three pairs of vessels, in case of atonic bleeding, the scope of 

the operation for vital reasons is expanded to total hysterectomy 

(Pakhomova, 2016; Yusupbaev, 2019) - this method is the last stage if 

all previous surgical measures do not give the desired effect. The 

advantage of hysterectomy for massive obstetric hemorrhages, 

especially atonic ones, is the rapid elimination of the source of bleeding. 

The second and third report on a confidential study of maternal deaths in 

Uzbekistan indicated that in 34% of cases with MOB, surgical 

hemostasis was started late and was accompanied by technical 

difficulties, sometimes with large blood loss during total hysterectomy.  

Theianalysisiofithe irelevanceiandi relevanceiof itheidissertation  

topiciindicatesithat idespiteitheiglobal imeasures itakeniinitheiworldito  

preventiMOB,itheyistilliposeiairealithreatitoitheihealthi andilifeiofithe  

mother,irequiringitheisearch iforimoreieffective imeasures iforitheir 

prevention,iconservativeiandisurgicalitreatment. We offer an optimized 

version of subtotal and total hysterectomy for MOB, which we obtained 

as a result of our scientific work, improves the technique of performing 

the operation, reducesiitsiexecutionitimei andireduces iblood iloss, 

therebyiimprovingitheioutcomeiofithei operation,iwhichiiniturn ireduces 

maternalimortality.iAlliresultsiobtainediwillibeiouricontributionitoiachie

vingiandifulfilling icommitmentsi(like imost 

iinternationalicommunities) toireduce 

itheiglobalimaternalimortalityiratioitoilessithani70iperi100 thousand live 

births by 2030, which requires efforts from our government.  

Toidate,itherei areinoi definitiveicriteriaiand ia isingleipointiofiviewiin 

definingimassiveiobstetricihemorrhage.iBloodilossiofiupitoi1000imliqui

teioftenioccursiduringichildbirth,iespeciallyiduringicesareanisectionideli

very, but this condition does not have an important clinical 

manifestation and does not lead to a sharp change in hemodynamic 

parameters. Theifollowingicriteriaiareitypicali forimassivei bloodiloss:i 

lossiofi100%iofibloodivolumeiwithini24ihours,iorilossiofi50%iofibloodi

volumeiwithini3ihoursioriless,iori150iml/min,iori2%iofibodyiweightiwit

hini3ihours.iSomeiofitheicurrentlyiacceptediinternationalicriteriaidefinin

githeitermi“massiveiobstetricihemorrhage”iareitheifollowing:ibloodiloss
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iofimoreithani1500iml,iaidecreaseiinihemoglobinileveliofilessithani4ig/

dl,ianditheineediforiemergencyitransfusioniofimoreithani4iunits.ivolume

siofiredibloodicells. There are conflicting data on the incidence of MOB, 

according  to  Russian scientists it ranges from 1.7ъtoъ8%,ъandъ 

accordingъtoъworldъdata,ъpathologicalъpostpartumъhemorrhageъisъ6–

11%,ъofъwhichъmassiveъfromъ1ъtoъ3%ъwithъsignificantъdifferences

ъbyъregion.ъTheimainicausesiъofiъbleedingъiareiъdisturbancesъinithei

ъprocessesiofiseparationiъofitheiъplacentaъiandiъdischargeъofitheiplace

nta,iabruptioniofiainormallyilocatediplacenta,iplacentaiprevia,sepsis,ъob

stetriciъembolism,iъtraumaticiъinjuriesiofitheibirthicanal,ъuterineiruptur

e,iuterineiatonyiandicoagulopathy,imostiofithemiareiaccompaniedibyim

assiveiobstetricihemorrhage. 

 

Domestic scientists have been studying this problem. They found 

that treatment of massive obstetric hemorrhage should be early and 

comprehensive. According to our national obstetric standards, surgical 

hemostasis must begin when the volume of blood loss is 1500 ml; often 

doctors delay with laparotomy and various surgical methods to stop 

bleeding. The effectiveness of treatment of this critical condition 

associated with MOB can only be ensured by the coordinated work of 

obstetricians-gynecologists and the resuscitation team, timely 

identification of the etiology of disorders and its elimination. 

Many authors give preference to organ-preserving operations, 

however, when measures to stop uterine bleeding are ineffective and the 

mother is in threatening conditions, hysterectomy is widely used to save 

the life of the mother. Only complex treatment, including a combination 

of infusion therapy, blood replacement therapy and surgical bleeding 

control, leads to an improvement in the condition. Ouriscientifici 

researchiisidevoteditoioptimizingitheioperationiofisubtotalianditotalihyst

erectomyiforimassiveiobstetricihemorrhageitoiimproveitheioutcomeiofit

heioperationiandireduceimaternalimortalityifromihemorrhage. 
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CHAPTER I. MODERN CONCEPTS ABOUT MASSIVE 

OBSTETRIC BLEEDING, PROBLEMS OF SURGICAL AND 

CONSERVATIVE TREATMENT 

 

§1.1. Massive obstetric hemorrhage is the cause of maternal 

mortality in the world and in Uzbekistan 

Massiveiobstetricihemorrhage,iaccompaniedibyihemorrhagicishoc

k,idisseminatediintravascularicoagulationisyndromeiandimultipleiorgani

failure,iisitheimainicauseiofimaternalimortalityiinitheiworldiandiaccount

siforiupitoi25%iofiitsistructure.iAccordingitoiliteratureidata,iabouti62–

65%iofibirthsi passing through  theinaturalibirthi 

canaliareiaccompaniedibyiphysiologicalibloodiloss,i1/3iofitheipatientsil

osei fromi500itoi1000imli  ofi blood,I andiini3–8%ioficasesithei 

volumeiofibloodilossiexceedsi1.5%iofitheimassiofitheimother'sibodyian

diisiconsideredimassive,irequiringitransfusioniofiredibloodicellsiandioft

enihysterectomy. 

However,itoidateithereiisinoiconsensusionitheiexactidefinitioniofi

MOBiinitheipostpartumiperiod,ialthoughiinimostimedicaliinstitutionsiiti

isidefinediasiaibloodilossiofimoreithani1500iml,iorimoreithani30%iofith

eibloodivolume,iwhenitheineediforiblooditransfusioniarises.iInimostiper

inatalicentersiandimaternityicomplexesiinitheiCIS,itheifollowingicriteria

iareiadoptediforitheiinstallationiofiaiMOB:ilossiofi100%iofibcciwithini2

4ihours,iorilossiofi50%iofibcciwithini3ihoursioriless,iori150iml/min,iori

2%iofibodyiweightiwithini3ihours.iSomeiofitheiinternationalicriteriaitha

tidefineitheitermi“massiveiobstetricihemorrhage”iareibloodilossiofimore

ithani1500iml,iaidecreaseiinihemoglobinileveliofilessithani4ig/dl,iandith

eineediforiemergencyitransfusioniofimoreithani4iunits.ivolumeiofiredibl

oodicells. 

Literary data provide conflicting information on the incidence of 

PPH in the world, from 6 to 11%, of which 1 to 3% are MOB. 

According to M.N. Surina, T.Yu. Marochko (2016), in the Kemerovo 

region of the Russian Federation, MOB complicates an average of 0.5–

5.0% of births, and according to WHO, scientific studies conducted 

from November 2014 to November 2015 studies in the Metro East 

region (Cape Town, South Africa) found an incidence of this condition 

of 3/1000 births, and a frequency of massive transfusions of 4/10,000 

births; These results are based on 32,862 births during the study period. 

According to WHO (2019), 14 million women develop massive bleeding 
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every year in the world, and the prevalence of postpartum hemorrhage 

(more than 500 ml) in the world is approximately 6% of all pregnancies, 

severe postpartum hemorrhage (more than 1000 ml) is 1.96%. As a 

result, the frequency of occurrence of MOB varies throughout the world; 

it was very important for us to study the frequency of occurrence of this 

condition in such an ecologically unfavorable region as the city of 

Urgench and three districts of the Khorezm region. 

ThereiareimanyipossibleicausesiofiMOBiassociatediwithiobstetrici

andisomaticipathologiesionitheipartiofitheimother.iObstetricicausesiincl

udeiabruptioniofiainormallyilocatediplacenta,iplacentaiprevia,iobstetrici

embolism,idisturbancesiinitheiprocessesiofiplacentaliseparationiandiplac

entaidischarge,itraumaticiinjuriesitoitheibirthicanal,iuterineirupture,idecr

easedicontractileiactivityiofitheimyometriumi(uterineiatony),icoagulopat

hies,icesareanisectioniandisepticicomplications,itheimajorityiofiwhichiar

eiaccompaniedibyiMOB,iiniaddition,isurgery,icesareanisection,iconserv

ativeimyomectomyiduringicesareanisection,isubtotalianditotalihysterect

omy.iRecently,itheistructureiofipathologicalibleedingihasiundergoneisig

nificantichanges:itheifrequencyiofibleedingiagainstitheibackgroundiofiai

largeifetus,iinducedilabor,iabruptioniofiainormallyilocatediplacenta,ipla

centaipreviaianditrueiplacentaiaccretaiisiincreasing,ihowever,iconsistent

lyihighinumbersioccuriwithibleedingiassociatediwithiimpairedicontractil

ityiofitheiuterusiduringichildbirthiandiinitheiearlyipostpartumiperiod,ii.e

.idueitoiuterineiatony.iBasedioniscientificiresearchiconductediinitheiBu

kharairegioniN.N.iKarimovai(2020),itheimainicausesiofimassiveiobstetr

icihemorrhageiinitheiretrospectiveigroupiwereiimpairedi contractilityi 

ofi thei uterus i- iuterineiatonyi (68.6%),I 

anomaliesiofiplacentaiattachmenti(62.0%),iPONRPi(29.0%),ideliveryiof

iailargeifetusi(i28.1%),isevereipreeclampsiai(13.3%),imost. 

After bleeding, patients developed iron deficiency anemia of 

varying severity. 

Somaticidiseasesileadingitoitheidevelopmentiofipathologicaliobste

tricibleedingiincludeibloodidiseasesi(congenitaliandiacquiredithrombop

hilias)iandihereditaryidisordersiofihemostasis,isevereiextragenitalipathol

ogyi(chronicihypertension,ipathologyiofitheicardiovascularisystem,ineur

oendocrineipathologyidiabetesimellitus,imetabolicidisorderi-

iobesityi),iincreasingichildbearingiageiandiecology. 

Most maternal deaths occur due to placental abruption, placenta 

previa and disturbances in the hemostatic system. However, postpartum 
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hemorrhage accounts for approximately 25 to 30% of all maternal 

deaths, and a loss occurs in seven women every hour. 

Maternalimortalityi(MM)iisiaikeyiindicatoriofitheihealthistatusiofi

womeniofireproductiveiageiandianiindicatoriofitheiperformanceiofitheic

ountry'sihealthcareisystem,ireflectingitheiqualityiofiperinataliandiobstetr

icicare.iAnalysisiofitheileveliofitheiMSistructureiisitheibasisiforidevelo

pingiaistrategyiforitheidevelopmentiofiobstetriciservicesiandiidentifying

ireservesiforiitsiimprovement.iAccordingitoiWHOirecommendations,i“

maternalimortality”iisidefinediasiallideathsiofiwomenicausedibyipregna

ncy,iregardlessiofiitsidurationiandilocation,ioccurringiduringipregnancyi

oriafteriitsicompletioniwithini42idaysifromiaiconditioniassociatediwithi

pregnancy,iaggravatedibyiit,iasiwelliasiitsimanagementi,iexceptiinicases

iofiaccidentioriaccidentalioccurrence. 

Having analyzed the dynamics of maternal mortality from 2000 to 

2017, we identified the following facts: the maternal mortality rate 

worldwide decreased by 38%, and in Uzbekistan by 33.3%; The 

maternal mortality ratio in developing countries was 239 per 100,000 

live births in 2015, compared with 12 per 100,000 in developed 

countries. In our republic in 2017, the MS rate was 19.3 per 100,000 live 

births. There are significant differences in rates between countries. The 

main reasons for the tragic statistics in many countries of the world, 

according to the authors of the report, are primarily due to poverty and 

inequality. On February 27, 2020, the President of the Republic of 

Uzbekistan Shavkat Mirziyoyev for the first time announced that, 

according to preliminary calculations, 12-15%, or 4-5 million of the 

population of our country, is in a state of poverty, and identified poverty 

reduction as a priority task, for which the Ministry of Support was 

created mahallas and families. Our republic, together with the UN, the 

World Bank and other international organizations, is developing a 

medium- and long-term strategy to combat poverty. There are also large 

disparities within countries between high- and low-income women and 

between rural and urban women. 

As mentioned above, according to WHO (2012), obstetric 

hemorrhage consistently maintains a leading position in the structure of 

maternal morbidity and mortality. Every year, about 14 million 

postpartum hemorrhages occur in the world, of which 120–140 thousand 

result in death (50% in the first 24 hours) and about 20 million result in 

maternal morbidity and disability; In the world, seven women die from 
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MOB per day. There is convincing evidence that the level of MOB 

increases in industrial districts and the risk of mortality from the above 

pathology is 1:100 thousand births in the UK and 1:1000 in the USA. In 

the structure of MS in the USA, blood loss is 12%, of which 73% of 

cases are preventable, the UK ranks 3rd in the structure of MS, 53% of 

cases are preventable, in Africa blood loss reaches 35–60%, in Russia 

18% in the structure of MS, 62 % of cases. 

In our republic, from 2013 to 2015, 2,064,279 live births were 

registered; in 376 cases, pregnancy and childbirth resulted in maternal 

mortality, of which 97 (25.8%) were directly related to MOB. From 

2016 to 2017 cases of MS from MOB decreased slightly and amounted 

to 55 (22.2%) cases. In the structure of MS, direct causes directly related 

to obstetric complications accounted for 80%, indirect causes accounted 

for 20%. In our republic, the first place among the causes of MS, as 

throughout the world, is bleeding, which accounts for one third of the 

direct causes of maternal mortality. In second place is preeclampsia, in 

third place is somatic pathology, and then genital sepsis. The direct 

causes of MS are manageable; the quality of medical care should be 

improved and all reserves should be included to reduce maternal 

mortality. Most causes of massive blood loss and hemorrhagic shock in 

obstetrics are preventable in nature, therefore it is extremely important 

to follow the protocol for providing emergency care to this category of 

patients, since the time for carrying out all diagnostic and therapeutic 

measures is very limited [39, p. 8–12]. 

Thus, there is a downward trend in maternal mortality, but most 

experts in this field emphasize that this is not enough to achieve 

sustainable development goals according to UN forecasts. The global 

target for ending preventable maternal deaths is to reduce the global 

maternal mortality ratio to less than 70 per 100,000 live births by 2030. 

A joint statement from UN agencies participating in the Inter-Agency 

Group on Maternal Mortality Assessment calls on all countries around 

the world to step up efforts to save women and children. Planned 

research work to optimize the technique of subtotal and total 

hysterectomy is aimed at improving the outcome of the operation and 

reducing maternal mortality from massive bleeding. 

§1.2. Modern view on the causes of postpartum hemorrhage 

More than 80% of the structure of obstetric hemorrhages is 

occupied by postpartum hemorrhages. The causes of PPH associated 
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with hypo- and atony of the uterus in the postpartum period are in first 

place, followed by PONRP and disorders of the separation and release of 

the placenta [102, p. 98–108]. 

TheiclassificationiofiPPHiisicurrentlyibeingidiscussed.iTheiInterna

tionaliFederationiofiObstetriciansiandiGynecologistsi(FIGO)irecommen

dsiclassifyingipostpartumihemorrhageiintoiearlyi(primary)occurringiinit

heifirsti24ihoursiafteribirth,iandilatei(secondary),ioccurringibetweeni24i

hoursiandi6iweeksiafteribirthi[88,ip.i108–111; i113,ip.i12–21]. 

TheiAmericaniCollegeiofiObstetriciansiandiGynecologistsi(2015)i

definitioniextendsitheiperiodiofilateipostpartumihemorrhageitoi12iweek

s.iAccordingitoiWHO,ipostpartumihemorrhageiisibloodilossi≥i500imlid

uringivaginalideliveryiandi≥i1000imliduringiCSiorianyiclinicallyisignifi

cantiamountiofibloodilossi(leadingitoihemodynamiciinstability)ioccurrin

giwithini42idaysi(6iweeks)iafteribirthiofitheifetusi [73,iip.ii168 – 186]. 

iiTheiidefinitioniiofiiPPHiialsoiiincludesiiai 

distinctionibetweenisevereiPPHi(1000itoi1500imL)iandimassiveiPPHi(

moreithani1500imL).iAimoreiconvenientidefinitioniseemsitoibeitheifoll

owing:ipostpartumihemorrhageiisianyibloodilossithaticausesiphysiologi

calichangesithaticanithreateniaiwoman’silifei[55,ip.i242–-289].iiSo, 

iiiniianemiciiwomeniibloodiilossiiofi250imlicanicausei 

theisameiclinicaliconsequencesiiasilargeibloodiilossiiniwomeniwithnor

malihemoglobin. 

According to A.V. Kulikova, E.M. Shifman (2016), in the Russian 

Federation, approximately 70% of all bleeding in obstetrics refers to 

postpartum atonic bleeding, late postpartum bleeding accounts for 0.2 to 

3% of observations. Late (secondary) postpartum hemorrhage (PPH) 

occurs, as a rule, no earlier than two days of the postpartum period and 

is associated with subinvolution of the placental bed against the 

background of an infectious process, retention of inflammatory detritus 

or placental tissue with the formation of placental polyps. However, it is 

difficult to accurately determine the true frequency of bleeding in the 

late postpartum period, since statistics only record cases of severe blood 

loss. Among 

theicausesileadingitoilateipostpartumihemorrhageiareitheiremainsiofipla

centalitissueiinitheiuterineicavity,iwhichimoreioftenioccursiduringispont

aneousilaborithaniduringideliveryibyicesareanisection.iViolationiofithei

separationiofitheiplacentaimayibeidueitoitheiplaceiofiitsiattachment:iinit

heiloweriuterineisegment,icorneriorionitheisideiwalliofitheiuterus,iabov
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eitheimyomatousinode,iwhereitheimusclesiofitheiuterusiareiunderdevelo

ped,iorichangesiinitheimucousimembraneiofitheiuterus,icharacteristicsio

fitheichorion.iAccordingitoiG.N.iKarimovai(2017),idelayediuterineiinvo

lutioniisioneiofitheimainireasonsiforitheidevelopmentiofilateipostpartum

ihemorrhage;ithisifactoriisiairiskiforitheidevelopmentiofihematometraia

ndipostpartumiendometritis.iAccordingitoiainumberiofipublications,ithei

developmentiofibleedingiwithidelayediuterineiinvolutionioccursimainlyi

inithei2ndiweekiofitheipostpartumiperiod. 

AccordingitoitheiUzbekiandiMoscowiprotocolsiforibleeding,ithei

mainicausesiofibleedingiareideterminediaccordingitoithei“4iT”irule:iiiTi

(tone)ii–iiimpairediiiuterineiiiiicontractioniii(hypo-ioriiatony);iii 

Tii(tissue)  ii–iretention iiofiipartsiiofiitheiiplacentaiiori blood iiclotsiiin 

theiuterineicavity;iTi(trauma)i–iinjuryitoitheibirthi canal, iuterine 

rupture; iiTii (thrombin)ii–iidisordersiofitheibloodi coagulationisystem. 

There are a lot of factors contributing to the development of PPH, 

but there is no single factor that would 100% cause it a serious 

complication, usually a combination of several factors leads to the 

development of bleeding. An interesting study was conducted abroad, 

which examined only risk factors with an adjusted odds ratio (OR) >2.0; 

multiple pregnancy (2.3–4.7); history of PPH (>3.3); pregnancy-induced 

hypertension (1.9–2.5); chorioamnionitis (>2.5); episiotomy (1.4–2.2); 

history of cesarean section (1.3–2.3); caesarean section during labor 

(1.7–3.6); macrosomia (1.7–3.5); forceps or vacuum extraction (> 2.3) 

[95, p. 1–7]. 

Iniouriregion,ianemiaiinipregnantiwomen,iespeciallyimoderateiID

Aiinitheithirditrimester,iisioneiofitheimainiriskifactorsiforitheidevelopm

entiofiPPH,isoitheihemoglobiniofiparturientsishouldibeideterminediatith

eibeginningiofilabor,iunlessirecentihemoglobiniisiavailableianditherei 

areinoiriskifactorsiforitheioccurrenceiofiPPH.iIDAimayibeiexacerbatedi

byialteredihomeostasisiandidecreasedierythropoietinisecretioniandi 

actioniiniwomeniwithiaihigheripostpartumiinflammatoryiresponse,I 

especiallyiaftericesareanisection.iTherefore,ieveryieffortishouldibei 

madeitoi treatianemiaibeforeideliveryiandirecommendithatiwomeni 

withiseverei anemiaioriatihighiriskiofibleedingionlyideliveriiniperinatali 

centersiwhereiaimultidisciplinaryiapproachiisiavailablei forithei 

management ofihigh-riskiPPH.iMildi postpartumi 

anemiaiisidefinediasihemoglobini90–110ig/Liinithei    

24–48ihoursibeforeithei1stiweeki postpartum,I andiafteri 
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8iweeksiitishouldibeiatileasti<12ig/L.iTheiprevalenceiofianemiaiiniUzb

ekistaniisiabouti49%,ibutiweidoinotihaveiinformationionipostpartumian

emia,ibutiitiisiapproximatelyi50%iiniEuropeiandi50–80%i 

inidevelopingicountries.iSevereipostpartumianemiaiisiconsiderediwheni

hemoglobiniisi<7ig/l. 

An important role in the development of postpartum hemorrhage is 

played by disturbances in the hemostatic system, and this applies to both 

massive bleeding and moderate blood loss, in particular the development 

of hypofibrinogenemia, congenital and acquired coagulopathies (in 

particular, von Willebrand disease, vitamin K deficiency, liver disease, 

drug-induced -induced coagulopathy). To date, it has been proven that 

an imbalance of the thrombin-plasmin system plays a major role in the 

development of obstetric hemorrhages of the type of coagulopathies. 

Studies have revealed hereditary bleeding disorders; in women with von 

Willebrand disease, the risk of developing PPH is 1.5-fold and the risk 

of blood transfusion is 5-fold. Carriers of hemophilia are more likely to 

develop primary PPH if their plasma coagulation factors are below 

normal. The risk of developing secondary PPH in carriers of hemophilia 

also increases when clotting factor levels slowly return to normal during 

the postpartum period. Thereъisъalsoъinformation aboutъanъincreased 

riskъofъdevelopingъPPHъinъwomenъwithъ rareъ hereditaryъdisorders, 

suchъasъcongenitalъhypofibrinogenemia,ъdeficiencyъofъfactorъVII,ъfa

ctorъX,ъfactorъXIъandъfactorъXII,ъGlanzmannъthrombastheniaъorъBe

rnard-Soulierъsyndrome. 

AccordingitoiA.D.iMakatsariai(2018),idisruptioniofitheihemostatic

isystemiandidecreasedicontractilityiofitheiuterusioftenicomplementieach

iother,itheilackiofiintenseiretractioniofitheimuscleifibersiofitheiuterusidi

sruptsitheicontractioniprocessesiofispiraliarteries,iandidisruptioniofitheit

hrombusiformationiprocessiincreasesitheiriskiofidevelopingimassiveiPP

Hiwithitheidevelopmentiofihemorrhagicishock. 

Hemorrhagicishockithatioccursiagainstitheibackgroundiofibleeding

ileadsitoitheidevelopmentiofidisseminatediintravascularicoagulationisyn

drome,iwhichioccursiwithiamnioticifluidiembolism,iplacentaliabruption,

iinfections,ipreeclampsia,iHELLPisyndrome,iwhichiplaysiaicriticalirolei

initheipathogenesisiofimassiveiobstetricihemorrhage.iPostpartumihemor

rhageiofianyietiology,ileadingitoihemorrhagicishock,icanibecome,iasiwe

ihaveiindicated,iaitriggeriforiDICisyndrome.iHowever,iwithisuchisevere

iliveripathologyiasiacuteifattyihepatosisiofipregnancy,iagainstitheibackg
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roundiofisevereiliveridysfunction,iinisomeisituations,iDICisyndromeifir

stidevelopsiandisubsequentlyihemorrhagicishock;isuchibleedingiwasiob

servediiniabouti43.6%ioficases.iSystemicihypoperfusion,iacidosis,iandi

hypoxiaicauseisystemicireleaseioficytokinesithatiactivateitheicoagulatio

nicascadeiandiinhibititheianticoagulantiandifibrinolyticisystems.iProinfl

ammatoryicytokinesiinitiateitheidevelopmentiofiSIRS,iwhichiiniturni 

continuesitoistimulateidisseminatediintravascularicoagulation,iwhichifur

therileadsitoimultipleiorganifailureisyndrome. 

Ofteniacuteihemorrhagicishockileadsitoidisseminatediintravascular

icoagulation,iprofuseibleedingiisiaccompaniedibyidiffuse,isystemici 

bleedingifromitheiwoundiaftericesareanisection,ifromitheisiteiofiintrave

nousicatheters,iurinary,igastrointestinal,irespiratoryitract,iskin,iwhichi 

leadsitoitheidevelopmentiofiai“nearimiss”icondition. 

Initheiforeigniliteratureithereiareiisolatedipublicationsiindicatingi 

diseasesisuchiasimalformationsioripseudoaneurysmsiofitheiuterineiarteri

es,iwhichiareitheicausesiofisevereibleedingiinitheilateipostpartumi 

period.i Suchi bleeding ioccursi iniabouti1–2%ioficases,I 

anditheilackiofidataionimaternalimortalityifromithemideterminesithei 

lackiofidueiattentionifromidoctorsitoithisiproblemianditheidevelopmenti

ofianialgorithmiforiitsitreatment. 

Thus,ithereiareimanyifactorsicontributingitoitheidevelopmentiofi 

bleeding,ibutitheimain,icommonicausesiofiPPHiareidisturbancesiinithei

processesiofiseparationiofitheiplacentaiandidischargeiofitheiplacenta,I 

traumaticidamageitoitheibirthicanal,iuterineirupture,idecreasedi 

contractileiactivityiofitheimyometriumi(uterineiatony)iandidisordersiini 

thei hemocoagulationisystem, itheimajorityiof  ithemiisiaccompaniedi 

byimassiveiobstetricibleeding,itheidevelopmentiofihemorrhagicishock,I 

disseminatediintravascularicoagulationisyndrome,iandisometimesileadi 

toiMSiagainstitheibackgroundiofimultipleiorganifailureiofianiirreversibl

einature. 

 

§1.3. Diagnostic methods and assessment of blood loss during 

massive obstetric hemorrhage. 

This section reflects the state of the blood coagulation system and 

homeostasis during physiological pregnancy, massive obstetric 

hemorrhage and diagnostic methods. During physiological pregnancy, 

BCC in the 3rd trimester increases by 45% and ranges from 85 to 100 

ml/kg. Atъtheъ endъofъ physiologicalъ pregnancy,ъthe ъlevelъof 
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fibrinogenъincreasesъbyъmoreъthanъ25%,ъtheъactivityъofъbloodъ 

coagulationъfactorsъthatъmakeъupъtheъinternalъpathwayъofъ 

hemostasisъactivationъincreasesъ significantlyъ-ъVIII, ъIX,ъX,ъ 

XI,ъXII, ъhowever, theъnumberъofъfactorsъthatъmakeъ upъtheъ 

external ъpathwayъofъbloodcoagulationъactivationъ increasesъ 

moderatelyъ,ъas ъevidencedъbyъanъ increaseъinъ PTIъonъ 

averageъtoъ110%.ъApartъfromъfactorъXI,ъallъotherъclottingъfactors,i

especiallyifibrinogen,iincreaseiduring ipregnancy,I protecting 

themifromiexcessiveibloodilossiduringiplacentaliseparation. 

Before birth, the level of soluble fibrin-monomer complexes on 

average increases slightly more than 1.5 times compared to the norm, 

and their number remains 40–50% high from the initial value. In the 

postpartum period, the level of RFMC remains stable and begins to 

decrease on the 6th day of the postpartum period. During pregnancy, due 

to the high rate of fibrinogen metabolism in the body, an increase in 

early PDPs is observed, but the D-dimer test is negative against the 

background of normal plasminogen concentrations, against the 

background of moderate activation of fibrinolysis. Although during 

physiological pregnancy the activity of the main procoagulants 

increases, pathological activation of hemostasis is not detected. This is 

achieved as a result of the balanced and compensated work of all parts 

of the hemostasis system, which is a unique ability of a pregnant 

woman. By the end of pregnancy, the content of erythrocyte mass (about 

30%) and bcc (about 40%) in the pregnant woman's body increases, 

factors I, VII, VIII, IX, X increase, II, V, XI, XII do not change and 

plasminogen activators decrease. 

An obvious criterion for early diagnosis of pathological blood loss 

is the amount of external bleeding. However, pathological blood loss is 

not always synonymous with external blood loss. Thus, in case of 

traumatic injury to the uterus with the formation of a retroperitoneal 

hematoma, external bleeding is insignificant and early diagnosis of 

pathological blood loss is difficult. In cases of undiagnosed retention of 

part of the placenta or uterine trauma, including rupture of the cervix 

with good contractile activity, the amount of external bleeding may not  

be pronounced; pathological blood loss is diagnosed later, as a rule, 

during external massage of the uterus before transferring the postpartum 

woman to the postpartum department. To accurately determine the 

severity of PPH, it is necessary to determine the amount of blood loss; 
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unfortunately, when an emergency situation occurs in obstetric practice, 

it is often difficult to estimate the amount of blood loss. 

Iniadditionitoideterminingitheiamountiofibloodiloss,iitiisinecessaryi

toimonitorichangesiinihemodynamiciparametersifromitheicardiovascular

isystem,iwhichiwillihelpidoctorsiquicklyiandiaccuratelyidetermineitheis

everityiofiPPH.iRecentistudiesihaveiconfirmedigreaterivolumei 

variabilityibloodiloss,irangingifromilessithani150imlitoialmosti700imli 

foriuncomplicatedivaginalidelivery,icallingiintoiquestionitheiclinicali 

significanceiofiaispecificibloodilossithresholdi[78]. 

Toidetermineitheistateiofitheicardiovascularisystemiofiaiwomaniini 

laboriwithiMOB,itheishockiindexi(IS)iisiused,iwhichiisicalculatedibyi 

dividingitheiheartiratei(HR)ibyisystolicibloodipressurei(SBP)iandicani 

improveitheiabilityiofiindividualiclinicalisignsitoipredictitheivolumeiofi

bloodiloss,itherebyihelpingiinitheiearlyiidentificationiofiwomeniini 

labor.iatiriskiofihypovolemiaiasiairesultiofiPPH.iThus,itheishockiindexi 

isiainearlyimarkeriofihemodynamicidisordersiandiisibetterithaniotheri 

parametersiiniidentifyingiwomeniatiriskiofiadverseioutcomes.iNormali 

shockiindexivaluesiafterichildbirthiarei0.7–

0.9.iWheniIOCiisi>1.0,itheishockiindexicanibeiuseditoiassessibloodiloss

iandipredictitheineediforitransfusioniofibloodiproducts.  

The speed of blood flow in the uterine artery in non-pregnant 

women is 10–15 ml/min, increasing towards the end of pregnancy, i.e. 

during a full-term pregnancy, the average is 600–800 ml/min and 

theoretically, if one uterine artery is damaged, the woman in labor can 

lose all of her blood volume in less than 10 minutes. 

If the patient’s condition allows, diagnosing IOC requires collecting 

anamnesis, complaints and a physical examination - measuring blood 

pressure, pulse, examining the skin, mucous membranes and birth canal. 

To identify the source of bleeding (from the cervix, the uterus itself, 

from the walls of the vagina or from the perineum), in most cases a 

vaginal examination, examination of the cervix and often manual 

examination of the uterine cavity are required to clarify the underlying 

cause of the bleeding. 

  Of all the existing diagnostic and clinical laboratory criteria for 

determining blood loss during IOC, the determination of hemoglobin 

and hematocrit before and after birth is used. It should be noted that 

massive (more than 20% of the bcc) bleeding is easy to diagnose, but it 

is difficult to determine the volume of blood loss, since there are no 
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reliable methods for assessing blood loss. 

Methods for assessing blood loss that are used in the CIS and 

Uzbekistan are as follows: visual method (medical tray 700 ml + 20–

30%); gravimetric method: blood loss = (weight of napkins 15%)/2 (for 

blood loss >1 l adjustment 30%); according to the level of drop in 

hemoglobin, calculated using the formula OK = 

2V Hb1 – Hb2 Hb1 + Hb2, where OK is the volume of blood loss, 

V is the normal volume of circulating blood before blood loss, Hb1 is 

the initial hemoglobin indicator, Hb2 is the final hemoglobin indicator. 

Inimostiscientificiandipracticalirecommendations,ilaboratoryidiagn

osticsiforipostpartumihemorrhageiurgentlyideterminesitheiblooditypeian

diRhifactor;igeneralibloodianalysis;ihemoglobin,ihematocrit,iplatelets;I 

bloodicoagulationiindicators,ibedsideiclottingitime,ifibrinogen, iPTI,I 

APTT,I PDF,I ifipossiblei-iTEG.i Assessmentiofithei 

volumeiandiseverityiofibloodilossiisicarriedioutibyivisualidetermination

iofibloodiloss,igravimetricimethodiandiassessmentioficlinicalisymptoms

iusingiultrasound. 

Recently,itheiWHOihasiadopteditheitermi“nearimiss”itoiassessi 

criticaliillnessiassociatediwithiMOB.i“Nearimiss”iareipatientsiwithi 

organidysfunction,irequiringiintensiveicareianditransferitoitheiintensivei

carei unit,iwhoiwouldidieiifiappropriateitreatmentiwereinotiprovided.i 

Near-deathi casesiarei defined iasicasesi ofiwomeniwhoi 

comeicloseitoideathidueitoicomplicationsiduringipregnancy,ichildbirth,i

oriwithini42idaysiofichildbirth,ibutisurvive.iInidifferenticountriesiofithe

world,ianiauditiofi“nearimiss”icasesirevealedithatialmostihalfiofithemi 

wereidueitoiPPH. 

However, the WHO fact sheet dated September 19, 2019 states that 

in near miss cases of MOB, visual determination of the amount of blood 

is often erroneous and underestimated due to contamination of the 

abdominal cavity during cesarean section with amniotic or ascitic fluid. 

DeterminationiofiMOBibasedioni 

hemodynamiciparametersiisinotiusefuliforidiagnosis,isincei 

physiologicalichangesiassociatediwithipregnancyimaskitheiclinicali 

pictureiofihypovolemia,ileadingitoiaidelayiinirecognizingibloodilossi 

andiinitiatingitreatment.iCarefuliclinicalisurveillanceiandiaihighiindexi 

ofisuspicioniareiessentialiforiearlyidetectioniandieventualitreatmentiofi

MOB.iPoorioutcomesiafteriMOBihaveibeeniattributeditoitreatmenti 

delays,iunavailabilityiofibloodiandibloodiproducts,iinaccurateiassessme
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ntiofibloodiloss,ilackiofitreatmentiprotocols,ipooricommunicationi 

betweenitreatmentiteams,iandiinadequateiorganizationalisupport.i 

Aisystematicireviewi ofitheiliteraturei onicasesi ofi“nearly idying” 

womeniallowediusitoiidentifyicriteriaiforiidentifyingisevereimaternali 

morbidityi–iSAMMi (severei acuteimaternalimorbidity).iSAMMi 

criteriaiarei1)itheipatientihasi severeipreeclampsiaior ibleeding;I 

2)itreatmentiinianiintensiveicareiunit,ihysterectomyiorimassiveiblooditr

ansfusion;i3)iorgani dysfunction.iItiisi importantito idevelop 

standardizedicriteriaiforiidentifyingicasesiofi“nearimiss”itoiimproveithei

qualityiofiobstetricicareiprovided. 

EarlyidiagnosisiofiDICiandiassessmentiofiseverityiisiveryiimporta

ntiiniMOB.iOneiofitheiassessmentimarkersiofiDICisyndromeiisi  D-

dimer.iAniincrease iinitheileveliof iD-dimeriinicombinationi withi ani 

increaseiiniclottingitime,iAPTT,iandiprothrombinitimeiindicatesiai 

decompensatedi formiofiDICiandii ncreasesitheiriskiof ibleeding.    

Ani increasei ini D-dimeriis inoti onlyi ai kindi ofi consequence  

ofihemostasiologicalichanges,ibutiisialsoiai factorithatidirectlyi disrupts 

theicoagulationiprocess.iThus,iitihasibeen idemonstrated ithat D-dimeri 

inhibitsiplateleti function,i thrombin activity,I fibrinipolymerization,iand 

contractileiactivityiofithe imyometrium, thusidirectly iparticipating 

initheipathogenesisiofimassiveiobstetricihemorrhageiandimultipleiorgan

failure.iParadoxicalihypotonicibleedingiisiaiprocessisecondaryitoiDIC-

associatedicoagulopathy. 

Thus, in the modern literature there is a lot of conflicting 

information about massive obstetric hemorrhage, diagnostic methods 

and assessment of blood loss. The most important thing is not to waste 

time, use all opportunities, assess the patient’s condition, create an 

interdisciplinary team and begin treatment for MAC in three directions: 

briefly stop the bleeding by possibly pressing the abdominal artery, ITT 

and, if necessary, use a surgical method to stop the bleeding to save the 

woman’s life. 

§1.4. Conservative and surgical treatment of massive obstetric 

hemorrhage, total hysterectomy technique 

Activeimanagementiofilabor,iincludingiprophylactici uterotonics, 

earlyicordiclamping,iand icontrolledi corditractioni initheithirdistageiof  

labor,ireducesithei riskiofisevereipostpartumihemorrhage,iespeciallyiin  

theisettingiofiuterineiatony.i Prophylactici oxytociniisisuperioritoiergot  

alkaloidsiinipreventingibloodilossi>500imLi(RRi0.76;i95%iCI:i0.61–
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0.94),I butihasino ibenefiti whenicombiningi 

prophylacticioxytociniandiergotialkaloidsiforitheipreventioniofiPPH.i 

Oxytocinidosageiandirouteiofiadministrationiremainiaimatteriofidebatei

becauseidesensitizationioccursidueitoireceptoriinternalization.iIntraveno

usioxytociniduringitheithirdistageiofilaboriwasifounditoibeiassociatedi 

withiaireductioniinitheiincidenceiofisevereiPPHianditransfusioni 

comparediwithiintramusculariadministrationiwithoutianiincreaseiinisidei

effects. 

Oxytocinicanibeigiveniafterideliveryioriafteriplacentaliexpulsion,i

butiadministrationibeforeioriafteriexpulsioniofitheiplacentaididinotihave

iaisignificantieffectionimanyiclinicallyiimportantioutcomes,isuchiasithei

incidenceiofiPPH,itheirateiofiretainediplacenta,ianditheidurationiofithei 

thirdistageiofilabor.iAidoseiofi5iori10iIUiofioxytocinicanibeigiveniintra

venouslyioriintramuscularly.iForiintravenousiadministration,islowi 

injectioni(lastingiapproximatelyi30itoi60iseconds)iisipreferred,ialthough

ithereiisinoidataiagainstiintravenousibolusiinjectioni(rapidiintravenousi 

injectionioveri1itoi2iseconds)iiniwomeniwithouticardiovasculaririskifact

ors.iItishouldibeirememberedithatiexposureitoioxytociniduringilaboriisi 

aniindependentiriskifactoriforitheidevelopmentiofisevereiPPHisecondar

yitoiuterineiatonyiandirequiresiblooditransfusion.iIniwomeniaticardiova

scularirisk,iveryislowi(overi5iminutes)iintravenousiadministrationiisi 

recommendeditoilimitihemodynamicieffects. 

Carbetocinicanibeiusediasianialternative.iIniairecentirandomizedi 

controlleditriali(RCT)iofi29,645iwomenifollowingivaginalidelivery,ithei

heat-stableioxytocinianalogueicarbetocini wasi noninferiori toi oxytocin 

iinitheipreventioni ofiPPH i(bloodilossi≥500imL)I 

oritheiuseiofiadditionaliuterotoniciagents.iCarbetocinireducesitheiriskiof

iPPH,ibutiinitheiabsenceiofianiinferiorityistudy,ioxytociniremainsithei 

goldistandardiforitheipreventioniofiPPHiaftericesareanisection.iIfithei 

placentaidoesinotiseparate,imanualiremovaliisirecommendedi30itoi60im

inutesiafterideliveryiifithereiisinoibleeding,iandisooneriifibleedingi  

continues.i Follow-upimanuali examination ofithei uterusi isinoti 

recommendedi afteri vaginali delivery iniwomeniwithiaipreviousi 

cesareani section.i Inisummary,I guidelinesi developed ibyi theiWorld 

Healthi Organizationi includeithe ifollowing irecommendations 

foritheipreventioniofiPPH.iTheiuseiofiuterotonicsitoipreventiPPHiinithe

thirdistageiofilaboriisirecommendediforiallideliveries.iOxytocini(10iIU)

isitheirecommendediuterotonicidrugiforitheipreventioniofiPPH.iInisettin
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gsiwhereioxytociniisinotiavailable,itheiuseiofiotheriinjectable 

uterotonicsi(ifinecessary,iergometrine/methylergometrineioriaifixed-

dosei combination iofioxytociniandi ergometrine)ior orali 

misoprostoli(600imcg)iisirecommended. 

OneiofitheicausesiofiMOBiisitraumaitoitheibirthicanal;iafteriidenti

fication,iaithoroughivisualiexaminationiofitheibirthicanaliandimanuali 

examinationiofitheiuterineicavity,iitiisiimperativeitoieliminateitheitruei 

causeiofitheibleeding.iSuturingirupturesiofitheivaginaliwall,icervix,I 

rupturesiofitheiuterineibodyiandithreateningiconditionsiurgentlyi 

requiresitransferitoitheioperatingiroomitoiprovideisurgicalicare. 

InicasesiofimassiveiPPH,inoninvasiveicardiovascularimonitoringi 

shouldibeiperformedipromptlyitoiidentifyisignsiofihypovolemia.iInitiali 

monitoring iincludesicontinuousi recording ofiheartiratei 

(HR),ibloodipressurei(BP)ieveryi15iminutes,irespiratoryirateiandi 

peripheralibloodioxygenisaturation.iIfisevereiPPHidevelops,imonitoring

shouldibeiintensifiediwithiBPieveryi3itoi5iminutesiandi electrocardio-

graphyi(ECG).iInvasiveimonitoringiwithiarterialilinei(continuousi 

invasiveiBP),icentralilinei(centralivenousipressureiandisaturation),iandi 

noninvasive ioriminimally iinvasiveic ardiacioutputi 

monitoringimayibeiconsideredi dependingionithei severity ofi PPHi andi 

availability.iFluiditherapyiwithieithericrystalloidsioricolloidsi 

hasineveribeenicomparediinitheicontextiofiPPH.iComparediwithi 

crystalloids,I hemodynamici stabilizationiwithi iso-oncoticicolloidsi 

suchiasihumanialbuminiandi hydroxyethylistarchi (HES)I causesi 

lessitissueiedema.iHowever,ioneiRCTiincludingiwomeniundergoingi 

electiveicaesareanisectionifoundinoidifferenceiinihemodynamicistability

betweenicrystalloidsiandicolloids. 

Inicriticallyiillipatients,isystematicireviewsihaveinotifoundianyi 

benefitiiniusingicolloidsiovericrystalloids;iIniaddition,itheiquestioniofi 

increasedimortalityiofisomeicolloidsihasibeeniraised.iColloidiinfusioni 

inipatientsiwithisevereibleedingimayiworsenidilutionalicoagulopathyithr

oughitheiadditiveieffectsiofifibrinipolymerizationiandiplateletiaggregati

on. Europeaniguidelinesi forithe itreatment iofimajoribleedingiandi 

coagulopathyiafteritraumairecommenditheiinitialiuseioficrystalloidsito 

treatitheipatientiwithihypotensiveibleedingitrauma.iOneiRCTiofiseverei 

PPHifoundiai veryilow iincidencei ofi fibrinogen idepletioniandi 

coagulopathyiwheni patientsiwithiestimatedibloodiloss iinitheirange 

iofi1400–2000imliwereiresuscitatediwithicrystalloidsi(replacing 1imli 
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crystalloidifori1imlibloodiloss). 

SomeiRCTsiandisystematicireviewsioutsideiofiPPHisupportiaistrat

egyiofirestrictiveiredibloodicellitransfusioniforinon-majoriori controlled 

bleeding,ithatiis,itransfusingimostipatientsiwithiredibloodicellsionlyi 

whenitheihemoglobiniconcentrationiisibelowi7ig/L.iAihemoglobini 

triggeriofi7ig/Lihasibeenishownitoibeisafeiandiimproveisurvivaliati45i 

days.iIfimassiveiPPHidevelops,iitiisiimportantitoiswitchitoiailocali 

protocoliforimassiveitransfusioniofibloodisubstitutesiandiblood.i 

Pleaseibeiawareithatidueitoitheiuseiofiprotocols 

irestrictiveitransfusion,ionceitheibleedingiepisodeiisicontrolled,ithe

imotheriwilliexperienceimoderateitoisevereianemia.iAnemiaiisi 

associatediwithiimportantimaternalimorbidities,iincludingidepression,I 

fatigueiandiimpairedicognition.iTheseiadverseieventsicaninegativelyi 

impactitheimother-infantibondianditheimother'siabilityito icareifor iheri 

newbornibaby.iTherefore,itheseipatientsishouldibeigiveni 

pharmacologicalitreatmentiforianemia. 

Thereiareiveryifewidataionitheiuseiofifreshifrozeniplasmai(FFP)I 

transfusioniin inon-massiveiPPH,I butithis itherapyiisiveryi 

importantiinimassiveiPPH.iSeveraliguidelinesisuggestithatiFFPitransfusi

onishouldibeiconsiderediinicasesiofimassiveiongoingiPPHiwhenicoagul

opathyiisiclinicallyisuspectediandilaboratoryitestsiareiabnormal.iIfilabor

atoryiresultsiareinotiavailableiandibleedingicontinuesiafteriadministratio

niofi4iunits.iredibloodicells,itheniFFPicanibeitransfusediatileastiiniairati

oiofi1:2itoipackediredibloodicellsiuntilitheiresultsiofitheihemostaticitesti

areiknown.iEarlyitransfusioniofiFFPicouldibeiconsiderediforiplacentalia

bruption,iamnioticifluidiembolism,ioridelayedibleeding.iItiisirecommen

deditoitransfuseiaistandardi(15–20iml/kg)idoseiofi plasma 

forisevereiPPH,iguidedibyideviationsiinicoagulationitestsi1.5itimesilong

erithaninormal. 

PlateletitransfusioniisipartiofitransfusionitherapyiforisevereiPPH,i

butithereiisiveryilittleievidenceioniwhenitoiuseiplateletsiinisevereiPPH.i

Thrombocytopeniaioccursiiniwomeniwithilowiplateleticountsibeforeidel

iveryi(preeclampsia/eclampsiaiorihereditary/immune/gestationalithromb

ocytopenia),ibleedingisecondaryitoiplacentaliabruptionioriamnioticifluid

iembolism,isevereiorisevereibleeding,ibutithisimayiveryimuchidependio

nitheiresuscitationistrategy.iPlateletsishouldibeitransfusediwhenitheiplat

eleticountiisilessithani75ithousandioriwheniplateletifunctioniisiimpaired

,iwithitheigoaliofimaintainingitheileveligreaterithani50ithousand,iandiai
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standardidoseiofiplateletsi(5-

10iml/kg)ishouldibeitransfusediforisevereiongoingiPPH. 

Thus,iinicaseiofimassiveipostpartumihemorrhage,iITTiisioneiofith

eiimportantistages;ithanksitoipropericorrection,itheilivesiofimanyipatien

tsicanibeisaved. 

Techniqueiofitotalihysterectomyisurgeryi(hysterectomy) 

Surgicaliinterventionsionitheiinternaligenitaliorgansicanibeiperfor

mediusingibothilaparotomyiandilaparoscopiciapproaches. 

Beforeitheioperation,itheisurgicalifieldi(theientireianterioriabdomi

naliwall)iisitreatediwithiantisepticisolutionsiandilimitediwithisheets,ilea

vingitheiincisionisiteifree.iWithilaparotomyiaccessiforisurgicaliintervent

ionionitheipelviciorgans,iitiisinecessaryitoiopenitheianterioriabdominali

wall.iTheimostiappropriateiforiMACiisiailongitudinaliincisionifromithei

pubisi(upperiedge)itoitheinavel,itheilengthiofitheiincisioniisiusuallyi10–

12icm.iTheiaponeurosisiisiopened;I 

wheniopeningitheiperitoneum,iitiisiimportantitoiliftiitiwithisoftitweezers

iandicarefullyidissectiiti(initheimiddleibetweenitheipubisianditheinavel)i

soithatidoinotidamageitheiintestinaliloopsiandibladderiunderitheiwomb.i

Theiperitoneumiisifixediwithiclampsitoinapkins,iwhichiareiplacedialong

itheiincisionionibothisides.iTheianterioriabdominaliwallicanibeidissecte

dieitheriwithiaiscalpelioriwithianielectriciknifeiwithicoagulationioriligat

ioniofivesselsiwithisutureimateriali-ivicryl. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Rice. 1. Laparotomy of the uterus (a–d): Kocher clamps are 
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applied to the round, proper ligament of the ovary and the isthmus 

of the fallopian tube (data from A.V. Evseev) 

 

Afteridissectioniofitheianterioriabdominaliwall,iitiisinecessaryitoi 

visuallyiandipalpateiwithiaihandiinsertediintoitheiabdominalicavity,I 

inspectitheiabdominaliorgans,icarefullyimoveitheiintestinaliloopsiwithia

napkiniintoitheiupperipartsiofitheiabdominalicavity.iAfterwards,ithei 

uterusiisibroughtioutitoitheiwoundiandiaitotalihysterectomyiisi 

performedi  withoutiappendages,iwithiremovaliofitheiuterinei 

appendagesionioneiside,ioni bothisides,iwithitheifallopianitubes,I 

withiremovaliofitheifallopianitubeionioneiside. 

Inithisioperation,ibothitheibodyianditheicervixiareiremoved.iBeforei 

applyingihemostaticiclampsitoitheivessels,iitiisinecessaryitoiopenithei 

peritoneumiofitheivesicouterineifoldiandiseparateitheibladderibelowithei

cervix.iFromibehinditheiuterus,itheiposteriorileafiofitheibroadiuterinei 

ligamentiisiopeneditoitheileveliofitheiexternaliosiofitheicervix.i 

Hemostaticiclampsiareiapplieditoitheiuterineivesselsiparallelitoithe 

uterine rib and close to it (Fig. 1). 

The vessels are crossed and sutured in the distal section. After 

applying the clamps, the uterosacral ligaments are ligated and crossed, 

and the uterorectal fold of the peritoneum is opened between them, 

which should also be lowered below the cervix. After mobilization of 

the cervix, the vagina is opened, preferably in front, below the cervix, 

controlling the location of the bladder and ureters (they must be 

deflated). The cervix is cut off from the vaginal fornix with scissors, the 

vaginal walls are fixed with clamps and, if necessary, additional 

hemostasis is performed. The uterus is removed from the abdominal 

cavity, the vaginal walls (anterior and posterior) are sewn together with 

separate sutures. 

Peritonization is carried out with a continuous suture using the 

peritoneum of the broad uterine ligaments and the vesicouterine fold. 

Control hemostasis. The abdominal cavity is sutured tightly in layers or 

a drainage tube is left: a continuous vicryl suture is placed on the 

peritoneum, muscles and aponeurosis, and separate interrupted sutures 

or a subcutaneous cosmetic suture are placed on the skin. 

Thus, this technique is accepted worldwide, but there has been a need to 

optimize it in MOB due to the disadvantages described below. 

§1.5. Unsolved problems of surgical and conservative 
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treatment of massive obstetric hemorrhage. 

Thel mainl goall ofl ourl literaturel reviewl isl tol getl anl ideal ofl 

thel mainl reasonsl forl thel developmentl ofl obstetricl hemorrhage,l asl 

anl ongoingl threatl tol maternall healthl andl life,l andl modernl 

approachesl tol theirl prevention,l tol identifyl unresolvedl problemsl inl 

thel surgicall andl conservativel treatmentl ofl massivel obstetricl 

hemorrhagel currentlyl usedl inl thel worldl andl inl Uzbekistan. 

Onel ofl thel unresolvedl problemsl ofl surgicall massivel obstetricl 

hemorrhagel orl thel disadvantagel ofl traditionall totall hysterectomyl 

isl thel technicall difficultyl duringl thel operationl andl thel durationl 

(aboutl orl morel thanl 2l hours).l Largel (morel thanl 1000l ml)l 

volumel ofl bloodl loss,l riskl ofl injuryl tol neighboringl organs,l lackl 

ofl fulll accessl tol thel surgicall fieldl duel tol multiplel clamps,l oftenl 

slippingl ofl hemostaticl clampsl froml thel placel ofl applicationl andl 

lackl ofl completel hemostasisl duringl operationl МOB.l  

Ourl scientificl workl isl aimedl atl solvingl thel abovel problem,l 

improvingl thel techniquel ofl totall hysterectomyl tol reducel 

interoperativel bloodl loss,l surgicall trauma,l reducingl operationl time,l 

providingl technicall accessl tol thel surgicall fieldl andl improvingl itsl 

visualization. 

Thus,lъongoinglъscientificl ъworklъtolъoptimizelъthelъ technique 

oflъtotallъhysterectomylъforlъmassivelъobstetriclъhemorrhagelъreduces

bloodlъlosslъandlъimproveslъ thelъoutcomelъ oflъthelъoperation,lъand 

timelylъcorrectionlъoflъthelъqualitylъandlъinfusion - transfusion 

therapylъreduceslъmaternallъmortality. 

 

CHAPTER II. GENERAL CHARACTERISTICS OF CLINICAL 

MATERIAL, METHODS OF RESEARCH AND TREATMENT 

§2.1. General characteristics of observations. 

StudylъdesignlъlъAnalysislъandlъevaluationlъoflъthelъresultslъofl

treatmentlъoflъmassivelъobstetriclъhemorrhageslъinlъalъcomparativela

spectlъwerelъcarriedlъoutlъfromlъ2015lъtolъ2020.lъonlъthelъbasislъofl

thelъperinatallъcenterlъoflъUrgench,lъKhorezmlъregionlъinlъalъretrosp

ectivelъ(72lъwomenlъwholъsufferedlъmassivelъobstetriclъhemorrhagel

withlъsubtotallъandlъtotallъ hysterectomylъusinglъthelъ traditionall 

method)lъandl ъprospectivelъ(78lъwomenlъwholъsufferedlъmassive 

obstetriclъhemorrhagelъwithlъsubtotallъandlъtotallъhysterectomylъwith

thelъ impositionlъoflъal ъ“hemostaticlъ suture”lъonlъ thelъproximal 
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departmentlъoflъthelъuterinelъ appendageslъandlъ thelъascendinglъ 

part oflъthelъa.uterine)lъgroup. 

Thel controll groupl consistedl ofl 30l womenl withl al 

physiologicall coursel ofl pregnancyl andl childbirthl withoutl 

pathologicall bloodl loss,l tol comparel clinicall andl laboratoryl data. 

Thelъstudylъwaslъcarriedlъoutlъinlъtwolъstages.lъThelъfirstlъsta

gelъislъresearchlъandlъstudylъoflъalъretrospectivelъgroup.lъWithlъthel

ъconsentlъoflъthel ъheadslъoflъthelъindicatedl ъmaternitylъ complexes, 

birthlъhistories,lъclinicallъandlъlaboratorylъdata,lъhemostasiogram,lъpr

escriptionlъsheetlъandlъanesthesialъcardlъwerelъstudiedlъforlъalllъpati

entslъinlъthelъretrospectivelъgroup.lъDuringlъthelъperiodlъ2015–2017 

lъ(overlъ3lъyears)lъinlъthelъretrospectivelъgroup,lъ22,896lъbirthslъocc

urred,lъoflъwhichlъ1,419lъ(6.2%)lъcaseslъwerelъaccompaniedlъbylъpa

thologicallъbloodlъloss.lъOflъthelъ1,419lъpatientslъwithlъpathologicall

ъbleeding,lъ72lъ(5.0%)lъhadlъMOBlъwithlъbloodlъlosslъoflъmorelъth

anlъ1500.0lъml;lъalllъoflъthemlъunderwentlъsubtotallъandlъtotallъhyst

erectomylъusinglъthelъtraditionallъmethod. 

Thelъsecondl ъstage lъoflъthel ъstudylъwaslъcarriedlъoutlъinlъa 

prospectivelъgrouplъoflъ78lъpregnantlъwomen,lъparturientslъandlъpost

partumlъ womenl ъwhol ъalsolъ suffered ъmassivelъobstetric 

hemorrhage;lъ inlъ thislъ group,lъ anlъ optimizedlъversionlъoflъthe 

operationlъoflъtotallъ hysterectomy ъandlъconservativelъtherapylъwas 

usedlъinlъthelъperiodlъ2017–2020.2.1.1. 

Clinicalъcharacteristicsъofъpatients 

Accordinglъtolъthelъclinicall ъcourse,lъall lъpregnantl ъwomen lъwith 

MOBlъwelъsupervisedlъwerelъdivided lъintolъtwolъgroups:lъthelъfirst 

retrospectivel ъgroup lъconsistedl ъoflъ72l ъpregnantl ъwomen,lъ   the 

secondlъprospectivelъ grouplъincludedlъ 78lъpregnantlъwomenlъwith 

bleeding.l 

Variousl somaticl andl gynecologicall diseasesl werel observedl inl 

patientsl withl MOB.l Alll observedl patientsl underwentl al completel 

clinicall andl laboratoryl examinationl inl thel specifiedl medicall 

institution.l Thel diagnosisl ofl bleedingl wasl madel basedl onl visuall 

examination,l changesl inl hemodynamicl parametersl andl assessmentl 

ofl bloodl loss. 
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Table 2.1 

Distribution of pregnant women with MOB by age 

Age  

Group  

retrospective  

(n=72) 

Prospective  

 (n=78) 

абс. % абс. % 

17–20 7 9,7 9 11,5 

21–30 33 45,8 36 46,1* 

31–35 17 23,6* 21 26,9 

36–40 13 18,0 11 14,1 

41–45 2 2,7* 1 1,2* 

Middle age  23,9±1,5 24,7±1,9 

Note. Reliability* p<0.05 

Mainly, MOB occurred from 17 to 30 years of age in the 

retrospective group in 40 (55.5%) patients, in the prospective group in 

44 (57.6%) and, respectively, 32 (44.4%) and 34 (43.5%) ) after 30 

years. In terms of age, no significant differences were found between the 

groups; the average age was 23.9±1.5 and 24.3±1.7 years, p<0.05. It 

should be noted that childbirth accompanied by MAC is undesirable in 

terms of age after 40 years. 

By nationality, patients with MOB were Uzbeks - 112 (74.6%), Russians 

- 11 (12.6%), Koreans - 8 (5.3%), Tatars - 7 (4.6%), Kazakhs - 6 (4.0%), 

other nationalities – 6 (4.0%), i.e. Pregnant women of local nationality 

mainly predominated (Fig. 2.1).
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Rice. 2.1. Distribution of patients with MOB by nationality 

 

Table 2.2 

Occupation of pregnant women with massive obstetric hemorrhage  

Age  

Group  

Retrospective (n=72) Prospective  

 (n=78) 

абс. % абс. % 

Housewife  43 59,7 49 62,8 

Employees  10 13,8 11 14,1 

Workers  13 18,0 15 19,2 

Students  4 5,5* 2 2,5* 

Medical workers  2 2,7* 1 1,2* 

Note. Significance* p<0.05. 

As can be seen from table. 2.2, among pregnant women with 

MOB, 61.3% were housewives, 14.0% were office workers, 16.6% were 

workers, 4.0% were students and 2.0% were medical workers, p<0.05. 

The analysis shows that the MOB does not depend on the professional 

affiliation of women. 

Among pregnant women with MOB in the retrospective and 

prospective groups, repeat pregnant women predominated, mainly with 

their third and fourth pregnancies. However, unfortunately, bleeding 

also occurred in primigravidas, in 6 (8.3%) patients in the retrospective 

group, and in 8 (10.2%) in the prospective group. In total, there were 17 

pregnant women in the retrospective group with five pregnancies, 8 of 

them (47.0%), and the sixth pregnancy of 9 of them, 5 (55.5%) had 

MOB. In the prospective group with five pregnancies, there were 15 

women, of which 7 (46.6%) had MOB, and during the sixth pregnancy, 

7 of them (4 (57.1%)) hadv. It should be noted that the interval between 

births in multiparous women, regardless of the group, was 

approximately the same and ranged on average from 2.1 to 3.4 years. 

The data obtained show the dependence of the development of MOB on 

parity; a detailed description is given in the third and fourth chapters of 

this work. 

 



 
31 

 

 

§2.2. Research methods 

2.2.1. General clinical research methods 

In the examination of pregnant women, general clinical research 

methods were used, including the collection of a general somatic and 

obstetric-gynecological history, the onset and duration of diseases 

suffered in the past, present extragenital diseases, the course of previous 

pregnancies, childbirth, their outcomes for the mother and fetus, the 

course of this pregnancy, nature of childbirth, course of the postpartum 

period; conducting a general examination, studying the condition of 

organs and systems, special external and internal obstetric examination. 

All pregnant women had their body temperature, pulse, blood pressure 

measured, the nature and frequency of breathing, the color of the 

mucous membranes and skin, hourly diuresis, and, if necessary, liver 

size according to Kurlov, auscultation of the pulmonary and cardiac 

systems determined. 

2.2.2. Laboratory research methods 

In most cases, laboratory diagnostics for postpartum hemorrhage 

are performed on an emergency basis: determination of blood type, Rh 

factor (if not previously determined); complete blood count (CBC) 

(hemoglobin level, hematocrit, red blood cells, platelets); blood 

coagulation indicators: determination of blood clotting time at the 

patient’s bedside (“bedside test” - a modification of the Lee-White 

method), hemostasiogram (fibrinogen concentration, PTI, APTT, PDF, 

INR). Some biochemical parameters of peripheral blood were also 

determined: total protein, ALT, AST, urea, creatinine, ECG, 

echocardiogram, and, if necessary, MRI of the pelvic organs. 

Methods for assessing blood loss: 1) visual method + 30%; 2) 

gravimetric method: blood loss = (weight of napkins • 15%)/2 (for blood 

loss >1 l correction 30%) [5, p. 11–21; 27, p. 34–41]. 

Determination of blood clotting time using the Lee-White method 

[19]. The normal value for pregnant women was 7.6 minutes. 

Determination of plasma recalcification time using a unified 

method (1974). Normal value is 92 s. 

Determination of prothrombin index (PTI) using the Quick 

method. Normal value is 88%. 

Determination of fibrinogen by the Rutberg method (1961). 

Normal value is 3.6 g/l. 
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Determination of thrombin time. The principle is to determine 

the clotting time of blood. Normal value is 15 s. The second method of 

determining thrombin time was carried out using in vitro thrombotest in 

the diagnosis of end-stage coagulation disorders. The principle of the 

method was to determine the clotting time of blood under the influence 

of thrombin of standard activity. The kit contains: thrombin (lyophile-

dried, 6-8 NIH units per bottle), control plasma (normal freeze-dried), 

0.5 ml - 1 bottle. The linearity of thrombin time determination is in the 

range of 11–120 s. 

Determination of thrombotest according to the method of 

Fuente Ita (1958). Normal value is IV–V degree. 

Determination of the number of platelets in 1 μl of blood. The 

platelet count was determined by counting a blood smear. The normal 

value for pregnant women is 226 thousand. 

Assessment of hemoglobin and hematocrit levels was carried out 

in emergency cases during surgery, 6–8 hours after surgery and over a 

period of up to 3–5 days, in the laboratory of the perinatal center in 

Urgench using flow cytofluorimetry using a Siemens ADVIA 2120 

apparatus. 

§2.3. Carrying out ultrasound and Doppler examinations 

Ultrasound scanning was carried out on Siemens Sonoline SI-500 

and Siemens Versa Pro devices (Japan), operating in real time using a 

convex sensor with a frequency of 3.5 MHz and a linear sensor with a 

frequency of 5 MHz. 

An ultrasound examination was performed to assess the condition 

of the fetus. At the same time, the BDP of the head, the length of the 

femur, the abdominal circumference, the presence of a fetal heartbeat, 

and the rhythm of cardiac activity during pregnancy were measured to 

determine the condition of the reproductive organs. For a more in-depth 

analysis of the nature of blood flow in the pelvic vessels and to identify 

thrombosis before and after surgical treatment, according to indications, 

Doppler measurements of the vessels of the uterine artery and venous 

vessels of the lower extremities were performed. 

§2.4. An optimized version of the technique of subtotal and 

total hysterectomy for massive obstetric hemorrhage 

Afterl appropriatel preparationl ofl thel surgicall fieldl underl 

asepticl conditionsl underl endotrehall anesthesia,l thel anteriorl 

abdominall walll isl openedl layerl byl layerl usingl al longitudinall 
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incisionl upl tol 15l cml alongl thel whitel linel ofl thel abdomenl orl al 

suprapubicl transversel incision.l Afterl openingl thel abdominall 

cavity,l anl inspectionl ofl thel organsl isl performed,l thel fundusl ofl 

thel postpartuml uterusl isl graspedl usingl bulletl forcepsl orl al 

provisionall ligature,l andl thel uterusl isl removedl froml thel 

abdominall cavityl throughl thel wound. 

Inlъcontrastl ъtolъthelъtraditionallъ method,lъtwolъ clampslъare 

appliedlъtolъthel ъfallopianlъtubes,lъthel ъovarianlъligamentlъ and 

round lъligamentlъ alonglъ thelъribslъoflъthel ъuteruslъatlъalъdistance 

of 1.5l ъcmlъfromlъthelъbodylъoflъthelъuterus,lъcapturinglъall 

appendageslъ(fallopianlъ tubes,lъovarianlъligament,lъroundlъligament), 

andlъcloselъtolъthe lъuterus,lъthel ъfirstlъclampl ъisl ъappliedlъ atlъa 

distancelъoflъ1.5lъcmlъ fromlъthel ъbodylъoflъthelъuterus,lъandlъthe 

secondlъatlъalъ distancelъoflъ0.5lъcml ъfroml ъthelъ firstlъ(Fig.lъ1). 

Betweenlъthelъclamps,lъonelъhemostaticlъsuturelъislъcutlъand applied 

tolъalllъthreelъformations,lъfirstlъonlъthelъdistallъpart,lъsuturing under 

thelъclamplъwithlъalъvicryllъthread,lъthenlъligatinglъ(withoutlъ 

suturing)lъthelъproximallъoneslъwithlъalъvicryll 

suture,lъthenlъthelъclamps arelъremovedlъ(Fig.lъ2–3). 

Thenl thel peritoneuml isl dissectedl inl thel areal ofl thel posteriorl 

leavesl ofl thel broadl ligamentsl andl inl al horizontall directionl alongl 

thel posteriorl surfacel ofl thel uterusl abovel thel uterosacrall ligamentsl 

andl inl frontl abovel thel bladder.l Thel appendagesl onl bothl sidesl 

descendl downl andl exposel thel laterall surfacesl ofl thel uterusl withl 

vascularl bundles.l Additionally,l thel bladderl isl carefullyl loweredl tol 

thel anteriorl vaginall fornixl (belowl thel vaginall partl ofl thel cervix). 

Thel vascularl uterinel bundlesl arel exposed,l clamped,l dissectedl 

andl ligatedl alternatelyl onl thel rightl andl left.l Inl thisl case,l thel 

uterusl isl retractedl inl thel directionl oppositel tol thel vascularl 

ligation.l Thel isolatedl uterinel arteryl isl graspedl closerl tol thel ribl 

ofl thel cervixl (withoutl capturingl itsl tissue)l wherel itl dividesl intol 

ascendingl andl descendingl branches. 

Along with the artery, the veins accompanying it are also 

captured, and the main clamp is applied in a perpendicular 

direction to the uterus, and the second clamp is applied from above, 

above and below “hemostatic sutures” on the uterine artery, then 

the clamps are removed (Fig. 4). 
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         Fig. 1. Application of hemostatic Fig. 2. Overlay  clamp on all 

appendages on the right and left of the “hemostatic suture”  on all 

appendages on the right and left 

 
Fig. 3. Application of hemostatic Fig. 4. Application of 

“hemostatic  suture" to all appendages on the right and left of the 

suture" to the ascending and descending 

 interoperative variant of a.uterine cases 

 

Next, the uterus is separated from the uterosacral ligaments, then 

the posterior layer of the peritoneum of the ligament is separated. The 

clamps are applied in a direction perpendicular to them, i.e., closer to the 

horizontal position. After cutting off the uterosacral ligaments, the 

clamps are replaced with ligatures. Next, the cervix is isolated from the 

paracervical tissue. To do this, clamps are applied directly to the sides of 

the neck, which, after dissecting the tissue, are replaced with ligatures. 

In front and on the sides of the cervix, between the clamps, the 

cardinal ligaments are cut, the clamps are replaced with ligatures and the 

cervix is completely isolated. Two clamps are applied to the upper third 
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of the vagina, the uterus is cut off above them, then the vaginal stump is 

sutured with continuous captive vicryl sutures. 

Peritonization begins with a purse-string vicryl suture in the area of 

the appendage stumps and round ligament of the uterus, then the leaves 

of the broad ligament are sutured, pulling them onto the applied clamps. 

After this, the posterior and anterior layers of the peritoneum are 

sutured, picking up the sutured vaginal stump. The abdominal cavity is 

sanitized and, after careful control of hemostasis, the anterior abdominal 

wall is tightly sutured in layers. An aseptic bandage is applied to the 

skin. 

The optimized method of total hysterectomy allows 1) to reduce 

interoperative blood loss of more than 1000 ml (according to the 

prototype) to 600–700 ml by applying one hemostatic suture to all three 

formations, first distal, then proximal parts of the uterine appendages; 2) 

reduce the time of surgical intervention from 90–120 minutes (according 

to the prototype) to 60–80 minutes; 3) remove all clamps from the 

surgical field, improve visualization of the surgical field, technical 

access, reduce trauma, thereby improving the technique of performing 

the operation and its quality; 4) against the background of improving the 

outcome of the operation, reduce the postoperative period in the hospital 

from 9-10 days (according to the prototype) to 6-8 days. 

§2.5. Statistical processing of results 

The obtained data were subjected to statistical processing using a 

package of application programs for statistical analysis on a Pentium-VI 

computer with the calculation of the arithmetic mean (M), standard 

deviation (sigma), standard error (m), relative values (frequency, %), the 

statistical significance of the obtained measurements at comparison of 

average values was determined using Student's t-test. A significance 

level of p <0.05 was taken as statistically significant changes, taking into 

account existing guidelines for statistical processing of data from 

clinical and laboratory studies. 
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CHAPTER III. ASSESSMENT OF THE EFFECTIVENESS 

OF SUBTOTALE AND TOTAL HYSTERECTOMY USING THE 

TRADITIONAL METHOD IN A RETROSPECTIVE GROUP 

§3.1. Frequency and risk factors for the development of 

massive obstetric hemorrhage in a retrospective group 

To identify the incidence of MOB, we studied statistical data 

obtained in the perinatal center of Urgench, where the material was 

collected (detailed data are given in Chapter II). The incidence of MOB 

in the perinatal center of Urgench is shown in Table. 3.1. 

Table 3.1 

Frequency of occurrence of MOB in the perinatal center of Urgench 

Years  
Amount of labor 

Pathological 

obstetric 

bleeding  

Massive 

obstetric 

bleeding 

абс. % абс. % абс. % 

2015 8173 35,6 542 6,6 28 0,34* 

2016 7795 34,0 476 6,1* 23 0,29* 

2017 6928 30,2 401 5,7 21 0,30* 

All  22896 100 1419 6,2%* 72 0,31* 

Note. *statistical significance p<0.05 

Thus, analysis of the data in table. Table 3.1 shows that in the perinatal 

center of Urgench (the medical institution is level III), out of 22,896 

births, 1,419 (6.2%) were complicated by pathological obstetric 

bleeding. Due to the lack of effect from conservative therapy, all 72 

(0.3%) patients with MOB underwent surgical bleeding control, i.e. 

hysterectomy, of which 64 (88.8%) were total and 8 (11.1%) subtotal, 

statistical significance p<0.05. We could not judge the prevalence of 

MOB among pregnant women and postpartum women in the republic 

due to the lack of clear data in the report cards of the statistical 

department of the Ministry of Health of the Republic of Uzbekistan. Of 

the 8 cases of maternal mortality during this period that occurred in 

these maternity complexes, 5 (62.5%) cases were directly related to 

massive obstetric hemorrhage. 

Thus, the frequency of occurrence of MOB in the studied retrospective 

group in the structure of pathological blood losses was 5.0%, and in 

relation to childbirth, 0.3% of cases; in the structure of maternal 
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mortality directly related to massive obstetric hemorrhage, unfortunately 

there were 5 (62, 5%) cases, despite surgical hemostasis performed 

using the traditional method and infusion-transfusion therapy. 

Inъaъretrospectiveъ analysisъofъ72ъ historiesъofъbirthsъ with 

MAC,ъtheъ followingъdataъwereъ takenъintoъaccount:ъage,ъ socialъ 

factorsъ(placeъofъ residence,ъmaritalъ status,ъeducation,ъareaъ ofъ

employment);ъtheъpresenceъofъEHZъandъgynecologicalъpathologies,ъ

featuresъofъtheъcourseъofъpregnancy,ъchildbirthъandъtheъpostpartum

period,ъwhatъobstetricъ situationsъledъtoъtheъ developmentъofъ MOB, 

includingъPPH,ъinteroperativeъandъpostoperativeъresultsъofъtotalъand

subtotalъhysterectomyъusingъtheъtraditionalъmethod,ъandъdataъfromcl

inical,ъlaboratoryъandъinstrumentalъmethodsъofъexaminingъ women. 

We analyzed somatic diseases outside of pregnancy according to 

the outpatient card and during pregnancy, which played a role in the 

development of MOB. It should be noted that various somatic diseases 

were observed in all 72 (100%) women outside pregnancy, 32 (44.4%) 

had a combination of 2 to 4 somatic pathologies. 

An analysis of the history of pregnancy and childbirth in a 

retrospective group allowed us to identify somatic diseases in pregnant 

women (SDP) as the most significant risk factors contributing to the 

development of MOB. The presence of GBS during pregnancy in 

women with MOB in the retrospective group is shown in Fig. 3.1. These 

data indicate that the most common somatic diseases in pregnant women 

with MOB in this region were anemia - in 61 (84.7%), mild in 49 

(68.0%), moderate in 9 (12). .5%) and severely in 2 (2.7%), diseases of 

the urinary system – in 29 (40.2%), endemic goiter – in 18 (25.0%), 

chronic hepatitis B – in 12 (16 .6%), obesity I-II degree - in 11 (15.2%), 

chronic viral hepatitis C - in 6 (8.3%), varicose veins of the lower limb - 

in 6 (8.3%), peptic ulcer Gastrointestinal tract – in 2 (2.7%) and a 

decrease in body mass index less than 18 – in 2 (2.7%), statistical 

significance is p<0.05. Anemia contributes to an increase in the 

frequency of pregnancy complications; due to a decrease in the gas 

transport function of the blood, the processes of fetoplacental 

dysfunction are aggravated, which adversely affects the hemostasis 

system, in particular the aggregative state of blood in the 

microcirculation system, the metabolism of the vascular endothelium, 

and leads to such an obstetric complication as MOB. Diseases of the 

urinary system were identified in 29 (40.2%) and manifested as 
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asymptomatic bacteriuria, cystitis and its recurrent form, chronic 

pyelonephritis and urolithiasis. It should be noted that in the study 

group, extragenital diseases as risk factors for the development of MOB 

were quite common, accounting for 1.9 units per pregnant woman. EHZ.

 
Fig. 3.1. FBS during pregnancy in women of the retrospective group 

The most dangerous were moderate anemia, gastrointestinal 

diseases and Werlhof's disease. Considering the ecologically 

unfavorable region, we consider such high frequencies of occurrence of 

EHS to be justified. In the majority of women with MAC, pregnancy 

occurred against the background of a combination of EGG and chronic 

genital diseases. 

Table 3.2 

Frequency of gynecological pathology among women who 

underwent MOB in a retrospective group, reflected in the histories 

of primary care or childbirth 

Gynecologic pathology  
Women, n=72 

абс. % 

Bacterial vaginosis 12 16,6 

Vaginitis  8 11,1 

Ectopy  2 2,7 

Unilateral salpingitis  3 4,1 

Chronic uterine infectious 2 2,7 

Sytomegalovirus  13 18,0* 

Chlomidia  4 5,5* 

TORCH infectious  7 9,7 
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Endometroid cysts in right 

ovary  
1 1,3** 

Nodal myoma in uterus  3 4,1* 

All of these  55 76,3 

Note. * statistical significance p<0.05; ** p<0.001; 

From those presented in table. 3.2 of the data, it is easy to notice 

that diseases such as bacterial vaginosis, vaginitis, CMV and combined 

TORCH infection dominated in pregnant women of the retrospective 

group studied. Bacterial and viral infections prevailed among them; all 

women during pregnancy received outpatient and inpatient treatment to 

eliminate the inflammatory disease. 

Thus, the presence of such somatic diseases as anemia, 

neuroendocrine pathology (obesity), inflammatory diseases of the 

urinary system, coupled with gynecological diseases, especially the 

presence of nodular uterine fibroids, which may impair the contractility 

of the myometrium, mainly indirectly affect the occurrence of MOB. 

§3.2. Features of the course of pregnancy, childbirth and the 

postpartum period in women of the retrospective group 

The timing of pregnancy upon admission to the hospital in women 

with MAC in the retrospective group is shown in Fig. 2.4. Basically, 55 

(76.3%) pregnant women were admitted to the maternity complex at 

full-term pregnancy, but 12 (16.6%) cases with preeclampsia, central 

presentation and placental abruption were admitted before 37 weeks of 

pregnancy. These data confirm the severe and complicated course of 

pregnancy in this group.

 
Fig . 2.4. Pregnancy periods upon admission of pregnant women 

with MOB 

 

Pregnancy complicated by MOB, including PPH, was extremely 
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55(76,3%)
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unfavorable for both the mother and the fetus. The most common 

complications of pregnancy in the retrospective group were early 

toxicoses. Early toxicosis of moderate severity was noted in 38 (52.7%) 

women in labor, of which 35 (48.2%) had moderate severity, 3 (4.1%) 

had severe toxicosis; Moderate pregnancy edema – in 6 (8.3%), mild 

preeclampsia – in 27 (37.5%), severe preeclampsia – in 9 (12.5%), 

chronic arterial hypertension – in 4 (5.5%) , gestational hypertension – 

in 5 (6.9%), impaired utero-fetal placental circulation of varying degrees 

in 12 (16.6%), ORP – in 13 (18.0%) and preeclampsia – in 2 (3.3% ) 

pregnant women, p<0.05. Complications of pregnancy in women of the 

retrospective group are reflected in Table. 3.3. 

Table 3.3 

Complications of pregnancy in women of the retrospective group 

Complications   
Women , n=72 

абс. % 

Early moderate toxicosis  35 48,2 

Early severe toxicosis  3 4,1 

Moderate edema in 

pregnancy  
6 

8,2 

Moderate preeclampsia   27 37,5 

Severe preeclampsia 9 12,5 

Chronic arterial hypertension  4 5,5* 

Gestational hypertension  5 6,9* 

SORP 13 18,0 

Violation of MPC Ib degree 8 11,1** 

Violation of MPC II degree 4 5,5** 

Central placenta previa 6 8,3 

Severe PONRP 31 43,0 

Antenatal fetal death 3 41,6‰ 

All  154  208% 

Note. Significance * p<0.05; ** p<0.01 

From the data in table. Table 3.3 shows that the most severe 

complications during pregnancy in the retrospective group were a 

hypertensive state, PONRP, placenta previa and BMD disorders of 

varying degrees, as well as antenatal fetal death 55.5‰. 
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Thus, summarizing the data obtained on the course of pregnancy in 

women with MOB in a retrospective group, we came to the conclusion 

that almost all of them had serious complications. Thus, the examined 

group of pregnant women accounted for 154 complications, i.e. 2.08 

complications for each patient, and among the complications the greatest 

threat was preeclampsia, PONRP, placenta previa and antenatal fetal 

death. 

We studied the features of the course of labor in a retrospective 

group. Complications during labor and the postpartum period in women 

of this group are reflected in Table. 3.4. 

Table 3.4 

Complications  
Women , n=72 

абс. % 

Premature birth 12 16,6 

Urgent birth 

 
58 80,5 

Delayed birth 

 
2 2,7* 

Surgical delivery 

 
47 65,2 

Atonic bleeding during 

cesarean section 

 

45 62,5 

Atonic bleeding after vaginal 

delivery 
24 33,3 

Amniotic fluid embolism 2 2,7* 

Early neonatal mortality 

 
4 

55,5‰ ** 

Antenatal fetal death 

 
3 41,6** 

Uterine rupture 

 
1 1,3* 

Subtotal hysterectomy 

 
8 11,1 

Total hysterectomy 

 
64  88,8 

Ligation of the internal iliac 41  56,9 
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artery 

Note. Statistical significance *p<0.05, **p<0.001 

From the table Table 3.4 shows that in this group of patients, 12 

(16.65) premature surgical births occurred against the background of 

severe preeclampsia and severe PONRP. Due to the development of 

disseminated intravascular coagulation syndrome, against the 

background of detachment and atonic bleeding, the scope of the 

operation was expanded to a total hysterectomy. In case of premature 

birth, antenatal fetal death was observed in 3 (41.6‰) cases (p<0.001) 

and early neonatal mortality in 4 (55.5‰) (p<0.001). The frequency of 

such high perinatal mortality is explained by severe obstetric pathology 

and premature birth. 

Of 58 (80.5%) urgent vaginal births, 24 (33.3%) developed 

postpartum atonic hemorrhage due to a large fetus, i.e. the birth of a 

fetus weighing more than 4,000, 0 g was registered in 7 (9.7 %) cases, as 

well as impaired contractility due to histopathic changes in 14 (19.4%). 

In this category of women in labor, active conservative treatment was 

carried out based on protocols, intravenous administration of oxytocin 

10 units. repeated after 15–20 minutes No. 3, in 18 (12.9%) cases, 

oxytocin was administered with methylergometrine and appropriate 

infusion-transfusion therapy; in the absence of effect from conservative 

therapy, it was decided to perform surgical hemostasis. 

Thus, summarizing the data obtained on the course of labor and the 

postpartum period in women of the retrospective group, it should be 

noted that the main complications that led to the development of MOB 

were atonic bleeding, which developed during cesarean section and in 

the early postpartum period. Due to the lack of effect from the 

conservative therapy, surgical hemostasis was performed based on the 

protocols, in most 21 (29.1%) cases with a delay of 2 to 3 hours. 

          §3.3. Analysis and evaluation of the effectiveness of subtotal 

and total hysterectomy using the traditional method in a 

retrospective group 

Oflъthel72lъ(100%)ъpatientslwithlmassivelъobstetriclhemorrhage 

inlъthelъretrospectivelъgroup,lъ64lъ(88.8%)lъunderwentlъtotallъhyster

ectomy,l ъ8l ъ(11.1%)lъunderwentlъ subtotallъhysterectomy.ъBefore 

subtotallъhysterectomy,lъorgan-preservinglъoperationsl ъwerelъfirstl 

performed,lъsuchlъaslъ“ligationlъoflъthreelъgreatlъvessels”lъinlъ5lъ(6.
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9%)lъcaseslъandlъ“hemostaticlъsutureslъonlъthelъB - Lynchlъuterus” 

inlъ3lъ(4.1%)lъcases.lъHowever,lъduelъtolъthelъlacklъoflъclinicallъeff

ectlъforlъmorelъthanlъ30–40lminutes,lъthelъscopelъoflъthelъ operation 

waslъexpandedlъtolъsubtotallъhysterectomylъinlъalllъ8lъpatients.lъ 

Duringlъthelъhysterectomylъoperation,lъinlъ13lъ(18.1%)lъcases,lъboth

appendageslъwerelъremovedlъduelъtolъhemorrhagelъandlъnecrosislъof

thelъovaries,lъ andlъ inlъ15lъ(20.9%)lъ(plъ<0.05)lъcases,lъ only 

appendageslъwerelъremoved. 

Indicationslъforlъtotallъhysterectomylъinlъthelъretrospectivelъgro

uplъwerelъseverelъabruptionlъoflъalъnormallylъlocatedlъplacentalъinlъ

31lъ(43.0%)lъcaseslъwithlъmanifestationslъoflъseverelъimbibitionlъwit

hlъDIClъsyndrome,lъearlylъpostpartumlъatoniclъbleedinglъinlъ24lъ(33

.3%)lъpatients,lъcentrallъplacentalъprevialъinlъ6lъ(8.3%),lъamnioticlъf

luidlъembolismlъinlъ2lъ(2.7%)lъandlъuterinelъrupturelъinlъ1lъ(1.3%).l

ъDuringlъcesareanlъsection,lъthelъscopelъoflъthelъoperationlъwaslъex

pandedlъtolъtotallъhysterectomylъinlъ45lъ(62.5%)lъcases,lъthelъreason

slъforlъwhichlъwerelъimpairedlъcontractilitylъandlъplacentalъaccreta.  

Thel volumel ofl bleedingl inl thel retrospectivel groupl againstl 

thel backgroundl ofl uterinel atonyl inl thel earlyl postpartuml periodl 

throughl thel naturall birthl canall averagedl 1850.0±120.0l inl 24l 

(33.3%)l cases,l rangingl froml 1550.0±90.0l tol 2040.0l ml±110.0l 

(p>0.05).l Againstl thel backgroundl ofl severel abruptionl ofl al 

normallyl locatedl placental inl 31l (43.0%)l cases,l thel volumel ofl 

bloodl lossl averagedl 1890.0±150.0l (p>0.05)l andl againstl thel 

backgroundl ofl centrall placental previal inl 6l (8.3%)l casesl patientsl –

l onl averagel 2450.0±200.0l (p>0.05).l Inl twol womenl whol 

underwentl hysterectomyl duel tol amnioticl fluidl embolism,l andl inl 

onel casel withl completel uterinel rupture,l thel volumel ofl bloodl lossl 

wasl significantlyl greaterl andl amountedl tol 3550.0±200.0l mll 

(p>0.05). 

Thus,l thel volumel ofl bloodl lossl variedl froml 1550.0l tol 

3550.0l mll dependingl onl thel obstetricl pathology.l Ifl inl thel 

postpartuml periodl froml uterinel atonyl thel averagel totall bloodl lossl 

withoutl subtotall orl totall hysterectomyl wasl 1850.0±120.0l ml,l thenl 

againstl thel backgroundl ofl severel PONRP,l againstl thel backgroundl 

ofl centrall placental previa,l EOVlъandlъcomplete uterinelъ 

rupturelъthelъ averagelъwaslъ 2410.45l ъ±520.55 lъml.lъItlъ 

shouldlъbelъnotedl thatlъthelъamountlъoflъbloodlъlosslъinlъalll 
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ъtheselъpatientslъduring 

cesareanlъsectionlъwaslъmorelъthanlъ30lъml/kg/ bodylъweightlъand 

inlъalmostlъalllъcaseslъitlъwaslъaccompaniedlъbylъthelъadditionloflъa 

generalizedlъformlъoflъDIClъsyndrome.lъMassivelъbloodlъloss lъled 

tolъthelъdevelopmentlъoflъ hemorrhagicl ъshock,lъ disseminated 

intravascularlъcoagulationlъsyndrome, severel ъmultiple lъorgan 

lfailure andlъfivelъcaseslъoflъmaternal mortality. 

Thelъ techniquelъoflъperformingl ъtotallъhysterectomylъinlъthe 

classiclъversionlъoflъ thelretrospectivelъgrouplъislъshownlъinlъFig. 1, 

2.lAlllъover lъthelъworld,lъtotall ъhysterectomylъislъ performedlъin 

thelъ 

samelъway:lъlaparotomy,lъrevisionlъoflъthelъpelviclъorgans,lъthe 

uteruslъislъfixedlъwithlъMuseaulъ forcepslъandlъremovedlъfromlъthe 

abdominallъcavity lъthroughlъ alъwound.lъAlъspeculumlъislъinserted 

intolъthelъabdominall ъcavityl ъandl ъplacedlъinl ъthelъsuprapubic 

region.lъThelъabdominallъcavitylъislъfencedlъofflъwithlъnapkins,lъthe

nlъ2lъlonglъstronglъKocherlъclampslъarelъappliedlъtolъthelъbroadlъan

dlъroundlъligamentslъalonglъthelъriblъoflthelъuterus.ъThenlъapplyl ъ 

2 

Kocherlъclampslъtolъthelъroundlъligamentlъandlъthelъinfundibulopelv

iclъligament.lъBothlъligamentslъarelъdividedlъand,lъinsteadlъoflъ 

clamps,lъVicryllъhemostaticlъsutureslъarelъplacedlъatlъthelъdistallъ 

ends.l Thelъvesicouterinelъligamentlъislъcrossed,lъthelъbladderlъislъ 

separatedlfromlъthelъuteruslъtolъthelъanteriorlъwalllъoflъthelъvagina.l

ъThelъuterinelъarterieslъarelъclampedlъatlъthelъlevellъoflъthelъinterna

llъoslъofl thelъcervixlъonlъbothlъsideslъbylъapplyinglъ2lъ Kocher 

clamps. Thelъfirstlъlowerlъclampslъatlъthelъlevellъoflъthelъinternal 

oslъoflъthelъcervixlъarelъappliedlъwithlъalъslidinglъactionlъfromlъthel

uterineltissue,lъandlъthelъsecondlъupperlъoneslъarelъalsolъappliedlъ  

withlъalъslidinglъactionlъfromlъthelъuterinelъtissue,lъbutlъ1.5lъcmlъ 

higherlъfromlъthelъfirstlъlowerlъclamp.lъBetweenlъthem,lъhemostaticl

sutureslъarelъcutlъandlъplacedlъonlъthelъdescendinglъuterinelъvessels.

Thelъuteruslъislъpulledlъuplъandlъtowardslъthelъwomblъoflъthelъ 

uterosacrall 

ligaments,lъseparatinglъthelъrectumlъfromlъthemlъfromlъthelъsides,lъ

Mikuliczlъclampslъarelъappliedlъtolъthelъligaments,lъoverlъwhichlъ 

thelъligamentslъarelъcrossedlъwithlъscissors.lъAfterlъcrossinglъthelъ 

ligamentslъonlъbothlъsides,lъthelъuteruslъislъeasilylъpulledlъabovelъ 
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thelъsymphysislъpubis.lъThelъtransectedlъsacrouterinelъligamentslъare

ligatedlъwithlъvicryllъsutures.lъThelъanteriorlъwalllъoflъthelъvaginalъ

islgrabbedlъwithlъalъKocherlъclamp,lъopenedlъwithlъscissorslъinlъ 

theъ transverselъdirection,lъthelъvaginalъislъcutlъofflъcircularlylъand 

peritonizationlъislъperformed. 
 

 

 

  
Rice. 1. Total hysterectomy technique  Fig.2. Total hysterectomy 

technique                                                                 (H.A. Hirsch et al.) 

       Operative gynecology" 

 2007  

                                                                   (From my own practice, 2017) 

 

Onъaverage,ъinteroperativeъbloodъlossъassociatedъwithъsurgery, 

i.e.,ъwithъtheъclassicъversionъofъtotalъhysterectomy,ъwasъ860±110.0 

mlъ(p>0.05),ъtheъaverageъdurationъofъtheъoperationъwasъ93.0±5.0ъ

minutesъ(pъ>0.03).ъIn the postoperative period, of the 67 surviving 

women, 7 (9.2%) were transferred to a dialysis center due to acute renal 

failure for a therapeutic course of hemodialysis. In the postoperative 

period, 26 (36.1%) women were discharged on days 9–10, 29 (40.2%) – 

on days 12–14, and 1 (1.3%) after relaparotomy was transferred to the 

gynecological department for further treatment and discharged on the 

21st day. Only 4 (5.5%) postpartum women who lost their children were 

discharged on the 5th–6th day for further rehabilitation in primary care. 

The average number of bed days in the retrospective group was 9.1±1.2 

days. 

According to the calculations of the accountant of the perinatal 
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center in Urgench, the average cost per operation in the retrospective 

group was 846,565 thousand soums, the daily cost for the treatment of 

one patient in the retrospective group was 1,284,520 soums. The total 

cost of treatment per patient amounted to an average of 11,689,132 

soums. 

Analyzing the data obtained on surgical interventions in a 

retrospective group during a total hysterectomy, in 41 (56.9%) cases the 

internal iliac artery was ligated on both sides against the background of a 

generalized form of disseminated intravascular coagulation syndrome. A 

relaparotomy operation due to the lack of complete hemostasis or septic 

complications was performed in 8 (11.1%) cases, of which in 6 (8.3%) 

cases a relaparotomy was performed within the next 24 hours after the 

first operation due to the progression of disseminated intravascular 

coagulation syndrome. against the background of no effect of plasma 

transfusion, er. weight, protease inhibitors, tranexamic acid, in 1 (1.3%) 

patient - 18 hours 45 minutes after the second operation and in 1 (1.3%) 

on the 6th day due to purulent-septic complications, t e. with an abscess 

in the pouch of Douglas. 

During the operation of total hysterectomy using the traditional 

method, ligation of the internal iliac artery on both sides was done in 41 

(56.9%) cases, of which in 5 (6.9%) cases during re-operation during 

relaparotomy. It is quite obvious that total hysterectomy, relaparotomy 

and rerelaparotomy were operations of “desperation” and were 

performed solely to save the patient’s life. 

Despitel conservativel andl surgicall treatmentl forl patientsl withl 

MAC,l inl thisl group,l inl 5l (6.9%)l cases,l pregnancyl andl childbirthl 

endedl inl maternall mortality.l Whenl analyzingl thesel 5l cases,l itl 

wasl foundl thatl onlyl 4l (80.0%)l werel registeredl withl anl 

obstetrician-gynecologist,l andl 1l (20.0%)l patientl wasl notl registeredl 

withl primaryl care.l Ofl thosel registered,l threel werel diagnosedl withl 

somaticl diseasesl -l UTIl (chronicl pyelonephritis),l hepatitis,l ARVIl 

andl ironl deficiencyl anemial ofl moderatel severity. 

4l (80.0%)l ofl thel deceasedl hadl al pregnancyl ofl 37–40l 

weeks,l 1l (20.0%)l hadl al gestationall agel ofl 35l weeks,l shel diedl 

froml centrall placental previa,l accompaniedl byl MOB,l hemorrhagicl 

shock,l disseminatedl intravascularl coagulationl syndromel andl 

multiplel organl failurel ,l incompatiblel withl life.l Thel pregnantl 

womanl wasl admittedl tol thel hospitall inl extremelyl seriousl 
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condition,l withl bloodl lossl ofl morel thanl 2000.0l ml,l andl atl thel 

finall stagel ofl thel totall hysterectomyl operationl shel diedl onl thel 

operatingl table,l bloodl lossl wasl estimatedl tol bel morel thanl 3000.0l 

ml.l Inl thel structurel ofl maternall mortality,l 2l (40.0%)l hadl al 

severel abruptionl ofl al normallyl locatedl placental withl anl 

operationall bloodl lossl ofl 1000±110.0l ml;l duringl al cesareanl 

section,l al retroplacentall hematomal ofl aboutl 500.0l gl wasl 

discoveredl inl both,l thel bloodl lossl wasl estimatedl atl morel thanl 

2500.0l ml.l Inl onel case,l MSl occurredl froml uterinel rupturel andl 

amnioticl fluidl embolisml againstl thel backgroundl ofl largel bloodl 

lossl (morel thanl 3000±200.0l ml).l Itl shouldl bel notedl thatl thel 

patientl whol diedl froml amnioticl fluidl embolisml wasl notl 

registeredl inl primaryl care,l sincel shel wasl abroadl (inl Russia)l andl 

camel homel afterl 34l weeksl ofl pregnancy.l Maternall mortalityl inl 1l 

(1.3%)l casel occurredl interoperatively;l inl thel postoperativel period,l 

3l (4.1%)l diedl withinl 1l dayl andl 1l (1.3%)l diedl onl thel 7thl dayl 

froml septicl complications. 

Thus,l thel immediatel causel ofl maternall deathl inl 4l (80.0%)l 

outl ofl 5l wasl massivel (morel thanl 2500–3000.0l ml),l intractable,l 

coagulopathicl bleeding;l mortalityl occurredl againstl thel backgroundl 

ofl severel andl irreversiblel multiplel organl failure. 

We present data from a practical observation of maternal death due 

to MOB caused by PONRP from a retrospective group. 

Example No. 1. Pregnant K. Kh. 29 years old. Birth history No. 5789. 

She was admitted to the perinatal center on 10/29/2017 at 03:50 with a 

diagnosis: Pregnancy IV, 35-36 weeks, labor I. Severe PONRP, severe 

uterine imbibition. Antenatal fetal death. Hemorrhagic shock I-II degree. 

DIC syndrome. OAGA (privy Post a review 

Preserved OGA (recurrent miscarriage against the background of a non-

developing pregnancy). 

Pregnant,l 29l yearsl old,l livedl inl al rurall area.l History:l 2010l 

–l medicall abortion;l 2012l –l non-developingl pregnancyl atl 7l 

weeks;l 2013l –l non-developingl pregnancyl atl 8-9l weeks.l Inl 2015,l 

shel wasl registeredl inl primaryl carel atl 10–11l weeksl ofl pregnancy,l 

thel totall numberl ofl appearancesl wasl 7.l Anl ultrasoundl 

examinationl showedl thel placental alongl thel posteriorl wall.l Singlel 

hospitalizationl inl hospitall withl thel diagnosis:l “Pregnancyl IV,l 14–

15l weeks.l Isthmic-cervicall insufficiency.l Threateningl spontaneousl 



 
48 

 

miscarriage."l Surgicall correctionl –l al “P”l suturel wasl placedl onl 

thel cervixl onl Mayl 22,l 2017. 

Uponl admissionl tol thel maternityl complexl onl Octoberl 29,l 

2017,l complaintsl ofl painl inl thel lowerl abdomenl andl heavyl 

bleedingl froml thel genitall tract.l Thel patientl wasl takenl tol thel 

maternityl hospitall byl herl ownl transport;l duringl transportation,l 

bloodl lossl wasl aboutl 500–600l ml.l Shel wasl admittedl tol thel 

hospitall inl seriousl conditionl atl nightl atl 03:50l onl Octoberl 29.l 

Diagnosisl onl admission:l “Pregnancyl IV,l 35–36l weeks.l Childbirthl 

1.l Severel degreel ofl abruptionl ofl al normallyl locatedl placenta.l 

Massivel obstetricl hemorrhage.l Stagel II-IIIl hemorrhagicl shock,l 

disseminatedl intravascularl coagulationl syndrome.”l OAGA.l 

Antenatall fetall death.l Longitudinall position,l cephalicl presentation.l 

Consciousnessl isl confused,l bloodl pressurel isl 70/39,l pulsel isl 

130/min,l hemoglobinl isl 43l g/l.l Anotherl 300l mll ofl bloodl wasl 

immediatelyl releasedl froml thel genitall tractl inl thel emergencyl 

room,l thel totall bloodl lossl wasl aboutl 1000l ml.l However,l thel 

clinicall picturel andl laboratoryl testl resultsl correspondl tol stagel IIIl 

hemorrhagicl shock,l whichl correspondsl tol bloodl lossl ofl 1500–

2000l ml.l Atl 04:05l –l generalizedl convulsions. 

Thel pregnantl womanl hadl anl emergencyl deliveryl duel tol 

PONRP,l massivel obstetricl hemorrhage,l andl antenatall fetall death.l 

Duringl al cesareanl section,l al deadl femalel fetusl weighingl 3100l gl 

andl 50l cml longl wasl removed.l Thel placental wasl freelyl inl thel 

uterinel cavityl withl liquidl bloodl (1000±200l ml)l andl bloodl clotsl 

(500±100l ml).l Duringl thel operation,l thel patientl sufferedl cardiacl 

arrestl (04:27),l andl effectivel cardiopulmonaryl resuscitationl wasl 

performedl forl 10l minutes.l Totall bloodl loss:l 600l mll beforel 

delivery,l inl thel hospitall -l 300l ml,l inl thel uterusl 1100l mll andl 

500l gl ofl clots,l caesareanl sectionl -l 400l ml,l totall 2900±200l ml. 

Atl 04:40l –l bloodl pressurel 140/93,l hemoglobinl –l 31l g/l.l 

Thel scopel ofl thel operationl wasl expandedl tol totall hysterectomyl 

ofl thel uterusl withoutl appendages.l Thel internall iliacl arteriesl werel 

ligatedl onl bothl sides;l thel amountl ofl totall bloodl lossl averagedl 

3700.0±300.0l ml.l Thel volumel ofl infusion-transfusionl therapyl was:l 

crystalloidl solutionsl 3000l ml,l HESl –l 1000l ml,l freshl frozenl 

plasmal –l 1300l ml,l packedl redl bloodl cellsl –l 1050l ml,l i.e.l onlyl 

6,350l ml.l Inl thel postoperativel period,l mechanicall ventilationl wasl 
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continued.l Atl 18:00–18:50l clinicall signsl ofl pulmonaryl edemal 

developed,l bloodl pressurel 128/79–130/82.l Atl 19:30,l bleedingl 

appearedl inl thel placesl wherel thel cathetersl werel placed,l froml 

16:00l -l anuria;l atl 22:00l –l bloodl pressurel 121/93,l heartl ratel 

144/min,l feverl upl tol 39.1,l azotemia;l atl 00:00l –l bloodl pressurel 

98/67–89/57,l heartl ratel 160/min,l anuria.l Atl 01:00l onl Octoberl 

30,l 2015,l thel bloodl pressurel couldl notl bel accuratelyl determined;l 

thel pulsel wasl bradycardial ofl veryl weakl filling,l anuria.l Asl 

multiplel organl failurel progressed,l clinicall deathl occurred.l 

Cardiopulmonaryl resuscitationl wasl ineffective.l Biologicall deathl 

hasl occurred. 

Final clinical diagnosis: acute premature abruption of a normally 

located placenta of severe severity during pregnancy 35–36 weeks. 

Pregnancy IV, 35–36 weeks, Childbirth 1. OGA (recurrent miscarriage 

against the background of a non-developing pregnancy). Premature 

surgical delivery of a stillborn female premature baby. The following 

operations were performed: caesarean section; ligation of the iliac 

arteries on both sides; total hysterectomy of the uterus without 

appendages (Fig. 1, 2). 

  
Rice. 1. Severe PONRP 

(a case from my own practice, 

2017)  

 

Fig. 2. Severe PONRP 

(a case from my own practice, 

2017) 

Thelъfollowinglъcomplicationslъappeared:lъmassivelъobstetriclъ 

hemorrhagelъ(3700.0±300.0lъml);lъhemorrhagiclъshocklъstagelъIII;lъъ

clinicallъdeath;lъmultiplelъorganlъfailurelъsyndrome:lъacutelъ 

respiratorylъfailure;lъRDSlъ(respiratorylъdistresslъsyndrome),lъacutelъ

renallъъ 
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failure;lъacutelъcardiovascularlъfailure;lъcerebrallъinsufficiency 

duelъtolъcerebrallъedema);lъDIClъsyndrome,lъgeneralizedlъstage;lъъ 

uterinelъatony;lъantenatallъfetallъdeath.lъResuscitationlъmeasureslъand

lъmedicallъprocedures:lъplasma-hemotransfusion;lъcardiopulmonarylъ 

resuscitationlъwaslъineffective. 

Alъforensiclъmedicallъexaminationlъwaslъcarriedlъout.lъAtlъ 

autopsy,lъthelъskinlъandlъserouslъmembraneslъoflъthelъpleura,lъperic

ardium,lъandlъperitoneumlъshowedlъmultiplelъsmall-spottedlъ 

hemorrhages.lъThelъbrainlъweightlъwaslъ1188lъg,lъandlъъtherelъ 

waslъalъstrangulationlъgroovelъonlъthelъcerebellarlъtonsils.lъъThelъ 

weightlъoflъthelъrightlъkidneylъwaslъ220lъg,lъthelъleftlъ206lъg,onlъ 

thelъsectionlъthelъcortexlъwaslъpale,lъthelъmedullalъwaslъfull-

blooded.lъHistologicallъexamination:lъplethora,lъfocilъoflъmicrohemor

rhages;lъthelъglomerulilъarelъenlarged,lъthelъlumenslъoflъthelъ 

capillaries,lъinterstitiallъarterieslъwithlъbloodlъclots,lъproliferationlъofl

mesangiocytes,lъglomerularlъendotheliallъcells;lъthelъlumenlъoflъthelъ

Shumlyansky-Bowmanlъcapsulelъcontainslъalъpinklъsecretion,ъthe 

epitheliallъcellslъoflъthelъproximallъtubuleslъarelъinlъalъstatelъ 

ofnecrosis.lъThelъrightlъadrenallъglandlъislъleaf-

shapedlъwithlъpreservationlъoflъdifferentiationlъoflъthelъcortexlъandlъ

medulla,lъthelъmedullalъislъfull-blooded;lъinlъthel ъleftlъtherel ъislъal 

hematoma. 

Histologicallъexamination:lъinlъthelъmedullalъoflъthelъrightlъъ 

adrenallъglandlъtherelъarelъfocilъoflъhemorrhages;lъinlъthelъleftlъ 

adrenalglandlъ-lъnecrosislъwithlъhemorrhage.lъThelъdimensionslъ 

oflъthelъuteruslъwerelъ18.5x13.5x6.5lъcm,lъwalllъthicknesslъ 

3lъcm;lъthelъwalllъoflъthelъuteruslъislъhomogeneouslъgray.lъ 

Histologicallъexamination:lъplacentalsitel-

ascularlъthrombosis,lъthelъdeciduallъlayerlъislъthin,lъinfiltratedlъъwith

lъlymphocytes,lъmacrophages,lъmultinucleatedlъtrophoblasticlъъcells;l

ъinlъthelъvesselslъ-leukostasis,lъalъsmalllъamountlъoflъ extravillouslъ 

cytotrophoblast;lъъinlъthelъmyometrium:lъplethora,lъspirallъarterieslъ

withlъnarrowedlъъlumens.lъPlacenta:lъ428lъg,lъ18x14x2lъcm,lъinlъ 

thelъcentrallъpartlъoflъthelъplacentalъtherelъislъalъcrater-shapedlъ 

depressionlъoflъ10x8lъcmlъwithoutlъalъhematoma.lъъHistologicallъ  

conclusion:lъchroniclъplacentallъinsufficiency,lъvariantlъoflъ 

dissociatedlъmaturationlъoflъcotyledons,lъdecompensated.lъъExcessive

fibrinoidlъdeposition.lъThrombosislъoflъthelъvenouslъъsinuseslъoflъ 
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thelъedgelъoflъthelъplacenta,lъintervillouslъspace.lъInlъъthelъarealъofl

detachmentlъtherelъarelъhemorrhages,lъpreservedlъredlъbloodlъcells,lъ

thinlъstrandslъoflъfibrin. 

ThelъdevelopmentlъoflъDIClъsyndrome,lъaccompaniedlъbylъъ 

hemorrhageslъinlъthelъparenchymalъoflъinternallъorgans,lъinlъthelъъ 

adrenallъglandslъ(inlъthelъleftlъ-

withlъthelъformationlъoflъalъhematoma)lъledlъtolъthelъsyndromelъъof

multiplelъorganlъfailure,lъacutelъadrenallъinsufficiency,lъalъъ 

hypoxiclъstate,lъdestructivelъprogressivelъedemalъandlъswellinglъoflъ 

thelъbrainlъsubstancelъwithlъwedginglъoflъthelъstemlъpartlъintolъthel

greaterlъoccipitallъholelъъwhichlъъwaslъthelъъimmediatelъcauselъofъ

death. 

Thus,l thel presentedl observationl ofl maternall deathl causedl byl 

PONRPl andl complicatedl byl massivel uterinel bleedingl andl 

hemorrhagicl shockl demonstratesl thel importancel ofl thel clinicall 

andl anatomicall approachl whenl conductingl thanatologicall analysis.l 

Tol clarifyl thanatogenesisl inl casel ofl prematurel placentall abruption,l 

itl isl informativel tol studyl areasl ofl thel placental inl thel areal ofl 

abruption,l whichl willl determinel itsl durationl andl thel sequencel ofl 

developmentl ofl pathologicall processesl leadingl tol death.l Byl 

describingl thisl case,l wel wantedl tol ensurel thatl suchl mistakesl 

werel nol longerl made. 

Analyzinglъ 72lъhistoriesl ъoflъbirthslъaccompaniedlъbylъMOB 

inlъthelъperiodlъfromlъ2014lъtolъ2017lъinlъthel ъregionallъperinatal 

centerlъoflъ Urgenchlъ andlъ3lъmaternitylъhospitalslъwelъcamelъto 

thelъfollowinglъconclusions. 

1.lъThelъincidencelъ ofl ъMAClъin lъthel ъ retrospectivelъ group 

studiedlъinlъthelъstructurelъ oflъpathologicallъ bleedinglъwaslъ5.0%, 

andlъinlъrelationlъtolъthelъtotallъnumberlъoflъbirthslъ-lъ0.3%. 

2.l Thel mainl factorsl contributingl tol thel developmentl andl 

leadingl tol thel occurrencel ofl MOBl duringl pregnancyl werel 

moderatel anemia,l diseasesl ofl thel hepatobiliaryl systeml andl 

Werlhof'sl disease. 

3.l Obstetricl complicationsl suchl asl preeclampsia,l severel 

PONRP,l placental previal andl antenatall fetall deathl inl thel 

retrospectivel groupl posedl thel greatestl threatl tol thel developmentl 

ofl MOB.l Inl thel studyl group,l suchl seriousl complicationsl 
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accountedl forl 154l cases,l i.e.,l 2.08l complicationsl forl eachl 

pregnantl woman. 

4.l Duringl childbirth,l thel mainl causesl ofl MOBl werel 

cesareanl sectionl 47l (65.2%)l duel tol severel PONRP,l severel 

preeclampsia,l EOVl andl centrall placental previa.l Againstl thel 

backgroundl ofl severel PONRP,l centrall placental previa,l EOVl andl 

completel uterinel rupture,l thel totall bloodl lossl averagedl 

2410.45±520.55l mll withl al rangel froml 1550.0l tol 3550.0l mll 

(p>0.05). 

5.l Uterinel atonyl inl thel postpartuml periodl occurredl inl 24l 

(33.3%).l Thel averagel amountl ofl bloodl lostl wasl 1850.0±120,l 

varyingl froml 1550.0±90.0l tol 2040.0l ml ± 110.0. 

Onlъaverage,lъinteroperativelъbloodlъlosslъassociatedlъwith lъsurgery 

inlъthelъclassiclъversionlъoflъtotallъhysterectomylъwaslъ860±110.0lъ

mllъ(p>0.05),lъthelъaveragelъdurationlъoflъthelъoperationlъwaslъ93.0

±5.0lъminuteslъ(p>0.03). 

6.l Inl thel structurel ofl maternall mortalityl directlyl relatedl tol 

MOB,l 5l (62.5%)l casesl werel noted,l despitel surgicall hemostasisl 

andl traditionall treatmentl methods. 

 

CHAPTER IV. EVALUATION OF THE EFFECTIVENESS OF 

SUBTOTALE AND TOTAL HYSTERECTOMY USING AN 

OPTIMIZED METHOD IN A PROSPECTIVE GROUP 

§4.1. The main causes of MOB in the prospective group and the 

incidence of this pathology 

This scientific study was conducted in a prospective group of the 

perinatal center of Urgench, where over 3 years (2018–2020) 24,784 

births were registered, of which PAC more than 500.0 ml was observed 

in 1,396 (5.6%) postpartum women, i.e. 1 case in 17.7 births, from 500 

ml to 1000 ml – in 992 (71%), from 1000 to 1500 ml – in 326 (23.3%) 

and more than 1500 ml – in 78 (5.5%) postpartum women . In relation to 

the total number of births, MOB was 0.31%, p<0.05, i.e. 1 case in 317 

births. The incidence of MOB in the perinatal center of Urgench is 

shown in Table. 4.1. 

Table 4.1 

Frequency of occurrence of MOB in the perinatal center of Urgench 

Years  Amount of labor  
Pathological 

obstetric 

Massive 

obstetric 
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bleeding  bleeding  

абс. % абс. % абс. % 

2018 9734 39,2 556 5,7 31 0,31* 

2019 8000 32,2* 529 6,6* 24 0,30* 

2020 7050 28,4* 311 4,4* 23 0,32 

all 24784 100 1396 5,6 78 0,31 

Note:* p<0.05 statistical significance 

 

The high incidence of MAC is explained by the fact that pregnant 

women and women in labor with severe somatic and obstetric 

pathologies were admitted to the perinatal center of the region, and, 

since mid-2020, with COVID-19 and its complications. The main 

reasons for the increase in the frequency of MAC are somatic and 

obstetric pathologies. In a prospective group of 78 pregnant and 

postpartum women with MOB, an optimized version of total 

hysterectomy was performed in 74 (94.8%) and subtotal in 4 (5.1%), 

statistical significance p < 0.05. Over the past 3 years, maternal 

mortality in the prospective group increased to 9, i.e. 1.1 times more 

than in the retrospective group, due to somatic, coronavirus infections 

and pneumonia. However, in the structure of maternal mortality, MOB 

was 2 (22.2%), i.e., it decreased in the prospective group by 2.8 times 

due to timely obstetric tactics, optimization of surgical and conservative 

therapy. 

Thus, there is an increase in the incidence of MOB in the 

prospective group to 78 (5.5%) in the structure of pathological bleeding, 

but in terms of labor it remained stable and amounted to 0.3% of cases. 

Thanks to the optimization of the surgical method of total hysterectomy 

and infusion-transfusion therapy, maternal mortality was reduced to 2 

(22.2%) versus 5 (62.5%) cases in the retrospective group. 

An analysis of somatic diseases showed that in adolescence, 

outside of pregnancy, 41 (52.5%) women suffered from acute 

respiratory infections, including acute respiratory viral infections, 

tonsillitis, 74 (94.8%) - measles and rubella, 11 (14.1%) suffered from 

viral hepatitis A %). 2 (2.5%) underwent appedectomy and 1 (1.2%) 

underwent removal of an endometriotic cyst of the right ovary. During 
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pregnancy, 23 (29.4%) patients suffered from acute respiratory 

infections in the first trimester and 14 (17.9%) patients in the second 

trimester. Of the 78 pregnant women in the prospective group, 5 (6.4%) 

had COVID-19 and 2 (2.5%) had complications after pneumonia with 

lung damage up to 15–20% (in one patient) and 30% (in another ). In 

addition, diseases of the urinary system were identified in 33 (42.3%), 

which were manifested mainly by asymptomatic bacteruria, cystitis, 

chronic pyelonephritis and its recurrence and urolithiasis, which is 

associated with the ecology of the region. 

From the cardiovascular system, vegetative-vascular dystonia was 

detected in 2 (2.5%), chronic arterial hypertension in 22.5%), varicose 

veins of the lower extremities in 11 (14.1%). One of the severe 

complications (IDA) occurred in 54 (69.2%), of which mild in 43 

(55.1%), moderate in 7 (8.9%) and severe in 4 (5.1%) . Morbid obesity 

of I–II degree occurred in 9 (11.5%) patients; the body mass index was 

more than 31, which is one of the risk factors for bleeding. A decrease in 

body mass index less than 18 was found in 4 patients (5.1%). A 

pathology of the thyroid gland was revealed - endemic goiter in 15 

(19.2%) women. Gastrointestinal diseases also occurred: gastritis and 

gastrointestinal ulcer in 5 (6.4%), chronic hepatitis B in 16 (20.5%), 

chronic viral hepatitis C in 3 (3.8%) pregnant women. It should be noted 

that in the study group, extragenital diseases as a risk factor for the 

development of MOB were quite common, accounting for 1.8 units per 

pregnant woman. EHZ. The presence of somatic diseases in women with 

MOB in the prospective group is shown in Fig. 4.1. 
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Fig. 4.1 

Inъъtheъъmajorityъofъъpatientsъъinъъtheъprospectiveъgroup,ъ 

pregnancyъъoccurredъъagainstъtheъbackgroundъofъъchronicъgenitalъъ 

diseases,ъъwhichъъisъъreflectedъinъъTable.ъъ4.2.ъAmongъthem,ъ 

inflammatoryъdiseases,ъbacterialъandъviralъъinfectionsъandъbacterialъ

vaginosisъprevailed.ъъAllъъwomenъъinъъtheъprospectiveъgroupъ(64,ъ

ъ82.0%)ъwithъgynecologicalъъinflammatoryъъdiseasesъъreceivedъout

patientъandъinpatientъъtreatmentъduringъpregnancyъforъthreatenedъъ

miscarriageъinъearlyъpregnancy. 

Table 4.2 

Frequency of gynecological pathology among women in a 

prospective group who underwent MOB 

Pathology in gynecology  
women, n=78 

абс. % 

Bacterial vaginosis  21 26,9* 

Vaginitis  5 6,4 

Ectopy  1 1,2** 

Unilateral salpingitis  5 6,4 

Chronic infectious in uterus  3 3,8 

SMV  17 21,8* 

Chlomidia  2 2,5 

TORCH infectious  9 11,5 

Nodal myoma in uterus  1 1,2** 

All   64 82,0 

Note. Significance *p<0.05; **p<0.01 

Thus, the presence of previous somatic diseases in adolescence, the 

presence of inflammatory diseases of the urinary and gynecological 

systems, diseases of the cardiovascular and endocrine systems 

contributed to the occurrence of MOB in women of the prospective 

group. 

 

§4.2. Features of the course of pregnancy, childbirth and the 

postpartum period in women of the prospective group 

The distribution of pregnant women in the prospective group 

depending on parity is presented in Table. 4.3. 

 

Table 4.3 
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Parity  
Women , n=78 

абс. % 

I pregnancy  8 10,2* 

II pregnancy 14 17,9 

III pregnancy 22 28,2 

IV pregnancy 21 26,9 

V pregnancy 7 8,9* 

VI pregnancy 4 5,1* 

Among pregnant women with MOB, 8 (10.2%) were primigravida 

(Table 4.3), 59 (75.6%) were multipregnant, of which 13 (16.8%) had 

one birth, 20 (26.6%) had two %), three – in 19 (24.3%), four – in 16 

(20.5%) and five – in 7 (8.9%). It should be noted that the interval 

between births for multiparous women ranged on average from 1.9 to 

3.4 years. 

The history of pregnant women with MOB in the prospective 

group was dominated by artificial abortions in 8 (10.2%), of which there 

was one in 5 (6.4%), two in 3 (3.8%) and spontaneous miscarriages in 2 

( 2.5%). Endometrial scraping, i.e. the uterine cavity, gives a negative 

result during subsequent pregnancies and childbirth. Features of the 

course of pregnancy and childbirth in the anamnesis of pregnant women 

in the prospective group are given in Table. 4.4. 

Table 4.4 

Parity  
Women , n=78 

абс. % 

 Artificial abortion 

 
8 24,3 

Spontaneous miscarriage 

 
2 17,9 

Non-developing pregnancy 

 
1 28,2 

Early toxicosis 

 
44 56,4* 

Mild preeclampsia 

 
21 26,9 

Severe preeclampsia 

 
3 3,8* 

Urgent birth 72 92,3 
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Premature birth 

 
6 7,6 

Surgical delivery 3 3,8 

Note. Significance *p<0.05; 

The duration of pregnancy upon admission to the hospital of 

women in the prospective group with MAC is shown in Fig. 4.2. From 

the data presented, it is easy to notice that in the absolute majority of 

cases (56 women, 71.7%), pregnant women with MAC were admitted to 

obstetric institutions at full term, however, with severe preeclampsia and 

placental abruption, 19 (24.3%) were admitted before 37. week's 

pregnancy. These data once again confirm the severe and complicated 

course of pregnancy in this group. 

 
Fig. 4.2. Pregnancy periods upon admission of pregnant women in 

the prospective group with MOB 

The most common complications of pregnancy in the prospective 

group were also early toxicoses. In this group, early toxicosis occurred 

in 53 (67.9%), of which 35 (61.5%) had moderate toxicosis, 5 (6.4%) 

had severe toxicosis; Moderate edema was noted in 4 (5.1%), mild 

preeclampsia – in 32 (41.0%), severe preeclampsia – in 13 (16.6%), 

chronic arterial hypertension – in 2 (2.5%), gestational hypertension – in 

8 (10.2%), impaired utero-fetal placental circulation of varying degrees 

in 17 (21.9%), ORP – in 17 (21.9%) pregnant women, p <0.05. 

The development and progression of DIC syndrome in pregnant 

women with severe preeclampsia are associated with impaired 

production of factors involved in blood coagulation synthesized in the 

liver, as well as with the supply of tissue thromboplastin, bacterial endo- 

and exotoxins, the presence of hemolyzed erythrocytes, proteolytic 

enzymes, and antigen–exotoxin complexes. antibody, hypoxia, increased 

19(24,3%)

56(71,7%)

3 (3,8%)

30- 36 недель

37-40 недель

41-42 недель
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blood free fatty acids and metabolic acidosis. Most authors associate the 

occurrence of DIC with impaired liver function, decreased production of 

fibrinogen, proconvertin, PTI, proaccelerin (factor V) [7, p. 224–296]. 

Complications of pregnancy in women of the prospective group are 

reflected in Table. 4.5. 

Table 4.5 

Complications of pregnancy in a prospective group 

Complications  
Women , n=78 

абс. % 

Early moderate toxicosis 

 
48 61,5 

Early severe toxicosis 

 
5 6,4 

Moderate edema in pregnant 

women 

 

4 

5,12 

Mild preeclampsia 

 
32 

41,0 

Severe preeclampsia 

 
13 

16,6 

Chronic arterial hypertension 

 
2 

2,5* 

Gestational hypertension 

 
8 

10,2* 

SORP 

 
17 

21,9 

Violation of MPC Ib degree 

 
11 

11,1** 

Violation of MPC  II  degree 

 
6 

5,5** 

Central placenta previa 

 
4 

5,1 

Severe PONRP 

 
36 

46,1 

Antenatal fetal death  4 51,2‰ 

Total  190 243 

Note. Significance * p<0.05; ** p<0.01 
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From the table Table 4.3 shows that the most severe complications 

of pregnancy in the prospective group were hypertension in 55 (70.5%), 

PONRP in 36 (46.1%) p <0.05, placenta previa and BMD disorders of 

varying degrees, as well as antenatal fetal death 51.2‰. All these 

complications played a big role in the development of obstetric tactics 

and management of childbirth. 

Thus, in the prospective group, the incidence of complications 

associated with pregnancy was 190, and there were 2.08 complications 

per pregnant woman; the greatest threat was posed by hypertensive 

conditions, PONRP and placenta previa, which became the direct causes 

of bleeding. 

We studied the characteristics of the course of labor in a 

prospective group. Complications during labor and the postpartum 

period in women of this group are reflected in Table. 4.6. 

Table 4.6 

Complications of labor and the postpartum period in women of 

the prospective group 

Complications  
 Women , n=78 

абс. % 

Premature birth 

 

 

 

19 24,3 

Urgent birth 

 
56 

 

71,9 

 

Delayed birth 

 
3 3,8 

Surgical delivery 

 
53 67,9 

Atonic bleeding during cesarean 

section 

 

53 67,9 

Atonic bleeding after vaginal 

delivery 

 

25 32,0 
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Amniotic fluid embolism 

 
1 

1,2* 

Complete uterine rupture 

 
1 

1,2* 

Early neonatal mortality 

 
5 

64,1‰** 

Antenatal fetal death 

 
4 51,2‰** 

Subtotal hysterectomy 

 
4 5,1 

Total hysterectomy 

 
74  94,8 

Ligation of the internal iliac 

artery 
4  5,1 

Note. Static significance * p<0.05, ** p<0.001 

FromъtheъtableъFigureъ4.6ъshowsъthatъinъtheъpostpartumъ 

period,ъaъsevereъcomplicationъdevelopedъinъtheъnaturalъbirthъcanalъ

atonicъbleeding;ъdueъtoъtheъlackъofъeffectъfromъconservativeъ 

therapy,ъitъwasъdecidedъtoъperformъsurgicalъhemostasisъusingъanъ 

optimizedъversionъofъtotalъhysterectomyъinъ25ъ(32.0%)ъwomen.ъ 

Featuresъ 

ofъtheъcourseъofъlaborъinъtheъprospectiveъgroupъwereъnotedъinъ78ъ

(100%)ъwomenъwithъMOB,ъofъ

whomъtermъbirthъoccurredъinъ56ъ(71.9%),ъprematureъbirthъinъ19ъ 

(24.3%)ъandъdelayedъbirthъinъ3ъ(3ъ.8%),ъp<0.05.ъPrematureъ 

surgicalъdeliveryъinъthisъgroupъofъpatientsъoccurredъagainstъtheъ 

backgroundъofъsevereъpreeclampsiaъinъ13ъ(16.6%)ъandъsevereъ 

PONRPъinъ6ъ(7.7%)ъpъ<0.05,ъandъurgentъsurgicalъdeliveryъ 

occurredъinъ53ъ(67.9ъ%)ъagainstъtheъbackgroundъofъseverepreeclam

psiaъ 

andъsevereъPONRP.ъDueъtoъtheъdevelopmentъofъdisseminatedъintra

vascularъcoagulationъsyndromeъagainstъtheъbackgroundofъdetachmen

tъandъatonicъbleeding,ъtheъscopeъofъtheъoperationъwasexpandedъtoъ

aъtotalъhysterectomyъinъanъoptimizedъversion.ъInъtheъprospectiveъgr

oup,ъantenatalъfetalъdeathъoccurredъ1.2ъtimesъ moreъ 

thanъinъtheъretrospectiveъgroup,and early neonatal mortality was 1.5 

times less. The reduction in the incidence of perinatal mortality is 
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explained by the optimized option, total hysterectomy, infusion-

transfusion therapy and early surgery. 

Thus, summarizing the data obtained on the course of labor and the 

postpartum period in women of the prospective group, it is necessary to 

note the main complications that led to the development of MOB: atonic 

bleeding that developed during cesarean section and in the early 

postpartum period. Due to the lack of effect from conservative therapy, 

an optimized version of total hysterectomy was performed in 74 (94.8%) 

women and subtotal in 4 (5.1%) to save the life of the mother 

§4.3. Analysis and evaluation of the effectiveness of subtotal and 

total hysterectomy with an optimized option in a prospective group 

Overlъthreelъyearslъinlъthelъprospectivelъgroup,lъthelъnumberlъ

oflъbirthslъinlъthelъabovelъmaternitylъcomplexeslъincreasedlъbylъ188

8lъbirthslъandlъamountedlъtolъ24,784lъcases.lъInlъthelъprospectivelъъ

group,lъthankslъtolъtimelylъtreatmentlъoflъbleeding,lъdevelopinglъand

followinglъprotocolslъforlъthelъmanagementlъoflъpregnantlъandlъъ 

parturientlъwomenlъatlъhighlъrisklъoflъbleeding,lъwelъwerelъablelъtol

reducelъthelъincidencelъoflъpathologicallъpostpartumlъbleedinglъbylъ

0.6%lъcomparedlъwithlъthelъretrospectivelъgroup,lъandlъitlъoccurredl 

inlъ1396lъ(5.6%lъ)lъwomenlъinlъlabor.lъUnfortunately,lъinlъthelъъ 

prospectivelъgroup,lъMOBlъagainstlъthelъbackgroundlъoflъseverelъъ 

detachmentlъandlъatoniclъbleeding,lъsomaticlъdiseaseslъincreasedlъbyl

0.5%lъandlъamountedlъtolъ78lъ(5.5%)lъcases,lъbutlъinlъrelationlъъ 

tolъthelъtotallъnumberlъoflъbirthslъitlъremainedlъstablelъandlъ 

amountedlъtolъ0.3%lъ(lъp<0.05). 

Alllъ78lъ(100%)lъpatientslъwithlъMOBlъunderwentlъsurgicallъ 

hemostasislъusinglъanlъoptimizedlъversionlъoflъtotallъhysterectomylъ 

inlъ74lъ(94.8%)lъandlъsubtotallъhysterectomylъinlъ4lъ(5.1%).lъThelъ

beginninglъoflъsurgicallъhemostasislъwas,lъinlъadditionlъtolъthelъ 

lacklъoflъeffectlъfromlъconservativelъtherapy,lъthelъtotallъamountlъof 

bloodlъlost,lъassessedlъbylъvisuallъandlъgravimetriclъmethods.lъWith 

continuedlъbleedinglъoflъmorelъthanlъ21±0.5lъml/kglъperlъbodylъ 

weight,lъsurgicallъhemostasislъwaslъstarted.lъFirst,lъorgan-

preservinglъoperationslъwerelъperformed,lъsuchlъaslъ“ligationlъoflъ  

threelъgreatlъvessels”lъinlъ3lъ(3.9%)lъcaseslъandlъ“hemostaticlъ 

sutureslъonlъthelъuteruslъaccordinglъtolъB-Lynch”lъinlъ1lъ(1.3%)lъ 

case. However,lъduelъtolъthelъlacklъoflъclinicallъeffectlъforlъmore 

thanlъ25lъminutes,lъthelъscopelъoflъthelъoperationlъwaslъexpandedlъ 
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tolъsubtotallъhysterectomylъinlъalllъ4lъpatients.lъThelъvolumelъoflъ 

bleedinglъinlъthelъprospectivelъgrouplъagainstlъthelъbackgroundlъoflъ

uterinelъatonylъinlъthelъearlylъpostpartumlъperiodlъthroughlъnaturallъ

routeslъaveragedlъ1880.0±80.0lъinlъ25lъ(32.0%)lъparturients,lъ 

ranginglъfromlъ1680.0±100.0lъtolъ1950.0lъmllъ±110.0lъ(p>0.05). 

Inl additionl tol postpartuml uterinel atony,l thel indicationsl forl 

totall hysterectomyl inl thel optimizedl optionl inl thel prospectivel 

groupl werel severel PONRPl inl 36l (46.1%)l womenl withl al 

combinationl ofl atony,l severel imbibition,l andl disseminatedl 

intravascularl coagulationl syndrome.l Thel amountl ofl bloodl lossl inl 

thisl groupl ofl patientsl averagedl 25±3.0l ml/kgl perl bodyl weight.l 

Thel volumel ofl bleedingl inl thel prospectivel group,l recordedl 

againstl thel backgroundl ofl severel abruptionl ofl al normallyl locatedl 

placenta,l againstl thel backgroundl ofl uterinel atonyl wasl 

1930.0±200.0l 

(p>0.05)lъandlъagainstlъthelъbackgroundlъoflъcentrallъplacenta 

previalъinlъ4lъ(5.1%)lъpatientslъ,lъonlъaveragelъ2360.0±200.0lъ(p>0.

05).lъDuringlъthelъhysterectomylъoperation,lъinlъ6lъ(7.7%)lъcases,l 

bothlъappendageslъwerelъremovedlъduelъtolъhemorrhagelъandlъ 

necrosislъoflъthelъovaries,lъandlъinlъ11lъ(14.1%)lъcases,lъonlylъthelъ

appendageslъwerelъremoved.lъThelъmostlъmassivelъbloodlъlosslъwasl 

inlъwomenlъwholъunderwentlъhysterectomy;lъinlъonelъcase,lъwith 

amnioticlъfluidlъembolismlъ(Fig.lъ1)lъandlъcompletelъuterinelъrupture 

(Fig.lъ2),lъthelъvolumelъoflъbloodlъlosslъwaslъsignificantlylъgreaterlъ

andlъamountedlъtolъ3120.0lъ±lъ200.0lъmllъ(lъp>0.05). 
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Fig 1. EOV                                                 Fig. 2. Uterine rupture 

(a case from my own practice 2020)    (a case from my own practice 

2020)  

 

Analyzinglъthelъtimelinesslъoflъsurgicallъinterventionlъforlъmass

ivelъobstetriclъhemorrhagelъinlъthelъprospectivelъgroup,lъitlъshouldlъ

beъъnotedlъthatlъonlylъinlъ63lъ(80.7%)lъcaseslъwaslъsurgicallъinterv

entionlъperformedlъonlъtime,lъinlъ12lъ(15.3%)lъsurgicallъassistancelъ

waslstartedlъonelъhourlъъlate,lъinlъ3lъ(3.8%)lъ–

lъbylъtwolъduelъъtolъъconservativelъtherapylъandlъattemptslъatlъorga

n-savinglъsurgery. 

Thus,lъthelъvolumelъoflъbloodlъlosslъinlъthelъprospectivelъgrou

plъvariedlъfromlъ1680.0lъtolъ3120.0lъmllъdependinglъonlъthelъobstet

riclъpathology.lъAgainstlъthelъbackgroundlъoflъuterinelъatonyъinlъthe 

earlylъpostpartumlъperiodlъthroughlъnaturallъroutes,lъitlъaveragedlъ18

80.0±80.0lъinlъ36lъ(46.1%)lъparturientlъwomenlъwithlъalъrangelъ 

fromlъ1680.0±100.0lъtolъ1950.0±110.0lъmllъ(p>0.05).lъAgainstlъthel 

backgroundlъoflъseverelъPONRP,lъcentrallъplacentalъprevia,lъEOVl 

andlъcompletelъuterinelъrupture,lъthelъaveragelъvolumelъwaslъ2250.4

5±200.0lъml.lъInlъalllъcases,lъMOBlъinlъthelъprospectivelъgrouplъ 

waslъaccompaniedlъbylъHSlъandlъDIClъsyndrome. 

Thelъoptimizedlъtechniquelъforlъperforminglъtotallhysterectomy 

islъshownlъinlъFig.lъ3,lъ4.lъThelъoptimizedlъversionlъoflъtotallъъ 

hysterectomylъforlъmassivelъobstetriclъhemorrhagelъdifferslъinlъthatъ

twolclampslъarelъappliedlъalonglъthelъribslъoflъthelъuteruslъatlъalъъ 

distancelъoflъ1.5lъcmlъfromlъitslъbody,lъcapturinglъalllъappendageslъ 
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(fallopianlъtubes,lъproperlъovarianlъligament,lъroundlъligament).lъъ 

Clampslъcloselъtolъthelъuteruslъarelъappliedlъatlъalъdistancelъoflъ1.5

cmlъfromlъitslъbody,lъandlъalъsecondlъclamplъislъplacedlъatlъalъъ 

distancelъoflъ0.5lъcmlъfromlъthelъfirst;lъbetweenlъthelъclamps,lъonel

“hemostaticlъsuture”lъislъcutlъandlъappliedlъtolъalllъthreelъъ 

formations,lъfirstlъinlъthelъdistallъsections,lъthenlъinlъthelъproximallъ

ones.lъъandlъ removelъthelъhemostaticlъclampslъ(Fig.lъ3). 

 

  
Clampinglъoflъthelъuterinelъvesselslъ(uterinelъartery)lъatlъthelъъ

levellъoflъthelъinternallъoslъoflъthelъcervix,lъdissectionlъandlъъ 

applicationlъoflъvicryllъhemostaticlъsutureslъtolъthelъdescendinglъъut

erinel vesselslъ(uterinelъarteries)lъislъcarriedlъoutlъ0.5lъcmlъbelowl 

andlъuplъtolъ1.0lъcmlъdeeperlъunderlъthelъclamplъlocatedlъbelow.lъ

Thislъmethodlъdifferslъfromlъthelъpreviouslъmethodlъinlъthatlъalъъ 

vicryllъ“hemostaticlъsuture”lъislъplacedlъonlъthelъascendinglъsectionl

oflъthelъъuterinelъvesselslъ(uterinelъarteries)lъ0.5lъcmlъhigherlъъandl 

uplъtolъъ1.0lъъcmlъdeeperlъfromlъthelъascendingъlъclamplъъ(Fig.lъ 

4).lъThus,lъъ“hemostaticlъsutures”lъarelъappliedlъtolъbothlъtheъproxi

mallъandlъъdistallъpartslъoflъthelъuterinelъappendagesъlъandъ 

auterinae.ъ 

Withlъanlъoptimizedlъversionlъoflъthelъtotallъhysterectomylъъ 

operation,lъthankslъtolъthelъremovallъoflъalllъclampslъfromlъthelъъ 

surgicallъfield,lъafterlъapplyinglъ“hemostaticlъsutures,”lъvisualizationl

oflъъthelъsurgicallъfieldlъandlъtechnicallъaccesslъwerelъimproved,lъъ 

tissuelъtraumalъwaslъreduced,lъandlъalllъthislъcontributedlъtolъthelъъ 

improvementlъoflъthelъsurgicallъtechniquelъandlъitslъquality.lъIflъthel 

amountlъoflъinteroperativelъbloodlъlosslъwithlъthelъclassiclъversionlъ

oflъtotallъhysterectomylъaveragedlъ860±110.0lъmllъ(p>0.05)lъandlъъ 
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thelъъdurationlъoflъthelъoperationlъaveragedlъ103.0±5.0lъminuteslъъ 

(p>0.03),lъthenlъwithlъthelъoptimizedlъversionlъbloodlъlosslъъdecreas

ed bylъmorelъthanlъ340.0±50.0lъmllъandlъaveragedlъъ520±50.0lъml 

(p>0.05).lъThelъdurationlъoflъthelъoperationlъwaslъъreducedlъbylъ32

±4.0lъminuteslъъ(p>0.03)lъthanlъwithlъthelъclassicъversionlъoflъtotall 

hysterectomy,lъandlъaveragedlъ71.0±3.0lъminutesъ(p>0.03). 

Inlъthelъpostoperativelъperiod,lъ5lъ(6.4%)lъwomenlъinlъlaborlъwerelъ

transferredlъtolъalъdialysislъcenterlъduelъtolъacutelъrenallъfailurelъfor

lъalъtherapeuticlъcourselъoflъhemodialysis.lъInlъthelъprospectivelъ 

group,lъduringlъtotallъhysterectomylъusinglъanlъoptimizedlъmethod,lъ

ligationlъoflъthelъinternallъiliaclъarterylъonlъbothlъsideslъwaslъ 

performedlъinlъ52lъ(66.6%)lъcaseslъagainstlъthelъbackgroundlъoflъ 

alъgeneralizedlъformlъoflъdisseminatedlъintravascularlъcoagulationlъ 

syndrome.lъRelaparotomylъwaslъperformedlъinlъ1lъ(1.2%)lъcaselъ 

duelъtolъalъhematomalъoflъthelъanteriorlъabdominallъwall.lъInlъthelъ

postoperativelъperiod,lъ16lъ(20.5%)lъwomenlъwerelъdischargedlъonlъ

thelъ6thlъday,lъ51lъ(65.3%)lъonlъthelъ7–9thlъdaylъandlъ 

6lъ(7.6%)lъonl ъthelъ10–12thlъday.lъThelъaveragel ъnumberlъoflъ 

bedlъdayslъinlъthelъprospectivelъgrouplъwaslъ7.3lъ±lъ0.9lъdays. 

According to the calculations of the accountant of the perinatal 

center in Urgench, the average cost per operation in the retrospective 

group was 846,565 thousand soums, in the prospective group - 624,330 

thousand soums, i.e. the difference was 222,235 thousand soums. Daily 

expenses for the treatment of one patient in the retrospective group 

amounted to 1,284,520 soums, in the prospective group 963,390 soums. 

The total cost of treatment for one patient averaged 11,689,132 soums, 

and for the prospective group - 8,766,849 soums, the difference was 

2,922,283 soums. Thus, 25% economic efficiency of our method has 

been proven. 

Clinical example of an optimized version of total hysterectomy 

Ibodullaeva Malokhat, born in 1985, Case No. 1731/1187 Date: 

October 1, 2019, start of operation - 16 hours 50 minutes, end - 18 hours 

10 minutes, operation time - 1 hour 20 minutes. Main diagnosis: 

Pregnancy III, 39 weeks + 5 days. Childbirth II. Childbirth is 

independent. Massive postpartum atonic bleeding. Hemorrhagic shock 

of moderate severity. DIC syndrome in the hypocoagulation stage. 

Concomitant diagnosis: Posthemorrhagic anemia of moderate severity. 

On October 1, 2019, at 15:20, the patient gave birth to a live male 



 
66 

 

child, weight 4860.0 g, height 59 cm. The postpartum period was 

complicated by hypotonic bleeding, conservative treatment was 

performed, including infusion-transfusion, uterotonics, red blood cell 

mass, internal massage on the fist. Despite treatment for 1.5 hours, 

bleeding continued and amounted to about 1500.0 ml, so it was decided 

to perform surgical hemostasis - total hysterectomy using the proposed 

method. Progress of the operation: after appropriate treatment of the 

surgical field under aseptic conditions under endotracheal anesthesia, the 

anterior abdominal wall was opened layer by layer along the white line 

of the abdomen using a longitudinal incision up to 15 cm long. Afterl 

openingl thel abdominall cavityl duringl anl inspectionl ofl thel pelvicl 

organs,l al postpartuml uterusl thel sizel ofl aboutl al 20-weekl 

pregnancy,l doughyl consistency,l andl bluishl colorl wasl discovered;l 

Grabbingl thel bottoml withl bulletl forceps,l thel uterusl wasl removedl 

froml thel abdominall cavityl throughl thel wound. 

Interoperativel diagnosis:l postpartuml atonicl bleeding. 

Immediatelylъonlъthelъfallopianlъtubes,lъownlъovarianlъligament

slъandlъroundlъligamentlъalonglъthelъribslъoflъthelъuteruslъatlъalъъ 

distancelъoflъ1.5lъcmlъfromlъthelъbodylъoflъthelъuterus,lъ2lъclampsl

werelъapplied,lъcapturinglъalllъappendageslъ(fallopianlъtubes,lъъownl

ъovarianlъligament,lъroundlъligament),lъandlъnearlъthelъuteruslъъthel

ъclampslъwerelъappliedlъatlъalъdistancelъ1.5lъcmlъfromlъherlъъbody,

lъandlъthelъsecondlъclamplъatlъalъdistancelъoflъ0.5lъcmlъfromlъthelъ

first.lъBetweenlъthelъclampslъtheylъcutlъandlъimmediatelylъъappliedl

ъonelъhemostaticlъsuturelъtolъalllъthreelъformationslъinlъъthelъdistall

ъsection,lъstitchinglъunderlъthelъclamplъwithlъalъvicryllъthread,lъthen

lъinlъthelъproximallъsection,lъligatinglъ(withoutlъsuturing)lъwithlъ 

vicryllъsutures,lъandlъthelъclampslъwerelъremoved.lъNext,lъthelъperit

oneumlъwaslъdissectedlъinlъthelъarealъoflъ

thelъposteriorlъleaveslъoflъthelъbroadlъligamentslъandlъinlъalъhorizon

tallъdirectionlъalonglъthelъposteriorlъsurfacelъoflъthelъuteruslъabovel

ъthelъuterosacrallъligamentslъandlъinlъfrontlъabovelъthelъbladder.lъ 

Thelъappendageslъonlъbothlъsideslъwerelъpulledlъdownlъandlъexpose

dlъthelъlaterallъsurfaceslъoflъthelъuteruslъwithlъvascularlъbundles.lъ 

Thelъbladderlъwaslъloweredlъaboutlъ6lъcmlъtolъthelъanteriorlъvagina

llъfornix.lъThenlъtwolъKocherlъforcepslъwerelъappliedlъonlъbothlъ 

sideslъatlъthelъlevellъoflъthelъinternallъoslъcloserlъtolъthelъcervix,lъ 

thelъuterinelъvesselslъwerelъclampedlъandlъcrossed.lъThelъ 
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descendinglъsectionlъoflъthelъuterinelъvesselslъwaslъsecurelylъligated 

usinglъalъvicryllъsuture,lъandlъthelъascendinglъsectionlъoflъthelъ 

uterinelъvesselslъwaslъligatedlъwithlъalъKocherlъclamp.lъThen,lъ 

parallellъtolъthelъcervix,lъ2lъclampslъwerelъappliedlъtolъthelъ 

descending,lъi.e.,lъvaginal,lъpartlъoflъthelъuterinelъartery.lъInlъthislъ 

case,lъthelъuteruslъwaslъslightlylъretractedlъinlъthelъdirectionlъ 

oppositelъtolъthelъvascularlъligation.lъAfterlъdissectionlъoflъthelъ 

cervicallъtissue,lъthelъsidelъclampslъwerelъreplacedlъwithlъvicryllъ 

sutures.lъThenlъ2lъclampslъwerelъappliedlъtolъthelъupperlъthirdlъoflъ

thelъvaginalъandlъthelъuteruslъwaslъcutlъofflъabovelъthem.lъAfterlъ 

treatinglъthelъvaginallъstumplъwithlъ96%lъethyllъalcohol,lъitlъwaslъ 

suturedlъwithlъcontinuouslъcaptivelъvicryllъsutures.lъъPeritonizationlъ

waslъcarriedlъoutlъwithlъpurse-stringlъvicryllъъsutures,ъstartingъfrom 

thelъstumplъoflъthelъappendageslъandlъroundlъligamentъoflъъthelъ 

uterus,lъthelъleaveslъoflъthelъbroadlъligament,lъthelъposteriorlъъ 

andanteriorlъlayerslъoflъthelъperitoneumlъwerelъsutured,ъtightening,lъ

andlъthelъstumplъoflъthelъsuturedlъvaginalъwaslъfixed.lъThelъ 

abdominallъcavitylъwaslъsanitizedlъand,lъafterlъcarefullъcontrolloflъ 

hemostasis,lъthelъanteriorlъabdominallъwalllъwaslъsuturedlъtightlyinlъ

layers.lъAnlъasepticlъdressinglъwaslъappliedlъtolъthelъskin. 

Urineъreleasedъbyъcatheter,ъ230ъml,ъlight.ъTheъvaginalъtampon

isъremovedъandъtheъvaginaъisъcleaned.ъBloodъlossъduringъsurgeryъ

wasъ750ъml.ъBloodъtestъbeforeъsurgery:ъHBъ(hemoglobin)ъ–

85ъg/l,ъLъ(leukocytes)ъ–

ъ7.4ъxъ10/6ъg/l.ъBloodъtestъafterъsurgery:ъNVъ–2ъg/l,ъLъ–

10.6ъxъ10/6ъg/l.ъIndicatorsъofъtheъbloodъcoagulationъsystemъbefore

ъandъafterъъsurgeryъinъtheъъhypocoagulationъstage.ъInъtheъpostoper

ativeъperiod,ъsheъreceivedъantianemicъtreatment,ъantibiotics,ъbloodъ 

andъplasmaъtransfusions,ъandъtheъpatientъwasъdischargedъhomeъinъ 

satisfactoryъconditionъonъtheъ10thъdayъafterъsurgery. 

Theъeconomicъefficiencyъofъourъmethod,ъaccordingъtoъtheъ 

calculationsъofъtheъaccountantъofъtheъperinatalъcenterъinъUrgench,ъ 

theъaverageъcostъperъoperationъinъtheъretrospectiveъgroupъwasъ846,

565ъthousandъsoums,ъinъtheъprospectiveъgroupъ-

ъ624,330ъthousandъsoums,ъi.e.ъtheъdifferenceъwasъ222,235ъthousan

dъsoumsъ.ъDailyъexpensesъforъtheъtreatmentъofъoneъpatientъinъtheъ

retrospectiveъgroupъamountedъtoъ1,284,520ъsoums,ъinъtheъ 

prospectiveъgroupъ963,390ъsoums.ъTheъtotalъcostъofъtreatmentъforъ
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oneъpatientъaveragedъ11,689,132ъsoums,ъandъforъtheъprospectiveъ 

groupъ-

ъ8,766,849ъsoums,ъtheъdifferenceъwasъ2,922,283ъsoums.ъThus,ъ 

theъeconomicъefficiencyъofъourъmethodъhasъbeenъprovenъtoъbeъ25

%. 

Analysisъofъmaternalъdeathsъinъaъprospectiveъcohort.ъThanksъ 

toъconservativeъtherapyъandъimprovedъsurgicalъcareъforъpatientsъ 

withъMOBъinъtheъprospectiveъgroup,ъmaternalъmortalityъdecreasedъ

byъ2.8ъtimesъ-

ъfromъ5ъ(62.5%)ъcasesъtoъ2ъ(22.2%)ъpъ<ъ0.05.ъAnalysisъofъtheseъ

2ъcasesъofъMSъshowedъthatъtheyъwereъregisteredwithъanъobstetricia

n-

gynecologistъinъprimaryъcare.ъAllъhaveъbeenъdiagnosedъwithъsomati

cъdiseasesъ-moderateъironъdeficiencyъanemia,ъUTI,ъchronicъ 

disease.ъhepatitis,ъ SHRVъъandъmoderateъironъdeficiencyъanemia. 

Theъgestationalъageъofъallъtheъdeceasedъwasъ37–

40ъweeks.ъTheъcauseъofъdeathъinъ1ъcaseъwasъMOBъdueъtoъcentral 

placentaъprevia,ъaccompaniedъbyъhemorrhagicъshock,ъdisseminatedъ 

intravascularъcoagulationъsyndromeъandъmultipleъorganъfailureъinco

mpatibleъwithъlife.ъTheъpregnantъwomanъwasъadmittedъtoъtheъ 

hospitalъinъextremelyъseriousъcondition,ъwithъbloodъlossъofъmoreъ 

thanъ2000.0ъml;ъthereъwasъaъshort-

termъcardiacъarrestъinъtheъambulance.ъ2ъhoursъafterъtheъoperation,ъ

theъpostpartumъmotherъexperiencedъcardiacъarrestъandъbiologicalъ 

death.ъInъoneъcase,ъMSъwasъcausedъbyъamnioticъfluidъembolismъ 

againstъtheъbackgroundъofъlargeъbloodъъlossъ-

ъmoreъthanъ3000ъml.ъMaternalъmortalityъoccurredъinъъtheъpostoper

ativeъperiodъafterъ2ъhoursъinъ1ъ(1.2%)ъcaseъandъafterъ1ъdayъinъ1ъ

(1.2%)ъwomanъinъlaborъfromъcardiopulmonaryъfailure. 

Thus,ъtheъdirectъcauseъofъmaternalъmortalityъinъ2ъcasesъwasъ

massiveъobstetricъhemorrhageъ(moreъthanъ3000.0ъml),ъhemorrhageъ

andъdisseminatedъintravascularъcoagulationъsyndromeъledъtoъirrevers

ibleъchangesъinъorgansъandъsystems. 

Asъaъresultъofъaъscientificъandъpracticalъstudyъofъwomenъinъa

ъprospectiveъgroup,ъweъcameъtoъtheъfollowingъconclusions. 

1.ъInъtheъprospectiveъgroupъstudied,ъtheъincidenceъofъMOBъw

asъ78ъ(5.5%)ъcases,ъinъrelationъtoъtheъtotalъnumberъofъbirthsъ0.3%

,ъi.e.ъ1ъcaseъinъ317ъbirthsъp<0.05. 
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2.ъSevereъpreeclampsia,ъsevereъPONRP,ъplacentaъpreviaъandъa

ntenatalъfetalъdeathъduringъpregnancyъwereъtheъmainъcausesъofъM

ACъinъtheъprospectiveъgroup.ъSuchъseriousъcomplicationsъoccurredъ

inъ190ъcases,ъi.e.ъ2.43ъp<0.05ъcomplicationsъforъeachъpregnantъwo

man. 

3.ъDuringъchildbirth,ъtheъmainъreasonsъforъMOBъwereъcesarea

nъsectionъinъ53ъ(67.9%)ъforъsevereъPONRP,ъsevereъpreeclampsia,ъ

EOVъandъcentralъplacentaъprevia.ъAgainstъtheъbackgroundъofъъseve

reъPONRP,ъcentralъplacentaъprevia,ъEOVъandъcompleteъuterinerupt

ure,ъtheъtotalъbloodъlossъaveragedъ2250.45±200.0ъmlъp<0.05. 

4.ъUterineъatonyъinъtheъpostpartumъperiodъoccurredъinъ25ъ(32

.0%)ъwomenъinъlabor.ъTheъamountъofъbloodъlostъaveragedъ1880.0±

80.0ъml,ъrangingъfromъ1680.0±100.0ъtoъ1950.0ъml±110.0ъ(p>0.05). 

5.ъWithъtheъoptimizedъversionъofъtheъtotalъhysterectomyъъope

ration,ъinteroperativeъbloodъlossъdecreasedъbyъmoreъthanъ340.0±50.

0ъmlъandъaveragedъ520±50.0ъmlъ(p>0.05).ъTheъdurationъofъtheъъo

perationъwasъreducedъbyъ22±4.0ъminutesъ(p>0.03)ъandъaveragedъ71

.0±3.0ъminutes. 

6.ъThanksъtoъimprovedъconservativeъtherapyъandъsubtotalъand 

totalъhysterectomy,ъmothersъwithъMOBъinъtheъprospectiveъgroupъ 

managedъtoъreduceъmaternalъmortalityъfromъ5ъ(62.5%)ъcasesъtoъ 

2ъ(22.2%),ъi.e.ъ2.8ъtimes,ъbyъimprovingъtheъoutcomeъofъtheъ 

operation. 
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CHAPTER V. COMPARATIVE CHARACTERISTICS OF 

CLINICAL AND LABORATORY INDICATORS AND 

CONSERVATIVE THERAPY OF PURTHER WOMEN USING 

TRADITIONAL AND IMPROVED METHOD OF SURGICAL 

INTERVENTION FOR MASSIVE OBSTETRIC BLEEDINGS 

§5.1. Comparative characteristics of clinical and laboratory 

parameters in postpartum women of the retrospective and 

prospective groups with massive obstetric hemorrhage 

Features of clinical and laboratory parameters are the leading 

factors in making a diagnosis and the determining point in further tactics 

for managing pregnancy, childbirth and treatment of MAC. 

In the retrospective group, anemia was diagnosed in 61 (84.7%) 

women during pregnancy, of which mild anemia was detected in 49 

(68.0%), moderate anemia in 9 (12.5%) and severe anemia in 2 (2.7%) 

patients. 

In the prospective group, the frequency of anemia during 

pregnancy decreased by 1.3 times and amounted to 54 (69.2%), of which 

43 (55.1%) had mild degrees, 7 (8.9%) had moderate degrees and severe 

– in 4 (5.1%). 

Against the background of massive obstetric hemorrhage, a 

deterioration of the condition followed; the hemoglobin level in the 

retrospective group decreased from 39.2±1.5 g/l to 53.5±2.5 g/l, with an 

average of 46.1±2.5 g/l l. In the prospective group, the hemoglobin level 

decreased to an average of 52.1±2.5 g/l with a range from 48.4±1.0 g/l to 

56.5±2.0 g/l (p<0.05) during the operation. 

Against the background of blood transfusion with red blood cells 

and anti-anemic therapy, hemoglobin remained at a low level in the 

retrospective group; only by the 7th day of the postoperative period did 

it recover to moderate severity. Indicators of hemoglobin, red blood 

cells, and color index gradually recovered over 10–14 days in the 

postoperative period and at discharge averaged 93.1 ± 1.1 g/l, but all 

postpartum women were recommended to continue rehabilitation 

treatment in primary care (Table 5.1) Table 5.1 

Changes in complete blood count intraoperatively and after total 

hysterectomy in a retrospective group (n=72) 

Indicators  
И/оп

ер. 
Day 1  Day  2  Day  3  Day  7  Extract  
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Hemoglob

in, г/л 

46,1±

2,5 

58,2±2,2
 

77,9±1,8
 

86,8±1,7
 

90,1±1,7 93,1±1,1 

Red blood 

cells , 1012 

2,11±

0,08 

2,41±0,0

5 

2,62±0,0

7 

2,91±0,0

7 

3,21±0,0

6 

3,50±0,0

6 

Color 

indicators  

Неоп

р. 

0,83±0,0

2 

0,82±0,0

1 

0,81±0,0

1 

0,81±0,0

1 

0,86±0,0

1 

White 

blood cells 

, ×103 

9,6±0

,2 
11,1±0,4 

10,5±0,4
 

8,2±0,2 7,4±0,2 7,0±0,2 

Stick-core 

% 

Неоп

р. 

5,68±0,3

8 

4,31±0,3

7 

3,23±0,4

3 

2,51±0,3

2 

1,44±0,2

0 

Segmento

nuclear , 

% 

Неоп

р. 68,7±1,6 
64,9±1,8

 
60,8±1,7

 
58,9±1,6

 
55,3±1,5

 

eosinophill

, % 

Неоп

р. 

0,83±0,1

3 

0,84±0,1

0 

1,32±0,1

3 

1,65±0,0

9 

2,05±0,1

1 

Lymphocy

te , % 

Неоп

р. 
17,9±0,5 19,1±0,4 

20,1±0,6
 

24,9±0,6
 

26,5±0,3
 

Monocytes 

, % 

Неоп

р. 

2,00±0,1

3 

2,13±0,1

2 

2,74±0,1

0 

3,00±0,1

8 

3,50±0,1

4 

myeolocyt

es, % 

Неоп

р. 

1,09±0,1

2 

0,68±0,1

1 

0,39±0,0

9 

0,06±0,0

4 
0 

Note.  Significant compared with data from day 1 (p<0.05) 

In the prospective group, hemoglobin, erythrocyte, and color 

indicators recovered more quickly in the postoperative period against the 

background of blood transfusion and intensive care. Hemoglobin levels 

on the third day averaged 90.6±1.5 g/l, and at discharge 99.1±1.4 g/l 

(Table 5.2). 

 

Table 5.2 

Changes in complete blood count intraoperatively and after 

total hysterectomy in a prospective group (n=78) 

Показатель 
In oper 

. 
Day 1  Day  2  Day 3  Day 7  Extract  

Hemoglobin, 

г/л 

52,1±2,

0 

61,2±2,

1 

81,9±1

,8 

90,6±1,

5 

94,1±1,

5 

99,1±1,

4 

Red blood 2,11±0, 2,41±0, 2,62±0 2,91±0, 3,21±0, 3,50±0,
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cells , 1012 08 05 ,07 07 06 06 

Color 

indicators  
Неопр. 

0,82±0,

02 

0,83±0

,01 

0,81±0,

01 

0,82±0,

01 

0,85±0,

01 

White blood 

cells , ×103 8,6±0,5 
10,1±0,

5 

10,9±0

,4 
9,2±0,3

 
8,4±0,2

 
7,6±0,2

 

Stick-core % Неопр. 
5,44±0,

38 

4,51±0

,37 

3,34±0,

43 

2,61±0,

32 

1,55±0,

20 

Segmentonucl

ear , % 

Неопр. 66,5±1,

6 

63,8±1

,8 

61,6±1,

7 

57,9±1,

6 

53,3±1,

6 

eosinophill, % 
Неопр. 0,81±0,

13 

0,89±0

,10 

1,54±0,

13 

1,55±0,

09 

2,15±0,

11 

Lymphocyte , 

% 

Неопр. 21,7±0,

5 

23,1±0

,4 

24,1±0,

6 

24,6±0,

6 

29,2±0,

3 

Monocytes , 

% 

Неопр. 2,05±0,

13 

2,23±0

,12 

2,84±0,

10 

3,10±0,

18 

3,70±0,

14 

myeolocytes, 

% 

Неопр. 1,19±0,

12 

0,78±0

,11 

0,44±0,

09 

0,16±0,

04 
0 

Note.  Significant compared with data from day 1 (p<0.05) 

From the table Table 5.1 shows that in the postoperative period, 

the majority of postpartum women in the retrospective group had 

leukocytosis, from 12 thousand to 14 thousand in 2 (2.6%), from 10 

thousand to 12 thousand in 21 (29.1%), up to 10.0 thousand - in 31 

(43.0%), on average on the day the diagnosis was clarified, it was 11.1 ± 

0.4 thousand. In 19 (26.3%) cases, leukocytes remained within normal 

values or even were slightly reduced. In the prospective group, 

leukocytosis developed with severe intoxication in the postoperative 

period, and was also accompanied by surgical aggression and 

inflammatory diseases in the body of the operated patient. 

Indicators characterizing hemostasis have also undergone 

significant changes. Their initial values clearly indicated 

hypocoagulation, thrombocytopenia, and the presence of disseminated 

intravascular coagulation with or without clinical manifestation. The 

dynamics of changes in CVS parameters during and after total 

hysterectomy using the traditional method are shown in Table. 5.3. 

 

Table 5.3 

Dynamics of changes in CV indicators during and after total 
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hysterectomy in a retrospective group (n=72) 

Indicators  
In 

oper  
Day  1  Day  2  Day  3  Day  7  Extract  

Fibrinogen, 

g/l 

 

1,65±0,

07 

1,90±0,0

5 
2,0±0,06 

2,64±0,

05* 

3,38±0,0

7* 

3,89±0,08

* 

Thrombotest, 

s 

 

2,25±0,

10 

2,13±0,1

2 

2,21±0,1

1 

2,83±0,

12 

3,84±0,0

7* 

4,25±0,07

* 

Plasma 

recalcification 

time, s 

172,2±

5,0 

150,1±5,

3* 

146,6±4,

4* 

132,4±

4,4* 

124,5±4,

1* 

117,5±3,3

* 

Plasma 

tolerance to 

heparin, s 

300,0±

2,3 

279,9±4,

6* 

268,9±6,

8* 

248,5±

7,4* 

223,6±4,

0* 

205,8±4,3

* 

PTI 
58,9±2

,6* 

61,5±2,

1 

60,8±2,

3 

65,2±0

,8* 

68,2±0,

8* 

79,5±1,1

* 

APTT, s 

 

80,6±2,

7 

87,0±2,4

* 
74,5±3,4 

48,3±2,

6* 

32,8±1,9

* 
28,8±1,2* 

Нt, vol. % 

 

27,9±1,

4 
29,1±1,5 32,2±2,4 

35,5±2,

4 
38,7±2,2 39,8±2,4 

Platelets, 103 
 

144,1±

2,2 

147,8±1,

9 

177,6±2,

1* 

209,3±

1,6* 

262,7±1,

8* 

296,1±3,6

* 

Time St. 

according to 

Lee-White, 

min. 

17,6±0,

4 
17,5±0,4 

14,3±0,4

* 

11,9±0,

7* 
9,3±0,2* 7,7±0,3* 

Note. * Significant compared with data from day 1 (P<0.05) 

 

From the table 5.3 shows serious changes in the blood coagulation 

system of postpartum women during and in the postoperative period. 

The level of fibrinogen sharply decreased, and the more severe the 

course of the disease, the greater the blood loss. The fibrinogen indicator 

intraoperatively was 1.65±0.07 g/l, the fibrinogen level was restored in 

the retrospective and prospective groups (Table 5.4) starting from the 

3rd day after surgery, which we associate with the cessation of exposure 

of the SSC to toxic substances coming from uterus and obstetric tissue 
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after removal of the uterus, as well as the positive effect of infusion 

therapy containing blood components and restoration of the protein-

synthesizing function of the liver. Thrombocytopenia was quite 

characteristic of MOB. The study of platelet hemostasis revealed a 

significant decrease in the initial platelet count in the retro- and 

prospective groups. 

Data from numerous studies indicate that primary hemostasis in 

MOB is carried out mainly by platelets. The leading role in the 

implementation of primary hemostasis belongs to the adhesive-

aggregation function of platelets. The maximum decrease in platelets 

was observed during the operation, up to 144.1±2.2 thousand, and 

remained stable for two days at the level of 147.8–177.6 thousand. Only 

on the 3rd day after the operation was their increase to 2 .83±0.12 

thousand, a similar picture was observed in the prospective group. 

Thrombocytopenia often appeared before the onset of clinical symptoms 

of MOB, especially in pregnant women with preeclampsia, and the rate 

of platelet recovery depended on the severity of blood loss and infusion 

and transfusion therapy. 

Hypocoagulation is also indicated by a decrease in plasma 

tolerance to heparin, a significant increase in thrombin time, 

recalcification time and coagulation of whole blood. The above changes 

were persistent and long-lasting in the first days after surgery and 

required monitoring of these indicators at least 2-3 times a day in the 

first days after total hysterectomy using the traditional method. The 

dynamics of changes in SBS parameters during and after total 

hysterectomy in the prospective group are shown in Table. 5.4. Thus, the 

analysis of the data obtained indicates that in all postpartum women with 

MOB after hysterectomy using the traditional method in the 

retrospective group and the optimized version in the prospective group, 

there was a significant decrease in plasma and cellular blood coagulation 

factors due to bleeding and the addition of generalized DIC syndrome. 

Changes in blood coagulation parameters over time have become 

one of the main diagnostic laboratory criteria for MOB in retrospective 

and prospective groups. 

 

 

 

Table 5.4 
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Dynamics of changes in CV indicators during and after total 

hysterectomy in a prospective group (n=78) 

Indicators  In oper  Day  1  Day  2  Day  3  Day  7  Extract  

Fibrinogen, 

g/l 

 

1,80±0,1

1* 

1,81±0,

16 

2,01±0,

14 

3,1±0,0

7* 

3,5±0,0

7* 

3,9±0,0

6* 

Thrombote

st, St 

 

1,66±0,1

1 

1,94±0,

12* 

2,45±0,

12* 

3,31±0,

08* 

3,41±0,

14* 

3,82±0,

11* 

Recalcifica

tion time 

plasma, sec 

 

177,0±8,

7* 

186,9±9

,0 

190,7±

10,5 

143,2±

3,4* 

123,5±

3,7* 

105,3±2

,9* 

Plasma 

tolerance to 

heparin, 

sec 

 

339,0±9,

6* 

323±11,

4* 

312±14

,1* 

265,9±

7,5* 

204,1±

7,7* 

201±10,

1* 

PTI,% 

 

60,9±2,6

* 

64,5±2,

1 

62,8±2,

3 

73,2±0,

8* 

78,2±0,

8* 

84,5±1,

1* 

APTT, sec 

 

137,6±7,

4 

93,9±7,

8* 

78,0±7,

8* 

57,8±3,

5* 

29,6±1,

6* 

20,8±0,

7* 

Нt, vol.% 

 
23,9±0,5 

24,4±0,

9 

25,6±0,

7 

27,6±0,

5* 

30,0±0,

6* 

33,8±0,

7* 

103 

platelets, 

 
 

148,6±6,

0* 

146,4±6

,7 

154,3±

4,5 

175,2±

3,6 

214,1±

3,4* 

227,4±3

,2* 

Vr. St. 

according 

to Lee-

White, min. 

17,9±0,4 
15,3±0,

4* 

14,4±0,

5* 

10,4±0,

3* 

8,6±0,3

* 

8,0±0,3

* 

Note. * Significant compared with data from day 1 (P<0.05) 
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§5.2. Features and errors in the treatment of massive obstetric 

hemorrhage in retrospective and prospective groups 

Inlъalъretrospectivelъgroup,lъ72lъpatientslъwithlъMOBlъreceived

lъintensivelъtherapy:lъinfusion-

transfusion,lъplasmalъandlъbloodlъtransfusionslъwithlъcorrectionlъoflъ

DIClъsyndrome,lъi.e.lъmulticomponentlъcorrection.lъAnalysislъoflъthe

lъvolumeslъandlъqualitativelъcompositionlъoflъinfusionlъandlъtransfus

ionlъtherapylъinlъthelъtreatmentlъoflъMOBlъshowedlъthatlъthelъvolu

melъoflъcrystalloidlъsolutionslъ(0.9%lъsodiumlъchloride)lъaveragedlъ

3350.50±1050.40lъmllъ(fromlъ2000lъtolъ5000lъml),lъthelъvolumelъof

lъhydroxyethyllъstarchlъsolutionlъ(HESlъ)lъ6%lъrefortan,lъhecatonelъ

averagedlъ1800.0±150.0lъml.lъThelъcompositionlъoflъthelъadminister

edlъinfusionlъmedialъshouldlъbelъbalancedlъandlъcloselъtolъthatlъoflъ

bloodlъplasma,lъhowever,lъthelъparameterslъrequiredlъforlъinfusionlъ

medialъarelъnotlъapplicablelъtolъalъ0.9%lъaqueouslъsolutionlъoflъsod

iumlъchloride.lъTheselъstudieslъshowedlъthatlъduelъtolъthelъ1.5lъtime

slъhigherlъchloridelъcontentlъinlъsalinelъcomparedlъtolъbloodlъplasm

a,lъmassivelъvolemiclъsupportlъbylъthislъmediumlъleadslъtolъhyperch

loremia,lъassociatedlъwithlъalъtwofoldlъincreaselъinlъmortality.lъWith

ltimelylъ(inlъthelъfirstlъ10–

30lъminutes)lъadequatelъintensivelъtherapy,lъthelъoutcomelъinlъhemo

rrhagiclъshocklъislъusuallylъfavorablelъ[62,lъp.lъ253–

259;lъ73,lъp.lъ168–

186].lъHowever,lъinlъthelъretrospectivelъgroup,lъinlъ34lъ(47.2%)lъpat

ients,lъqualitative,lъquantitativelъinfusion-

transfusionlъtherapylъinlъaccordancelъwithlъthelъprotocolslъwaslъcarri

edlъoutlъwithlъalъdelaylъoflъ55.4lъ±lъ10.6lъminutes.lъInfusionlъthera

pylъwithlъcrystalloidslъ(0.9%lъsodiumlъchloride)lъwaslъcarriedlъoutlъ

inlъ71lъ(98.6%),lъ2.5lъtimeslъmorelъthanlъprescribed.lъThelъquantitat

ivelъvolumelъoflъalъ6%lъsolutionlъoflъhydroxyethyllъstarchlъ(reforta

n,lъhecatonelъorlъvolustin)lъaveragedlъ1800.0±150.0lъml.lъThelъamo

untlъoflъinjectedlъliquidlъsolutionlъoflъsodiumlъchloridelъandlъhydro
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xyethyllъstarchlъwaslъ2–

2.5lъtimeslъmorelъthanlъprescribedlъ(Tablelъ5.5). 

InlъMOB,lъthelъvolumelъoflъbleedinglъislъsignificant,lъandlъthe

relъislъalъrapidlъconsumptionlъoflъcoagulationlъandlъanticoagulationl

ъfactors.lъIflъthelъvolumelъoflъbloodlъlosslъislъmorelъthanlъ30–

35%lъoflъthelъbcc,lъrapidlъadministrationlъoflъdonorlъfreshlъfrozenlъ

plasmalъ(FFP)lъinlъalъvolumelъoflъatlъleastlъ20lъml/kglъperlъbodylъ

weightlъshouldlъbelъstartedlъ[60,lъp.lъ7–10;lъ78,lъp.lъ604–

611;lъ100,lъp.lъ488–

521].lъInlъthelъretrospectivelъgroup,lъonlъaverage,lъFFPlъwaslъtransf

usedlъinlъvolumeslъoflъ1650.17±384.83lъ(p>0.05)lъonlъthelъfirstlъda

y,lъonlъthelъsecondlъdaylъ950.12±150.20lъ(p>0.05)lъuntillъcompletel

ъcorrectionlъoflъDIClъsyndromelъ.lъDuelъtolъanlъorganizationallъissu

elъ(lacklъoflъplasmalъorlъlocationlъoflъthelъbloodlъcirculationlъatlъal

ъdistantlъdistance),lъsometimeslъexpectantlъmanagementlъwaslъlatelъ

withlъplasmalъtransfusionlъbylъ87.5±0.2lъminuteslъinlъ37lъ(51.3%)lъ

patients,lъp<0.05. 

Thirty-

eightlъ(52.7%)lъpatientslъwithlъMOBlъinlъtheъretrospectivelъgrouplъ

werelъadministeredlъuplъtolъ15lъmg/kglъperlъbodylъweightlъoflъtrane

xamiclъacidlъ(Hemotran)lъbeforelъandlъduringlsurgery,lъrepeatedlъev

erylъ6–

8lъhourslъuntillъcompleteъhemostasis.lъHowever,lъ26lъ(36.1%)lъъpati

entslъwerelъadministeredъthislъdruglъinlъanlъinsufficientlъdoselъ-

500lъmglъoncelъ(8-

10lъmg/kgъperlъbodylъweight)ъperlъday,lъandlъinlъ8lъ(11.1%)ъlъ(p<

0.lъ05)lъwerelъnotlъusedlъatlъalllъduelъtolъthelъlacklъoflъthislъdrug. 

Tolъachievelъthelъmaximumlъeffectlъoflъtranexamiclъacidlъ(He

motran),lъitlъislъnecessarylъtolъselectlъthelъappropriatelъdoselъoflъthe

lъdrug.lъThislъantifibrinolyticlъislъadministeredlъimmediatelylъbeforel

ъthelъincisionlъonlъthelъanteriorlъabdominallъwalllъatlъalъdoselъoflъ

15–

20lъmg/kglъperlъbodylъweightlъintravenously,lъdrip,ъquickly,lъinlъъs

alinelъsolutionlъ(20–30lъml)lъ[54,lъp.lъ34–103;lъ115,lъp.lъ303–316]. 

Inlъalъretrospectivelъgroup,lъ57lъ(79.1%)lъpatientslъwerelъъadm
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inisteredlъinsufficientlъproteolysislъinhibitors,lъ100–

150lъthousandlъ(althoughlъthelъevidencelъbaselъislъinsufficient),lъъm

ainlylъaprotininlъ(contrical)lъandlъ3lъ(4.1%)lъpatientslъwerelъadminis

teredlъrFVIIalъ(coagil)lъatlъthelъratelъoflъ90lъmcg/kglъwithlъthelъъd

evelopmentlъoflъseverelъhypocoagulation,lъrefractorylъtolъtherapylъъc

arriedlъoutlъwithlъFFPlъandlъfibrinolysislъinhibitorslъ[116,lъp.lъ202–

212].lъAfterlъadministrationlъoflъrFVIIalъ(Coagil),lъtheselъpatientslъъ

showedlъalъsignificantlъdecreaselъinlъthelъratelъandlъvolumelъoflъъbl

eeding,lъwhichlъallowedlъthemlъtolъundergolъalъtotallъhysterectomyl

ъъwithlъligationlъoflъthelъinternallъiliaclъartery. 

Whenlъdiscussinglъbloodlъtransfusion,lъitlъshouldlъbelъnotedlъthatlъъ

transfusionlъoflъerythrocyte-

containinglъbloodlъcomponentslъhelpslъrestorelъglobularlъvolumelъinl

ъMOBlъ[118,lъ112,lъp.lъ323–

333].lъInlъthelъstudylъgroup,lъtransfusionlъoflъdonorlъredlъbloodlъъc

ellslъwaslъperformedlъinlъalllъ72lъpatientslъwithlъMOB,lъhowever,lъ

ъonlylъ34lъ(47.2%)lъpatientslъwerelъtransfusedlъinlъalъtimelylъmann

erlъandlъinlъsufficientlъvolume,lъandlъ38lъ(52.7%)lъthislъprocedurelъ

waslъperformedlъwithlъalъdelaylъoflъ1lъtolъ5lъhourslъandlъinlъinsuff

icientlъquantities.lъ1lъ(1.3%)lъhadlъalъpost-

transfusionlъcomplicationlъandlъrequiredlъresuscitation.lъAlъъcompara

tivelъassessmentlъoflъthelъeffectivenesslъoflъtreatmentlъoflъmassivelъ

obstetriclъhemorrhagelъinlъretro-

andlъprospectivelъgroupslъъislъshownlъinlъTable.lъ5.5. 
 

 

Table 5.5 

Comparative assessment of the effectiveness of treatment of 

massive obstetric hemorrhage in retro- and prospective groups 

Indicators  Retrospectiv

e group  

(n=72) 

Prospevtive  

group  

(n=78) 

Difference   Statistic

al 

reliabilit

y 

Total bleeding  2450,0±220,0 2250,0±100,

0  

200,0±30,

0 

(р<0,05) 

Interoper. blood, 

ml 

860,0±110,0 520,0±50,0 340,0±60,

0 

(р<0,05) 

Phys. solution, 4350,0±350,0 2450,0±250, 1900,0±10 (р<0,001
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ml 0 0 ) 

GEK, ml 1800,0±150,0 400,0 ±50,0  1200,0±75

,0 

(р<0,001

) 

Heloplasma 

(INN) 

500,0±100,0 1000,0±100,

0 

500,0±100

,0 

(р<0,001

) 

Gelofusin, ml 

 

       - 500,0±80,0 500,0±80,

0 

(р<0,001

) 

Reosorbilact, ml 

 

400,0±50,0 800,0±70,0 400,0±50,

0 

(р<0,001

) 

FFP, ml 

 

1650,0±110,0 1420,0±80,0 230,0±890

,0 

(р<0,001

) 

Kontrikal, 100–150 тыс. 250-300 

тыс. 

100–

150тыс 

(р<0,001

) 

MC in the group 

MS in the 

structure 

5 (6,9%)  

5 (62,5%)  

2 (2,5%) 

2 (22,2%)   

2,7 раза 

2,8 раза 

(р<0,05) 

(р<0,05) 

forms of hypocoagulation, refractory to therapy carried out with 

FFPl andl fibrinolysisl inhibitorsl [31,l p.l 186–194;l 45,l p.l 23–31;l 81,l 

p.l 216–246].l Afterl thel introductionl ofl Octaplex,l thel ratel andl 

volumel ofl bleedingl inl thesel patientsl significantlyl decreased,l 

whichl madel itl possiblel tol performl al totall hysterectomyl withl 

ligationl ofl thel internall iliacl artery. 

Thus,l thel analysisl ofl thel datal obtainedl inl thisl chapterl 

indicates:Note.l Statisticall significancel (p<0.05);l (p<0.001) 

Inl thel prospectivel group,l i.e.,l withl thel optimizedl versionl ofl 

totall hysterectomy,l thel qualityl andl quantityl ofl infusion-transfusionl 

therapyl wasl reflected.l Thel amountl ofl physiologicall sodiuml 

chloridel solutionl wasl sharplyl reducedl byl 1900.0l ml,l HESl byl 

1200.0l duel tol thel sidel effectsl ofl thesel drugs.l Thel volumel ofl 

administeredl crystalloidl solutionsl inl thel prospectivel groupl 

averagedl 2450.0±250.0l ml,l rangingl froml 2000.0l tol 4500.0l ml;l al 

6%l solutionl ofl hydroxyethyll starchl (refortan,l hecatonel orl 

volustin)l wasl administeredl onl averagel 1200.0±l 100.0l ml.l Thel 

amountl ofl administeredl liquidl solutionl ofl sodiuml chloridel andl 

hydroxyethyll starchl wasl 2–2.5l timesl morel thanl prescribed. 

Inl al prospectivel groupl ofl 78l patients,l 66l (84.6%)l receivedl 

timelyl replenishmentl ofl freshl frozenl plasmal atl al dosel ofl 20l 
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ml/kg/bodyl weight,l onl averagel 1420.0±80.0l ml.l Onlyl 12l (15.3%)l 

plasmal transfusionsl werel startedl withl al delayl ofl 32.5±4.5l 

minutesl (p>0.02)l duel tol thel lackl ofl plasmal inl thel maternityl unit.l 

Recently,l al majorl positivel rolel hasl beenl playedl byl thel procedurel 

ofl hardwarel intraoperativel reinfusionl ofl autoerythrocytes,l whichl 

allowsl minimizingl thel usel ofl donorl erythrocytes,l andl inl somel 

casesl completelyl eliminatingl them,l preventingl possiblel bloodl 

transfusionl complicationsl andl improvingl thel outcomel ofl surgeryl 

forl MACl [51,l p.l 246–288].l Al complete,l timelyl andl sufficientl 

volumel ofl redl bloodl celll transfusionl wasl performedl inl 65l 

(83.3%),l andl inl 13l (16.6%)l patientsl thisl procedurel wasl 

performedl withl al delayl ofl upl tol 2l hoursl andl inl insufficientl 

quantities. 

Antifibrinolyticslъtranexamiclъacidlъ(hemotran)lъwerelъadminist

eredlъbeforelъandlъduringlъsurgery,lъfulllъinfusionlъtherapylъwaslъcar

riedlъoutlъwithlъthelъintroductionlъoflъ15–

20lъmg/kglъperlъbodylъweight,lъrepeatedlъeverylъ6–

8lъhourslъuntillъcompletelъhemostasislъinlъ63lъ(80.7%)lъpatientslъwit

hlъMAClъinlъalъprospectivelъstudy.lъgroup.lъTranexamiclъacidlъislъa

lъsyntheticlъaminolъacidlъthatlъcompetitivelylъinhibitslъplasminogen;l

ъitslъeffectivenesslъislъ15–

20lъtimeslъhigherlъthanlъaminocaproiclъacidlъ[54,lъp.lъ34–

103;lъ115,lъp.lъ303–

316].lъThelъactionlъoflъtranexamiclъacidlъislъduelъtolъthelъinhibition

lъoflъlysine-

bindinglъsiteslъoflъplasminogen,lъduelъtolъwhichlъthislъproenzymelъi

slъnotlъconvertedlъintolъplasminlъandlъcannotlъcontactlъfibrin.lъAlso,

lъtranexamiclъacidlъsuppresseslъthelъproductionlъoflъkininslъandlъoth

erlъactivelъpeptides,lъwhichlъprovideslъthelъantiallergiclъandlъanti-

inflammatorylъeffectlъoflъthislъdruglъ[115,lъp.lъ303–

316].lъWhenlъusinglъtranexamiclъacid,lъnolъincreaselъinlъthelъrisklъo

flъthromboticlъcomplicationslъwaslъnoted,lъhowever,lъinlъ12lъ(15.3%

)lъpatientslъthislъdruglъwaslъadministeredlъinlъanlъinsufficientlъdose,

lъ10–

12lъmg/kglъperlъbodylъweightlъduelъtolъitslъinsufficientlъamountlъatl

ъthelъtimelъoflъdruglъadministration. 

Inlъalъprospectivelъgroup,lъpatientslъwerelъadministeredlъ250–

300lъthousandlъproteolysislъinhibitors,lъmainlylъaprotininlъ(contrical),
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lъsubsequentlylъreducinglъthelъdoselъbylъhalflъuntillъcompletelъhemo

stasis.lъThelъuselъoflъaprotininlъforlъthelъtreatmentlъoflъMOBlъinlъo

urlъstudylъgrouplъgavelъalъpositivelъresult,lъsuppressinglъthelъfibrino

lyticlъactivitylъoflъthelъbloodlъduelъtolъthelъinhibitorylъeffectlъoflъfi

brinolysis,lъimprovedlъclinicallъandlъlaboratorylъmanifestationslъandl

ъtherebylъpreventedlъthelъprogressionlъoflъintravascularlъcoagulationl

ъ[45,lъp.lъ23–31;lъ81,lъp.lъ216–246;111,lъp.lъ83–93]. 

Inlъthislъgroup,lъ13lъ(7.3%)lъpatientslъwerelъadministeredlъOct

aplexlъatlъanlъaveragelъratelъoflъ1lъml/kglъperlъbodylъweight,lъdepe

ndinglъonlъINRlъvalues,lъwithlъthelъdevelopmentlъoflъsevere 

1)l inl alll postpartuml womenl withl MOBl inl thel retro-l andl 

prospectivel groups,l al significantl decreasel inl plasmal andl cellularl 

bloodl coagulationl factorsl wasl revealed,l duel tol moderatel anemia,l 

bleeding,l hemorrhagicl shockl andl thel additionl ofl generalizedl 

disseminatedl intravascularl coagulationl syndrome.l Thel identifiedl 

changesl inl bloodl coagulationl parametersl overl timel havel becomel 

onel ofl thel mainl diagnosticl laboratoryl criterial thatl determinel thel 

severityl ofl MOB; 

1)l inl thel retrospectivel group,l inl 71l (98.6%)l patients,l 

quantitativel andl qualitativel infusionl andl transfusionl therapyl werel 

carriedl outl incorrectly,l andl inl 37l (51.3%)l tol 57l (79.1%)l patients,l 

thel CVSl indicatorsl werel notl correctedl inl al timelyl manner; 

Inl thel prospectivel group,l 12l (15.3%)l patientsl receivedl 

incorrectl quantitativel andl qualitativel infusionl andl transfusionl 

therapy;l 66l (84.6%)l patients,l afterl carryingl outl andl optimizingl 

conservative,l infusion-transfusionl therapyl andl correctionl ofl CVS,l 

achievedl al goodl postoperativel outcome.l Thanksl tol optimizationl ofl 

thel techniquel ofl totall andl subtotall hysterectomyl andl conservativel 

therapy,l maternall mortalityl wasl reducedl byl 2.8l times. 
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CONCLUSION 

Massivel obstetricl hemorrhage,l accompaniedl byl hemorrhagicl 

shock,l disseminatedl intravascularl coagulationl syndromel andl 

multiplel organl failure,l isl thel mainl causel ofl maternall mortalityl inl 

thel worldl andl accountsl forl upl tol 25%l ofl itsl structurel [2,l p.l 16–

19].l Accordingl tol literaturel data,l aboutl 62–65%l ofl birthsl passingl 

throughl thel naturall birthl canall arel accompaniedl byl physiologicall 

bloodl loss,l 1/3l ofl thel patientsl losel froml 500l tol 1000l mll ofl 

blood,l andl inl 3–8%l ofl casesl thel volumel ofl bloodl lossl canl 

exceedl 1.5%l ofl thel massl bodyl ofl thel womanl inl laborl andl isl 

consideredl massive,l requiringl transfusionl ofl redl bloodl cellsl andl 

oftenl removall ofl thel uterusl [32,l p.l 10–15;l 116,l p.l 202–212]. 

However,l tol datel therel isl nol consensusl onl thel precisel 

definitionl ofl MOBl inl thel postpartuml period;l inl mostl medicall 

institutionsl itl isl definedl asl al bloodl lossl ofl morel thanl 1500l mll 

orl morel thanl 30%l ofl thel totall volumel andl whenl thel needl forl 

bloodl transfusionl arisesl [78,l p.l 604–611]. 

Onel ofl thel internationall criterial thatl definesl thel terml 

“massivel obstetricl hemorrhage”l isl bloodl lossl ofl morel thanl 1500l 

ml,l al decreasel inl hemoglobinl levell ofl lessl thanl 4l g/dl,l andl thel 

needl forl emergencyl transfusionl ofl morel thanl 4l units.l volumesl ofl 

erythrocytel mass[103,l p.l 2165–2171].l Accordingl tol WHOl (2019),l 

14l millionl womenl developl massivel bleedingl everyl yearl inl thel 

worldl andl thel prevalencel ofl postpartuml hemorrhagel (morel thanl 

500l ml)l inl thel worldl rangesl froml 6l tol 11%l ofl alll pregnancies,l 

andl severel postpartuml hemorrhagel (morel thanl 1000l ml)l rangesl 

froml 1l tol 11%l ofl alll pregnancies.l 3%l [118,l 82,l p.l 1541–1544].l 

Thus,l thel incidencel ofl MOBl variesl aroundl thel world. 

The most important thing for a practitioner is early and 

comprehensive treatment of obstetric hemorrhage. According to our 

national obstetric standards, surgical hemostasis should begin when the 

volume of blood loss is 1500 ml, but doctors delay laparotomy, using 

different surgical methods to stop bleeding. The effectiveness of 

treatment of a critical condition associated with MOB can only be 

ensured by the coordinated work of obstetricians-gynecologists and the 

resuscitation team, timely identification of the etiology of disorders and 

its elimination [54, p. 34–58]. 

Many authors (Radzinsky, 2015; Pakhomova, 2016; Kurtser, 2017; 
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Ishchenko, 2018; Manuel Munoz, 2019; Yusupbaev, 2019; Abdullaeva, 

2021) prefer organ-saving operations and, if measures to stop uterine 

bleeding are ineffective and the mother is in threatening conditions, 

recommend the use hysterectomy to save the mother's life. Only 

complex treatment, including a combination of infusion therapy, blood 

replacement therapy and surgical bleeding control, can bring successful 

therapy. 

Based on these data, the purpose of this study was to improve the 

technique of performing subtotal and total hysterectomy for massive 

obstetric hemorrhage to improve the outcome of the operation and 

reduce maternal mortality from hemorrhage. 

To achieve the intended goal, the following tasks were set: to study 

the incidence of massive obstetric hemorrhage in the study group and 

the reasons for its occurrence; analyze and evaluate the effectiveness of 

subtotal and total hysterectomy using the traditional method in a 

retrospective group; to identify the advantage of an improved method of 

subtotal and total hysterectomy for massive obstetric hemorrhage in a 

prospective group; to study in a comparative aspect clinical and 

laboratory parameters with the traditional and improved method of 

surgical intervention for massive obstetric hemorrhage; propose an 

improved method of subtotal and total hysterectomy for massive 

obstetric hemorrhage to improve the outcome of the operation and 

reduce maternal mortality. This study was conducted among pregnant 

women, women in labor, and postpartum women who had suffered 

massive obstetric hemorrhage, mainly in the postpartum period, and 

subtotal and total hysterectomy. Analysis and evaluation of the results of 

treatment of massive obstetric hemorrhage in a comparative aspect were 

carried out in retrospective and prospective groups from 2015 to 2020. 

All patients were divided into two groups depending on the method of 

subtotal and total hysterectomy. 

Group 1 (retrospective, control) – 72 women who underwent 

massive obstetric hemorrhage with subtotal and total hysterectomy using 

the traditional method and traditional infusion-transfusion therapy from 

2015 to 2017. 

Group 2 (prospective, main) – 78 women who underwent massive 

obstetric hemorrhage with subtotal and total hysterectomy in an 

optimized version, i.e. with the application of a “hemostatic suture” to 

the proximal part of the uterine appendages and the ascending part of the 
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a.uterine in the period 2018–2020, as well as an optimized version of 

infusion-transfusion therapy. All pregnant women in the study group 

underwent traditional clinical and laboratory studies. Clinical, 

biochemical analyzes and special research methods were carried out 

over time. The results obtained were statistically processed. 

The incidence of MOB was determined using statistical data from 

the perinatal center in Urgench, where the material was collected. Over 

3 years (2015–2017), 22,896 births were registered, of which 

pathological obstetric bleeding (POH) of more than 500.0 liters was 

detected during childbirth in 1,419 (6.2%) postpartum women, i.e. 1 

case in 16 ,1st birth. Of these, blood loss from 500 to 1000 ml was 

observed in 964 (68.0%) and from 1000 to 1500 ml in 383 (26.9%) 

patients, p <0.05. Of these 1419 (6.2%) pathological bleeding, MAC 

accounted for 72 (5.0%) cases, i.e., the volume of blood loss exceeded 

1500 ml and the volume of blood volume was more than 30%, p < 0.05. 

If we take the total number of births, the MAC was 0.31%, i.e. 1 case 

per 318 births, p <0.001. 

Inl al prospectivel groupl ofl thel samel perinatall center,l 24,784l 

birthsl werel registeredl overl 3l yearsl (2018–2020),l ofl whichl PACl 

morel thanl 500.0l mll wasl reportedl inl 1,396l (5.6%)l postpartuml 

women,l i.e.l 1l casel inl 17.7l birthsl ,l ofl whichl froml 500l tol 1000l 

mll inl 992l (71%);l froml 1000l tol 1500l mll –l inl 326l (23.3%)l andl 

morel thanl 1500l mll –l inl 78l (5.5%)l postpartuml women.l Inl 

relationl tol thel totall numberl ofl births,l MACl wasl 0.31%,l i.e.l 1l 

casel perl 317l births,l p<0.05. 

Thus,l thel incidencel ofl massivel obstetricl hemorrhagel inl thel 

studyl groupl inl relationl tol thel totall numberl ofl birthsl wasl 0.31%,l 

pl <0.05l inl thel perinatall centerl ofl Urgench,l Khorezml region. 

Comparisonl ofl ourl datal withl thel worldl datal showedl al 

varietyl ofl data.l Thus,l inl al WHOl studyl inl thel Metrol Eastl regionl 

(Capel Town,l Southl Africa)l froml Novemberl 2014l tol Novemberl 

2015,l thel incidencel ofl thel abovel conditionl wasl 3/1000l births,l thel 

resultsl werel obtainedl basedl onl anl analysisl ofl 32,862l birthsl thatl 

occurredl duringl thel studyl periodl timel [75,l p.l 146–156].l Inl ourl 

country,l MACl wasl 0.01%l morel commonl (p<0.01%).l Accordingl 

tol Surinal andl Marochkol (2016),l inl thel Kemerovol regionl ofl thel 

Russianl Federation,l MOBl occurredl onl averagel inl aboutl 0.5%l ofl 

birthsl [59,l p.l 81–87].l Inl ourl studyl group,l itl wasl 1.6l timesl lessl 
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duel tol thel implementationl andl compliancel withl thel protocoll forl 

thel treatmentl ofl obstetricl hemorrhagel byl doctorsl ofl thel perinatall 

center. 

Therel arel manyl possiblel causesl ofl MOBl associatedl withl 

obstetricl andl somaticl pathologiesl onl thel partl ofl thel mother.l 

Obstetricl causesl includel abruptionl ofl al normallyl locatedl placenta,l 

placental previa,l obstetricl embolism,l disturbancesl inl thel processesl 

ofl separationl ofl thel placental andl itsl release,l traumaticl injuriesl tol 

thel birthl canal,l uterinel rupture,l decreasedl contractilel activityl ofl 

thel myometriuml (uterinel atony),l disturbancesl inl thel 

hemocoagulationl system,l cesareanl sectionl andl septicl complicationsl 

[47,l p.l 12–16]. 

Quitel oftenl inl thel studyl group,l extragenitall diseasesl werel 

encounteredl asl al riskl factorl forl thel developmentl ofl MAC:l 

somaticl diseasel accountedl forl 1.9l unitsl perl pregnantl womanl inl 

thel retrospectivel group.l andl inl thel prospectivel studyl –l 1.8l units.l 

Amongl them,l IDA,l whichl isl anl indirectl causel ofl MOBl occurredl 

inl 61l (84.7%)l patientsl inl thel retrospectivel groupl andl inl 54l 

(69.2%)l inl thel prospectivel group,l pl <l 0.05.l Anemial contributesl 

tol anl increasel inl thel frequencyl ofl pregnancyl complications;l duel 

tol al decreasel inl thel gasl transportl functionl ofl thel blood,l thel 

processesl ofl fetoplacentall dysfunctionl arel aggravated,l whichl 

adverselyl affectsl thel hemostasisl system,l inl particularl thel 

aggregativel statel ofl bloodl inl thel microcirculationl system,l thel 

metabolisml ofl thel vascularl endothelium,l andl leadsl tol obstetricl 

complicationsl ofl MOB. 

Diseasesl ofl thel urinaryl systeml werel identifiedl inl 29l 

(40.2%)l womenl inl laborl inl thel retrospectivel groupl andl inl 33l 

(42.3%)l inl thel prospectivel group,l pl <0.05.l Suchl al highl 

frequencyl ofl UTIsl inl thel studiedl groupsl isl typicall forl thisl Arall 

region.l Itl wasl accompaniedl byl cystitisl andl itsl recurrentl form,l 

chronicl pyelonephritisl andl urolithiasis.l Inl addition,l variousl 

somaticl diseasesl werel encounteredl inl thel studyl group,l includingl 

morbidl obesityl andl bloodl diseases. 

Thus,l analysisl ofl somaticl diseasesl outsidel andl duringl 

pregnancyl showedl thatl theyl havel anl indirectl significancel forl thel 

occurrencel ofl MACl inl thel studyl group.l Analysisl ofl literaturel 

datal showedl thatl somaticl diseasesl leadingl tol thel developmentl ofl 
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pathologicall obstetricl bleedingl includel bloodl diseasesl (congenitall 

andl acquiredl thrombophilias)l andl hereditaryl disordersl ofl 

hemostasis,l severel extragenitall pathologyl (chronicl hypertension,l 

pathologyl ofl thel cardiovascularl system,l UTI,l neuroendocrinel 

pathologyl diabetesl mellitus,l metabolicl disorderl -l obesity),l 

increasingl childbearingl agel andl ecologyl [3,l p.l 144–212;l 6,l p.l 16–

18;l 7,l p.l 224–296;l 37,l p.l 5–9;l 77,l p.l 561–568]. 

Thel mostl commonl complicationsl ofl pregnancyl inl thel 

retrospectivel andl prospectivel groupsl werel earlyl toxicosisl inl thel 

firstl halfl ofl pregnancy:l inl thel retrospectivel group,l earlyl moderate-

to-severel toxicosisl occurredl inl 38l (52.7%),l inl thel prospectivel 

groupl 1.2l timesl morel oftenl -l inl 53l (l 67.9%).l Suchl al severel 

complicationl asl al hypertensivel state,l whichl playsl al largel rolel inl 

thel developmentl ofl MOB,l wasl foundl inl 45l (62.5%)l inl thel 

retrospectivel group,l ofl whichl mildl preeclampsial -l inl 27l (37.5%),l 

severel preeclampsial -l inl 9l (12,l 5%),l chronicl arteriall hypertensionl 

–l inl 4l (5.5%),l gestationall hypertensionl –l inl 5l (6.9%)l cases.l Inl 

thisl group,l disturbancesl ofl uterine-fetall andl placentall circulationl 

ofl varyingl degreesl werel observedl inl 12l (16.6%)l andl ORPl -l inl 

13l (18.0%)l pregnantl women,l pl <0.05. 

Inl thel prospectivel group,l thel hypertensivel conditionl wasl 

10.0%l morel commonl thanl inl thel retrospectivel groupl andl 

amountedl tol 55l (70.5%),l ofl whichl mildl preeclampsial -l inl 32l 

(41.0%),l severel preeclampsial -l inl 13l (16.6%)l ,l chronicl arteriall 

hypertensionl –l inl 2l (2.5%),l gestationall hypertensionl –l inl 8l 

(10.2%)l cases,l p<0.05.l Severel preeclampsia,l especiallyl inl itsl 

combinedl form,l leadsl tol severel hypoxia,l ischemial withl metabolicl 

disorders,l inhibitionl ofl thel Krebsl cycle,l andl decreasedl synthesisl 

ofl proteinl fractionsl inl thel liver.l Thel anaerobicl typel ofl oxidation,l 

whichl occursl inl pregnantl womenl withl severel formsl ofl 

preeclampsia,l leadsl tol insufficientl breakdownl ofl fattyl acidsl andl 

disruptionl ofl factorsl involvedl inl thel synthesisl ofl bloodl 

coagulation.l Endogenousl intoxication,l hypoxial andl acidosisl 

contributel tol thel conversionl ofl plasminogenl intol plasminl andl thel 

developmentl ofl DICl syndromel inl pregnantl womenl withl MOB. 

Ifl wel takel thel immediatel causesl leadingl tol thel developmentl 

ofl MOB,l thenl severel PONRPl occurredl inl 31l (43.0%),l centrall 

placental previal inl 6l (8.3%)l inl thel retrospectivel groupl and,l 
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respectively,l 36l (46.1%)l andl 4l (l 5.1%)l inl thel prospectivel study,l 

p<0.05. 

Thel causesl ofl obstetricl hemorrhagel andl thel factorsl 

contributingl tol thisl pathologyl arel veryl diversel andl arel morel 

commonl inl bloodl diseasesl -l anemia,l vascularl pathologies,l 

autoimmunel disordersl (antiphospholipidl syndrome)l andl metabolicl 

syndrome,l etc.l Multiplel pregnancies,l antenatall fetall death,l breechl 

presentationl arel ofl greatl importancel placenta,l placentall abruption,l 

preeclampsial and,l ofl course,l thel cesareanl sectionl itself,l thel 

frequencyl ofl whichl inl Uzbekistanl averagesl 18.1%l [1,l p.l 285–

291;l 3,l p.l 144–212;l 24,l p.l 19–28;l 56,l p.l 9–14;l 73,l p.l 168–186].l 

Ourl datal confirml thatl thel mainl factorsl contributingl tol thel 

developmentl ofl MACl werel complicationsl ofl gestationl itself,l 

occurringl bothl inl thel firstl andl secondl halfl ofl pregnancyl inl thel 

forml ofl earlyl severel toxicosis,l severel preeclampsia,l severel 

PONRP,l placental previal andl antenatall fetall death. 

Accordingl tol Karimoval (2020),l thel mainl causesl ofl MOBl 

werel impairedl contractilityl ofl thel uterusl -l uterinel atonyl (68.6%),l 

anomaliesl ofl placental attachmentl (62.0%),l PONRPl (29.0%),l 

deliveryl ofl al largel fetusl (28.1l %),l severel preeclampsial (13.3%),l 

thel majorityl ofl patientsl developedl ironl deficiencyl anemial ofl 

varyingl severityl afterl bleeding,l thel resultsl ofl ourl studiesl confirml 

thel abovel datal [25,l p.l 14–19]. 

Wel studiedl thel featuresl ofl thel coursel ofl laborl inl 72l 

(100%)l womenl inl laborl withl MOBl inl al retrospectivel group.l Ofl 

these,l 58l (80.5%)l hadl urgentl births,l 12l (16.6%)l hadl prematurel 

birthsl andl 2l (2.7%)l hadl latel births.l Inl thisl groupl ofl patients,l 

prematurel surgicall birthl occurredl inl 12l (16.6%)l duel tol severel 

preeclampsial andl severel PONRP.l Duel tol thel developmentl ofl 

disseminatedl intravascularl coagulationl syndrome,l againstl thel 

backgroundl ofl detachmentl andl hypoatonicl bleeding,l thel scopel ofl 

thel operationl wasl expandedl tol al totall hysterectomy.l Inl casel ofl 

prematurel birth,l antenatall fetall deathl wasl observedl inl 3l (4.1%)l 

(p<0.01)l casesl andl earlyl neonatall mortalityl inl 4l (5.5%)l (p<0.01).l 

Inl thel prospectivel group,l antenatall fetall deathl wasl 1.2l timesl 

morel common,l andl earlyl neonatall mortalityl wasl 1.5l timesl lessl 

thanl inl thel retrospectivel group.l Thel decreasel inl thel incidencel ofl 

perinatall mortalityl isl explainedl byl timelyl proposedl obstetricl 
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tactics,l i.e.,l anl optimizedl versionl ofl totall hysterectomyl andl 

infusion-transfusionl therapy,l andl thel provisionl ofl qualifiedl 

neonatall carel [7,l p.l 224–296]. 

Inl thel prospectivel group,l urgentl birthsl werel observedl inl 56l 

(71.9%),l prematurel birthsl inl 19l (24.3%)l andl delayedl birthsl inl 3l 

(3.8%)l womenl inl labor,l pl <l 0.05.l Preterml surgicall birthl occurredl 

1.4l timesl morel oftenl thanl inl thel retrospectivel group;l alll thesel 

casesl occurredl againstl thel backgroundl ofl severel preeclampsial inl 

13l (16.6%)l andl severel PONRPl inl 6l (7.7%)l patients,l p<0.l 05,l 

andl inl 53l (67.9%)l women,l operativel deliveryl alsol occurredl 

againstl thel backgroundl ofl severel preeclampsial andl severel PONRP. 

Thel frequencyl ofl operativel birthsl inl thel studyl groupl isl veryl 

high,l 3.7l timesl higherl thanl thel worldl andl averagel statisticall datal 

froml thel Ministryl ofl Healthl ofl ourl republic.l Althoughl alll 

cesareanl sectionsl arel duel tol absolutel indications,l suchl asl severel 

PONRP,l preeclampsial andl placental previa,l thel Levell IIIl perinatall 

centerl providesl carel tol pregnantl womenl withl severel pathologyl 

throughoutl thel region.l Aroundl thel worldl andl accordingl tol thel 

WHO,l therel isl al debatel aboutl thel ideall ratel ofl caesareanl section.l 

Scientistsl froml Harvardl andl Stanfordl assessedl thel relationshipl 

betweenl 2012l maternall andl neonatall mortalityl andl caesareanl 

sectionl ratesl inl 194l WHOl memberl countries.l Thel studyl coveredl 

97.6%l ofl alll birthsl inl thel world,l thatl is,l 22.9l millionl births.l Thel 

safel ratel ofl cesareanl sectionl isl 19%.l WHOl expertsl conductedl 

suchl al comprehensivel analysisl ofl thel frequencyl ofl caesareanl 

sectionsl duringl thel yearl forl thel firstl time.l Scientistsl havel foundl 

thatl increasingl thel cesareanl sectionl ratel tol 19%l reducesl maternall 

andl infantl mortalityl ratesl [16];l thel caesareanl sectionl ratel inl 

Uzbekistanl averagesl 18.1%,l asl indicatedl abovel [56,l p.l 9–14].l  

Accordingl tol al statementl froml thel Worldl Healthl 

Organizationl inl Geneval onl Aprill 10,l 2015,l thel increasel inl 

surgicall interventionsl duringl childbirthl isl basedl onl thel resultsl ofl 

twol studiesl inl thel fieldl ofl populationl reproductionl underl thel 

auspicesl ofl UNDP,l UNFPA,l WHOl andl thel Worldl Bank.l Al safel 

caesareanl sectionl ratel shouldl bel aroundl 10%.l However,l ifl thel 

frequencyl ofl itsl implementationl exceedsl 10%,l availablel datal dol 

notl indicatel anl improvementl inl mortalityl rates.l Thesel findingsl 

highlightl thel importancel ofl caesareanl sectionl forl savingl thel livesl 
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ofl mothersl andl newborns,l asl indicatedl inl thel reportl byl Marlinl 

Temmerman,l Directorl ofl thel WHOl Departmentl ofl Reproductivel 

Healthl andl Researchl [14],l asl welll asl surgery,l conservativel 

myomectomyl duringl caesareanl section,l subtotall andl totall 

hysterectomyl .l Recently,l thel structurel ofl pathologicall bleedingl hasl 

undergonel significantl changes:l thel frequencyl ofl bleedingl againstl 

thel backgroundl ofl al largel fetus,l inducedl labor,l abruptionl ofl al 

normallyl locatedl placenta,l placental previal andl truel placental 

accretal isl increasing,l butl bleedingl associatedl withl impairedl 

contractilityl ofl thel uterusl duringl childbirthl andl inl thel earlyl 

postpartuml period,l i.e.l duel tol uterinel atonyl [65,l p.l 16;l 58,l p.l 

112–116]. 

Inl thel earlyl postpartuml period,l atonicl bleedingl developedl inl 

24l (33.3%)l parturientl womenl inl thel retrospectivel groupl andl inl 

25l (32%)l inl thel prospectivel groupl duel tol impairedl contractilityl 

againstl thel backgroundl ofl histopathicl changes.l Thisl categoryl ofl 

parturientsl receivedl activel conservativel treatment,l includingl 

intravenousl administrationl ofl oxytocinl (10l units)l repeatedl afterl 

15–20l minutes,l methylergometrinel andl appropriatel infusion-

transfusionl therapyl basedl onl thel protocols,l however,l duel tol thel 

lackl ofl effectl froml conservativel therapy,l itl wasl decidedl tol 

performl surgicall hemostasis. 

Thel effectl ofl surgicall hemostasisl dependedl onl thel startl ofl 

thel operation:l thel earlierl surgicall deliveryl wasl performed,l thel 

morel favorablel thel outcome.l Thel startingl pointl forl surgicall 

hemostasis,l inl additionl tol thel lackl ofl effectl froml conservativel 

therapy,l wasl thel totall amountl ofl bloodl lost,l assessedl byl visuall 

andl gravimetricl methods.l Ifl bleedingl continuedl tol exceedl 21±0.5l 

ml/kgl perl bodyl weight,l surgicall hemostasisl wasl startedl inl thel 

prospectivel group.l First,l organ-preservingl operationsl werel 

performed,l suchl asl “ligationl ofl threel greatl vessels”l inl 3l (3.9%)l 

casesl andl “hemostaticl suturesl onl thel uterusl accordingl tol B-

Lynch”l inl 1l (1.3%)l case.l However,l duel tol thel lackl ofl clinicall 

effectl forl morel thanl 25l minutes,l thel scopel ofl thel operationl wasl 

expandedl tol subtotall hysterectomyl inl alll 4l patients.l Thel volumel 

ofl bleedingl inl thel prospectivel groupl againstl thel backgroundl ofl 

uterinel atonyl inl thel earlyl postpartuml periodl throughl naturall 

routesl averagedl 1880.0±80.0l inl 25l (32.0%)l cases,l rangingl froml 
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1680.0±100.0l tol 1950.0l mll ±110.0l (p>0.05). 

Thel volumel ofl bleedingl inl thel retrospectivel groupl againstl 

thel backgroundl ofl uterinel atonyl inl thel earlyl postpartuml periodl 

throughl naturall routesl averagedl 1850.0±120.0l inl 24l (33.3%)l 

cases,l rangingl froml 1550.0±90.0l tol 2040.0l mll ±110.0l (p>0.05). 

Inl additionl tol postpartuml uterinel atony,l thel indicationsl forl 

totall hysterectomyl inl thel optimizedl optionl inl thel prospectivel 

groupl werel severel PONRPl -l inl 36l (46.1%)l withl al combinationl 

ofl atonyl expressedl byl imbibitionl withl DICl syndrome.l Thel 

amountl ofl bloodl lossl inl thisl groupl ofl patientsl averagedl 27±3.0l 

ml/kgl perl bodyl weight.l Thel volumel ofl bleedingl inl thel 

prospectivel groupl recordedl againstl thel backgroundl ofl PONRPl inl 

combinationl withl uterinel atonyl duringl cesareanl sectionl wasl 

1930.0±200.0l (p>0.05)l andl againstl thel backgroundl ofl centrall 

placental previal inl 4l (5.1%)l patientsl ,l onl averagel 2360.0±200.0l 

(p>0.05).l Thel mostl massive,l voluminousl bloodl lossl wasl duel tol 

amnioticl fluidl embolism;l withl completel uterinel rupture,l thel 

volumel ofl bloodl lossl wasl 3120.0±200.0l ml,l thel averagel bloodl 

lossl inl thisl groupl wasl 2250.45±200.0l mll (p>0.05). 

Inl thel retrospectivel group,l thel amountl ofl bloodl lossl duel tol 

severel PONRP,l centrall placental previa,l EOVl andl completel 

uterinel rupturel averagedl 2410.45±220.55l ml,l p<0.05.l Itl shouldl bel 

notedl thatl thel amountl ofl bloodl lossl inl alll thesel patientsl duringl 

cesareanl sectionl wasl morel thanl 30l ml/kgl perl bodyl weightl andl 

inl almostl alll casesl itl wasl accompaniedl byl thel additionl ofl al 

generalizedl forml ofl DICl syndrome.l Analysisl ofl thel timelinessl ofl 

surgicall interventionl forl massivel obstetricl hemorrhagel inl al 

prospectivel groupl showedl thatl inl 63l (80.7%)l cases,l surgicall 

interventionl wasl performedl onl time,l includingl postpartuml uterinel 

atonyl inl 10l (12.8%)l womenl inl labor.l Withl al delayl ofl morel thanl 

onel hour,l surgicall assistancel wasl startedl inl 12l (15.3%)l withl 

postpartuml uterinel atony,l inl 3l (3.8%)l (pl <0.05)l -l forl twol orl 

morel hoursl duel tol conservativel therapyl andl attemptsl tol organ-

savingl surgery.l Analysisl ofl thel timel factorl inl al retrospectivel 

groupl ofl parturientsl withl atonicl bleedingl inl thel postpartuml periodl 

showedl thatl whenl performingl enhancedl ITTl andl inl thel absencel 

ofl treatmentl effectiveness,l 2l (2.7%)l parturientsl werel operatedl onl 

withinl thel firstl hour,l 17l (23.6%)l -l froml 1l tol 2l hoursl andl 4l 
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(5.5%)l (p<0.05)l –l froml 3l tol 5l hours.l Onel (1.3%)l womanl 

underwentl surgeryl withl al delayl ofl morel thanl 10l hours.l Inl 

addition,l inl thel retrospectivel group,l 48l (66.6%)l women,l mainlyl 

withl severel PONRP,l werel operatedl onl inl thel nextl 30l minutes;l 

first,l al cesareanl sectionl wasl performed,l andl whenl atonicl bleedingl 

developed,l thel consultationl decidedl tol expandl thel operationl tol al 

totall hysterectomy. 

Thus,l inl thel retrospectivel group,l 50l (69.4%)l womenl inl 

laborl underwentl surgicall interventionl onl time,l 17l (23.6%)l -l withl 

al delayl ofl 1l tol 2l hours,l 4l (5.5%)l -l froml 3l tol 5l hours,l andl 1l 

(1.3%)l (pl <0.05)l forl al womanl –l withl al delayl ofl morel thanl 10l 

hours. 

Thel proposedl optimizedl versionl ofl totall hysterectomyl forl 

massivel obstetricl hemorrhagel differsl inl thatl 2l clampsl arel appliedl 

alongl thel ribsl ofl thel uterusl atl al distancel ofl 1.5l cml froml itsl 

body,l capturingl alll appendagesl (fallopianl tubes,l properl ovarianl 

ligament,l roundl ligament).l Al clampl closel tol thel uterusl isl appliedl 

atl al distancel ofl 1.5l cml froml thel bodyl ofl thel uterus,l andl al 

secondl clampl isl placedl atl al distancel ofl 0.5l cml froml thel first;l 

betweenl thel clamps,l onel “hemostaticl suture”l isl cutl andl appliedl 

tol alll threel formations,l firstl inl thel distall parts,l thenl inl thel 

proximall ones.l andl removel thel hemostaticl clamps.l Clampingl ofl 

thel uterinel vesselsl (uterinel artery)l atl thel levell ofl thel internall osl 

ofl thel cervix,l dissectionl andl placementl ofl vicryll hemostaticl 

suturesl onl thel descendingl uterinel vesselsl (uterinel arteries)l 0.5l cml 

lowerl andl upl tol 1.0l cml deeperl underl thel clampl locatedl below.l 

Thisl methodl differsl froml thel previousl methodl inl thatl al vicryll 

“hemostaticl suture”l isl placedl onl thel ascendingl sectionl ofl thel 

uterinel vesselsl (uterinel arteries)l 0.5l cml abovel andl upl tol 1.0l cml 

deeperl froml thel ascendingl clamp,l thenl thel clampsl arel removed.l 

Thus,l “hemostaticl sutures”l arel appliedl tol thel proximall andl distall 

partsl ofl thel uterinel appendagesl andl a.uterinae. 

Withl anl optimizedl versionl ofl thel totall hysterectomyl 

operation,l duel tol thel removall ofl alll clampsl froml thel surgicall 

fieldl afterl applyingl “hemostaticl sutures,”l visualizationl ofl thel 

surgicall fieldl andl technicall accessl werel improved,l tissuel traumal 

wasl reduced,l whichl contributedl tol thel improvementl ofl thel 

surgicall techniquel andl itsl quality.l Ifl thel amountl ofl interoperativel 
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bloodl lossl duringl thel classicl versionl ofl totall hysterectomyl inl thel 

retrospectivel groupl averagedl 860±110.0l mll (p>0.05)l andl thel 

durationl ofl thel operationl averagedl 93.0±5.0l minutesl (p>0.03),l 

then,l withl thel optimizedl option,l thel amountl ofl bloodl lossl 

decreasedl byl morel thanl 340.0±50.0l mll andl averagedl 520±50.0l 

mll (p>0.05).l Thel durationl ofl thel operationl wasl reducedl byl 

32±4.0l minutesl (p>0.03)l thanl withl thel classicl versionl ofl totall 

hysterectomyl andl averagedl 71.0±3.0l minutes,l rangingl froml 52±4.0l 

minutesl tol 81±4.l 0l minl (p>0.03).l  

Comparativel characteristicsl ofl thel mainl clinicall andl 

laboratoryl parametersl inl postpartuml womenl ofl thel retrospectivel 

andl prospectivel groupsl withl massivel obstetricl hemorrhagel showedl 

thel followingl results.l Thel frequencyl ofl anemial inl thel 

retrospectivel groupl duringl pregnancyl wasl diagnosedl inl 61l 

(84.7%)l women,l ofl whichl severel degreel -l inl 2l (2.7%)l patients,l 

inl thel prospectivel groupl -l inl 54l (69.2%),l ofl whichl severel degreel 

–l inl 4l (5.1%).l Againstl thel backgroundl ofl massivel obstetricl 

hemorrhage,l thel conditionl deterioratedl andl thel hemoglobinl levell 

inl thel retrospectivel groupl decreasedl froml 39.2±1.5l g/ll tol 

53.5±2.5l g/l,l onl averagel 46.1±2.5l g/ll .l Inl thel prospectivel group,l 

thel hemoglobinl levell decreasedl tol anl averagel ofl 52.1±2.5l g/ll 

withl al rangel froml 48.4±1.0l g/ll tol 56.5±2.0l g/ll (p<0.05)l duringl 

thel operation. 

Ourl laboratoryl studiesl confirmedl seriousl changesl inl thel 

bloodl coagulationl systeml ofl postpartuml womenl duringl andl inl thel 

earlyl postoperativel period.l Thel levell ofl fibrinogenl sharplyl 

decreasedl tol 1.65±0.07l g/l,l plateletl countsl tol 144.1±2.2l thousandl 

inl thel retrospectivel group,l respectivelyl 1.80±0.11l g/ll andl 148.6±6,l 

0l thousandl (p<0.001)l inl thel prospectivel group.l Thrombocytopenial 

oftenl appearedl beforel thel onsetl ofl clinicall symptomsl ofl MAC,l 

especiallyl inl pregnantl womenl withl preeclampsia,l andl thel ratel ofl 

plateletl recoveryl dependedl onl thel severityl ofl bloodl lossl andl 

infusionl andl transfusionl therapy.l Hypocoagulationl isl alsol indicatedl 

byl al decreasel inl plasmal tolerancel tol heparin,l al significantl 

increasel inl thrombinl time,l recalcificationl timel andl coagulationl ofl 

wholel blood.l Thesel changesl werel persistent,l long-terml andl 

requiredl monitoringl ofl thesel indicatorsl atl leastl 2-3l timesl al dayl 

inl thel firstl daysl afterl totall hysterectomyl inl bothl groups. 
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Thus,l alll postpartuml womenl withl MOBl inl thel retro-l andl 

prospectivel groupsl showedl al significantl decreasel inl plasmal andl 

cellularl bloodl coagulationl factorsl duel tol moderatel anemia,l 

bleeding,l hemorrhagicl shockl andl thel additionl ofl generalizedl 

disseminatedl intravascularl coagulationl syndrome.l Thel identifiedl 

changesl inl bloodl coagulationl parametersl overl timel becamel onel 

ofl thel mainl diagnosticl laboratoryl criterial thatl determinel thel 

severityl ofl MOB. 

Inlъalъretrospectivelъgroup,lъ72lъpatientslъwithlъMOBlъreceived

lъintensivelъtherapy:lъinfusion-

transfusion,lъplasmalъandlъbloodlъtransfusionslъwithlъcorrectionlъoflъ

DIClъsyndrome,lъi.e.lъmulticomponentlъcorrection.lъAnalysislъoflъthe

lъvolumeslъandlъqualitativelъcompositionlъoflъinfusionlъandlъtransfus

ionlъtherapylъinlъthelъtreatmentlъoflъMOBlъshowedlъthatlъthelъvolu

melъoflъcrystalloidlъsolutionslъ(0.9%lъsodiumlъchloride)lъaveragedlъ

3350.50±1050.40lъmllъ(fromlъ2000lъtolъ5000lъml),lъthelъvolumelъof

lъhydroxyethyllъstarchlъsolutionlъ(HES)lъ–

lъ6%lъrefortan,lъhecatonelъ–

lъonlъaveragelъ1800.0±150.0lъml,lъp<0.05.lъThelъcompositionlъoflъt

helъadministeredlъinfusionlъmedialъshouldlъbelъbalancedlъandlъclosel

ъtolъthatlъoflъbloodlъplasma,lъhowever,lъthelъparameterslъrequiredlъf

orlъinfusionlъmedialъarelъnotlъapplicablelъtolъalъ0.9%lъaqueouslъsol

utionlъoflъsodiumlъchloride.lъThelъstudylъshowedlъthatlъduelъtolъthe

lъ1.5lъtimeslъhigherlъchloridelъcontentlъinlъsalinelъcomparedlъtolъbl

oodlъplasma,lъmassivelъvolemiclъsupportlъbylъthislъmediumlъleadslъ

tolъhyperchloremia,lъassociatedlъwithlъalъtwofoldlъincreaselъinlъmort

ality.lъWithlъtimelylъ(inlъthelъfirstlъ10–

30lъminutes)lъadequatelъintensivelъtherapy,lъthelъoutcomelъinlъhemo

rrhagiclъshocklъislъusuallylъfavorablelъ[53,lъp.lъ29–33;lъ60,lъp.lъ7–

10;lъ62,lъp.lъ253–259;lъ73,lъp.lъ168–

186].lъHowever,lъinlъthelъretrospectivelъgroup,lъ34lъ(47.2%)lъpatient

slъreceivedlъqualitative,lъquantitative,lъprotocol-compliantlъinfusion-

transfusionlъtherapylъwithlъalъdelaylъoflъ55.4lъ±lъ10.6lъminutes.lъIn

fusionlъtherapylъwithlъcrystalloidslъ(0.9%lъsodiumlъchloride)lъwaslъa

dministeredlъtolъ71lъ(98.6%)lъpatientslъ2.5lъtimeslъmorelъthanlъpres

cribed.lъThelъquantitativelъvolumelъoflъalъ6%lъsolutionlъoflъhydroxy

ethyllъstarchlъ(refortan,lъhecatonelъorlъvolustin)lъaveragedlъ1800.0±1

50.0lъml.lъThelъamountlъoflъinjectedlъliquidlъsolutionlъoflъsodiumlъ
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chloridelъandlъhydroxyethyllъstarchlъwaslъ2–

2.5lъtimeslъmorelъthanlъprescribed. 

ThelъvolumelъoflъbleedinglъinlъMOBlъislъsignificant,lъandlъthe

relъislъalъrapidlъconsumptionlъoflъcoagulationlъandlъanticoagulationl

ъfactors.lъIflъthelъvolumelъoflъbloodlъlosslъislъmorelъthanlъ30–

35%lъoflъthelъbcc,lъrapidlъadministrationlъoflъdonorlъfreshlъfrozenlъ

plasmalъ(FFP)lъinlъalъvolumelъoflъatlъleastlъ20lъml/kglъperlъbodylъ

weightlъshouldlъbelъstartedlъ[60,lъp.lъ7–10;lъ78,lъp.lъ604–

611;lъ100,lъp.lъ488–

521].lъInlъthelъretrospectivelъgroup,lъonlъaverage,lъFFPlъwaslъtransf

usedlъinlъvolumeslъoflъ1650.17±384.83lъ(p>0.05)lъonlъthelъfirstlъda

y,lъonlъthelъsecondlъdaylъ950.12±150.20lъ(p>0.05)lъuntillъcompletel

ъcorrectionlъoflъDIC-

lъsyndrome.lъDuelъtolъanlъorganizationallъissuelъ(lacklъoflъplasmalъ

orlъlocationlъoflъthelъbloodlъvolumelъatlъalъdistantlъdistance,lъsomet

imeslъwait-and-

seelъtactics),lъplasmalъtransfusionlъwaslъdelayedlъbylъ87.5±10.2lъmi

nuteslъinlъ37lъ(51.3%)lъpatients,lъp<0.05. 

Inlъalъretrospectivelъgroup,lъ38lъ(52.7%)lъpatientslъwithlъMOBlъwer

elъadministeredlъuplъtolъ15lъmg/kglъbodylъweightlъoflъtranexamiclъ

acidlъ(Hemotran)lъbeforelъandlъduringlъsurgery,lъrepeatedlъeverylъ6–

8lъhourslъuntillъcompletelъhemostasis.lъHowever,lъ26lъ(36.1%)lъpati

entslъwerelъadministeredlъthislъdruglъinlъanlъinsufficientlъdoselъ-

lъ500lъmglъoncelъ(8-

10lъmg/kg/bodylъweight)lъperlъday,lъandlъinlъ8lъ(11.1%)lъ(p<0.lъ05

)lъwerelъnotlъusedlъatlъalllъduelъtolъlack.lъWhenlъdiscussinglъbloodl

ъtransfusion,lъitlъshouldlъbelъnotedlъthatlъtransfusionlъoflъerythrocyt

e-

containinglъbloodlъcomponentslъhelpslъrestorelъglobularlъvolumelъinl

ъMOBlъ[118;lъ112,lъp.lъ323–

333].lъInlъthelъstudylъgroup,lъtransfusionlъoflъdonorlъredlъbloodlъcel

lslъwaslъperformedlъinlъalllъ72lъpatientslъwithlъMOB,lъbutlъonlylъ3

4lъ(47.2%)lъpatientslъwerelъtransfusedlъinlъalъtimelylъmannerlъandlъ

inlъsufficientlъvolume,lъandlъ38lъ(52.7%)lъthislъprocedurelъwaslъper

formedlъwithlъalъdelaylъoflъ1lъtolъ5lъhourslъandlъinlъinsufficientlъq

uantities.lъ1lъ(1.3%)lъwomanlъinlъlaborlъhadlъalъpost-

transfusionlъcomplicationlъandlъrequiredlъresuscitation.lъInlъalъprosp

ectivelъgroup,lъi.e.lъwhenlъperforminglъanlъoptimizedlъversionlъoflъt
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otallъhysterectomy,lъthelъamountlъoflъsalinelъsodiumlъchloridelъandl

ъHESlъwaslъsharplylъreducedlъ(bylъ1900.0lъml)lъbylъ1200.0lъduelъt

olъthelъsidelъeffectslъoflъtheselъdrugs.lъThelъvolumelъoflъadminister

edlъcrystalloidlъsolutionslъinlъthelъprospectivelъgrouplъaveragedlъ245

0.0lъ±lъ250.0lъml,lъranginglъfromlъ2000.0lъtolъ4500.0lъml;lъalъ6%l

ъsolutionlъoflъhydroxyethyllъstarchlъ(refortan,lъhecatonelъorlъvolustin

)lъwaslъadministeredlъonlъaveragelъ1200.0lъ±lъ100.0lъml.lъThelъam

ountlъoflъadministeredlъliquidlъsolutionlъoflъsodiumlъchloridelъandlъ

hydroxyethyllъstarchlъwaslъ2–2.5lъtimeslъmorelъthanlъprescribed. 

Inl al prospectivel groupl ofl 78l patients,l 66l (84.6%)l receivedl 

timelyl replacementl withl freshl frozenl plasmal atl al dosel ofl 20l 

ml/kgl perl bodyl weight,l onl averagel 1420.0±80.0l ml.l Onlyl inl 12l 

(15.3%)l plasmal transfusionl wasl startedl withl al delayl ofl 32.5l ±l 

4.5l minutesl (p>0.02)l duel tol thel lackl ofl plasmal inl thel maternityl 

unit.l Al complete,l timelyl andl sufficientl volumel ofl redl bloodl celll 

transfusionl wasl performedl inl 65l (83.3%)l patients,l andl inl 13l 

(16.6%)l thisl procedurel wasl performedl withl al delayl ofl upl tol 2l 

hoursl andl inl insufficientl quantities. 

Beforelъandlъduringlъsurgery,lъantifibrinolyticslъtranexamiclъaci

dlъ(Hemotran)lъwerelъused,lъandlъfulllъinfusionlъtherapylъwaslъadmi

nisteredlъwithlъthelъintroductionlъoflъ15–

20lъmg/kglъperlъbodylъweight,lъrepeatedlъeverylъ6–

8lъhours,lъuntillъcompletelъhemostasislъinlъ63lъ(80.7%)lъpatientslъwi

thlъMOBlъinlъprospectivelъgroup.lъTranexamiclъacidlъislъalъsyntheti

clъaminolъacidlъthatlъcompetitivelylъinhibitslъplasminogen;lъitslъeffe

ctivenesslъislъ15–

20lъtimeslъhigherlъthanlъaminocaproiclъacidlъ[54,lъp.lъ34–

103;lъ115,lъp.lъ303–

316.].lъThelъactionlъoflъtranexamiclъacidlъislъduelъtolъthelъinhibition

lъoflъlysine-

bindinglъsiteslъoflъplasminogen,lъduelъtolъwhichlъthislъproenzymelъi

slъnotlъconvertedlъintolъplasminlъandlъcannotlъcontactlъfibrin.lъAlso,

lъtranexamiclъacidlъsuppresseslъthelъproductionlъoflъkininslъandlъoth

erlъactivelъpeptides,lъwhichlъprovideslъthelъantiallergiclъandlъanti-

inflammatorylъeffectlъoflъthislъdruglъ[115,lъp.lъ303–

316].lъWhenlъusinglъtranexamiclъacid,lъtherelъwaslъnolъincreaselъinl

ъthelъrisklъoflъthromboticlъcomplications,lъhowever,lъinlъ12lъ(15.3%

)lъpatients,lъthislъdruglъwaslъadministeredlъinlъanlъinsufficientlъdose
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lъ(10–

12lъmg/kglъperlъbodylъweight)lъduelъtolъitslъinsufficientlъamountlъa

tlъthelъtimelъoflъdruglъadministration. 

Inlъalъprospectivelъgroup,lъpatientslъwerelъadministeredlъ250–

300lъthousandlъproteolysislъinhibitors,lъmainlylъaprotininlъ(contrical),

lъfollowedlъbylъalъhalvinglъoflъthelъdoselъuntillъcompletelъhemostas

is.lъThelъuselъoflъaprotininlъforlъthelъtreatmentlъoflъMOBlъinlъourlъ

studylъgrouplъgavelъalъpositivelъresult,lъsuppressinglъthelъfibrinolyti

clъactivitylъoflъthelъbloodlъduelъtolъthelъinhibitorylъeffectlъoflъfibri

nolysis,lъimprovedlъthelъclinicallъandlъlaboratorylъmanifestationslъan

dlъtherebylъpreventedlъthelъprogressionlъoflъintravascularlъcoagulatio

nlъ[45,lъp.lъ23–31;lъ81,lъp.lъ216–246;lъ111,lъp.lъ83–93]. 

Inlъthislъgroup,lъ13lъ(7.3%)lъpatientslъwerelъadministeredlъOctaplexl

ъatlъanlъaveragelъratelъoflъ1lъml/kglъperlъbodylъweight,lъdependingl

ъonlъINRlъvalues,lъwithlъthelъdevelopmentlъoflъseverelъhypocoagula

tion,lъrefractorylъtolъtherapylъcarriedlъoutlъwithlъFFPlъandlъfibrinoly

sislъinhibitorslъ[31,lъWith.lъ186–194;lъ45,lъp.lъ23–31;lъ81,lъp.lъ216–

246].lъAfterlъthelъintroductionlъoflъOctaplex,lъtheselъpatientslъshowe

dlъalъsignificantlъdecreaselъinlъthelъratelъandlъvolumelъoflъbleeding,

lъwhichlъmadelъitlъpossiblelъtolъperformlъalъtotallъhysterectomylъwi

thlъligationlъoflъthelъinternallъiliaclъarterylъforlъMOB.l  

Inl thel postoperativel period,l 7l (9.2%)l patientsl outl ofl 67l 

survivorsl inl thel retrospectivel groupl werel transferredl tol thel 

nephrologyl centerl duel tol acutel renall failurel forl al therapeuticl 

coursel ofl hemodialysis,l andl 5l (6.4%)l patientsl werel transferredl 

froml thel prospectivel group.l Inl thel postoperativel period,l 26l 

(36.1%)l postpartuml womenl inl thel retrospectivel groupl werel 

dischargedl homel onl daysl 9-10,l 29l (40.2%)l onl daysl 12-14.l Onel 

patientl (1.3%)l afterl rerelaparotomyl wasl transferredl tol thel 

gynecologicall departmentl forl furtherl treatmentl andl dischargedl 

homel onl thel 21stl day.l Inl thel retrospectivel group,l thel numberl ofl 

averagel bedl daysl wasl 9.1±1.2l days.l Onlyl 4l (5.5%)l postpartuml 

womenl whol experiencedl earlyl neonatall deathl ofl newbornsl werel 

dischargedl homel onl al signaturel onl thel 5-6thl dayl afterl surgery.l 

Alll ofl theml werel recommendedl forl furtherl rehabilitationl inl 

primaryl care. 

Inl thel postoperativel periodl inl thel prospectivel group,l 16l 

(20.5%)l postpartuml womenl werel dischargedl onl thel 6thl day,l 51l 
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(65.3%)l -l onl thel 7-9thl andl 6l (7.6%)l -l onl thel 10-12thl day,l 

p<0.05.l Inl thel prospectivel group,l thel numberl ofl averagel bedl 

daysl wasl 7.3±0.9l days,l i.e.l 1.8±0.4l daysl (p<0.05)l less. 

Accordingl tol thel calculationsl ofl thel accountantl ofl thel 

perinatall centerl inl Urgench,l thel averagel costl perl operationl inl thel 

retrospectivel groupl wasl 846,565l thousandl soums,l inl thel 

prospectivel groupl -l 624,330l thousandl soums,l i.e.l thel differencel 

wasl 222,235l thousandl soums.l Dailyl expensesl forl thel treatmentl ofl 

onel patientl inl thel retrospectivel groupl amountedl tol 1,284,520l 

soums,l inl thel prospectivel groupl 963,390l soums.l Thel totall costl ofl 

treatmentl forl onel patientl averagedl 11,689,132l soums,l andl forl thel 

prospectivel groupl -l 8,766,849l soums,l thel differencel wasl 

2,922,283l soums.l Thus,l 25%l economicl efficiencyl ofl ourl methodl 

hasl beenl proven. 

Massivel bloodl lossl ledl tol thel developmentl ofl hemorrhagicl 

shockl andl disseminatedl intravascularl coagulationl syndrome,l asl 

welll asl severel multiplel organl failurel andl 5l (62.5%)l casesl ofl 

maternall mortalityl inl thel retrospectivel group. 

Inl thel retrospectivel group,l maternall mortalityl wasl 2.8l timesl 

higher,l whichl inl twol casesl wasl explainedl byl thel patient’sl veryl 

latel admissionl andl majorl bleeding.l Timelyl diagnosis,l coordinatedl 

workl ofl thel resuscitationl andl surgicall teams,l complexl intensivel 

treatmentl andl properlyl developedl obstetricl tacticsl helpl reducel MSl 

froml MACl [37,l p.l 5–9;l 39,l p.l 8–12].l Thel advantagel ofl 

hysterectomyl forl massivel obstetricl bleeding,l especiallyl atonic,l isl 

thel rapidl eliminationl ofl thel sourcel ofl bleedingl (Aylamazyan,l 

Repina,l Kuzminykh,l 2018)l [8,l p.l 3–11]. 

Thel conductedl scientificl studyl showedl thatl thel developedl 

andl implementedl optimizedl techniquel forl subtotall andl totall 

hysterectomyl forl massivel obstetricl hemorrhagel improvedl thel 

outcomel ofl thel operation,l reducedl interoperativel bloodl loss,l and,l 

thanksl tol thel improvementl ofl conservativel therapy,l reducedl 

maternall mortalityl byl 2.8l timesl inl thel perinatall centerl ofl 

Urgench. 
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CONCLUSIONS 

As a result of the study of the Doctor of Philosophy (PhD) 

dissertation on the topic: “Optimization of the technique of subtotal and 

total hysterectomy for massive obstetric hemorrhage,” the following 

conclusions were formulated: 

1. The incidence of massive obstetric hemorrhage in relation to the 

total number of births is 0.3%, i.e. 1 case in 317 births. Severe 

preeclampsia, severe premature abruption of a normally located 

placenta, placenta previa, antenatal fetal death and moderate anemia 

during pregnancy were the main reasons contributing to the 

development of massive obstetric hemorrhage in the prospective group. 

Such serious complications and somatic diseases accounted for 2.43 

cases for each pregnant woman. 

2. The main reasons contributing to the development of massive 

obstetric hemorrhage during childbirth were cesarean section - in 53 

(67.9%) cases, performed for severe premature abruption of a normally 

located placenta, central placenta previa, severe preeclampsia, amniotic 

fluid embolism and complete uterine rupture, where the total amount of 

blood loss averaged 2250.45±200.0 ml (p<0.05) and uterine atony after 

vaginal delivery in 25 (32.0%) cases, where the amount of blood lost in 

the average was 1880.0±80.0 ml (p>0.05). 

3.l Al comparativel analysisl ofl thel effectivenessl ofl subtotall 

andl totall hysterectomyl inl thel classicall versionl inl al retrospectivel 

groupl showedl thatl interoperativel bloodl lossl averagedl 860±110.0l 

mll (p>0.05)l andl thel durationl ofl thel operationl wasl 93.0±5.0l 

minutesl (l p>0.03).l Withl thel optimizedl versionl ofl thel operationl 

ofl subtotall andl totall hysterectomyl inl thel studyl group,l 

interoperativel bloodl lossl decreasedl byl morel thanl 340.0±50.0l mll 

andl averagedl 520±50.0l mll (p>0.05);l thel durationl ofl thel operationl 

wasl reducedl byl 22±4.0l minutes.l (p>0.03)l andl averagedl 71.0±3.0l 

minutes. 

4.l Inl alll postpartuml womenl withl massivel obstetricl 

hemorrhagel (inl thel retro-l andl prospectivel group),l al significantl 

decreasel inl plasmal andl cellularl bloodl coagulationl factorsl wasl 

revealedl duel tol moderatel anemia,l bleeding,l hemorrhagicl shockl 

andl thel additionl ofl generalizedl coagulopathicl bleeding.l Thel 

identifiedl changesl inl bloodl coagulationl parametersl overl timel havel 

becomel onel ofl thel mainl diagnosticl laboratoryl criterial thatl 
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determinel thel severityl ofl massivel obstetricl hemorrhagel andl 

disseminatedl intravascularl coagulationl syndrome. 

5.l Thel developedl andl implementedl optimizedl techniquel ofl 

totall andl subtotall hysterectomyl forl massivel obstetricl hemorrhagel 

helpedl tol reducel interoperativel bloodl loss,l reducel thel durationl ofl 

thel operation,l therebyl improvingl thel outcomel ofl thel operationl 

andl therebyl reducingl maternall mortalityl froml 5l (6.9%)l casesl tol 

2l (2.l 5%),l i.e.l 2.8l times. 

 

                               PRACTICAL RECOMMENDATIONS 

1.l Patientsl withl somaticl diseasesl ofl thel cardiovascularl 

system,l suchl asl moderatel ironl deficiencyl anemia,l chronicl arteriall 

hypertension,l varicosel veinsl ofl thel lowerl extremities,l endocrinel 

pathologyl withl metabolicl disorders,l bodyl massl indexl morel thanl 

31l orl lessl thanl 18,l morbidl I-l IIl degree,l diseasel ofl thel 

gastrointestinall tractl withl pepticl ulcer,l chronicl hepatitisl B,l Cl andl 

urinaryl tractl infectionl beforel andl duringl pregnancy,l shouldl bel 

classifiedl asl al possiblel riskl ofl developingl massivel obstetricl 

hemorrhagel duringl pregnancyl andl childbirth. 

2.l Pregnantl andl postpartuml womenl withl severel 

preeclampsia,l severel prematurel placentall abruption,l centrall 

placental previa,l antenatall fetall death,l amnioticl fluidl embolisml andl 

completel uterinel rupturel shouldl bel classifiedl asl havingl immediatel 

orl underlyingl causesl contributingl tol thel developmentl ofl massivel 

obstetricl hemorrhage. 

3.l Inl casel ofl postpartuml hemorrhagel duel tol uterinel atony,l 

continuel conservativel hemostaticl therapyl upl tol al volumel ofl 

21±0.5l ml/kgl perl bodyl weight;l ifl bleedingl continues,l organ-

preservingl surgicall hemostasisl shouldl bel startedl “hemostaticl 

suturesl onl thel uterusl along 

B-Lynch",l "ligationl ofl threel greatl vessels",l ifl therel isl nol 

effectl froml thesel methodsl (withinl 25l minutes)l orl anl increasel inl 

thel amountl ofl bloodl lossl inl al volumel ofl morel thanl 27±3.0l 

ml/kgl perl bodyl weight,l startl anl optimizedl versionl ofl thel 

operationl ofl totall andl subtotall hysterectomyl . 

4.l Inl alll postpartuml womenl withl massivel obstetricl 

hemorrhage,l itl isl recommendedl tol determinel clinicall andl 

biochemicall laboratoryl parametersl ofl plasmal andl cellularl bloodl 
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coagulationl factorsl overl time,l whichl isl al determiningl criterionl forl 

thel severityl ofl massivel obstetricl hemorrhage. 

5.l Inl casel ofl massivel obstetricl hemorrhage,l tol reducel 

interoperativel bloodl loss,l reducel thel durationl ofl thel operation,l 

improvel thel outcomel ofl thel operationl andl reducel maternall 

mortality,l wel recommendl usingl thel optimizedl versionl ofl thel totall 

andl subtotall hysterectomyl techniquel thatl wel havel developedl andl 

implemented. 
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