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Risk factor

The four Ts

OR (95% CI)

Multiple pregnancy

Previous PPH

Pre-eclampsia

Fetal macrosomia

Failure to progress in second stage

Prolonged third stage of labour

Retained placenta

Placenta accreta

Episiotomy

Perineal laceration

[ General anaesthesia ]
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;o : DaKTopbl pUCKa Pa3BUTUA KPOBOTEYEHUSA
Example of Risk Assessment Jool+
Low Risk Medium Risk High Risk
Sinaleton preanancy Frior cesarean or uterine surgery | Previa, accrefa, ngreta, percreta
Less than four previous deliveries More than four previous delivenes | HCT =30
Unscarred uterus Multiple gestation (Bleeding at admission
Absence of postpartum hemorhage history  Large uterine fibroids Known coagulation defect

( Choripamniontis "\  Histoy of postpatum hempmhags
Magnesium sulfate use Abnormal vital signs (tachycardia and

- ‘-'tamﬁ:m:l (CA): LHlIfIIIITIIH L HtElﬂHl JLﬂIlt L-HFE
Collaborative; Sacramento (CA): Califomia Department of PublicHealth; 2015.



1. Underestimated blood loss

2. Treating PPH as a diagnosis (as opposed to a sign) and not identifying the underlying
cause/s

3. Inattention to trends in the vital signs

4. Delay in laboratory assessment for developing anemia or coagulopathy

9. Delay ininstituting blood component therapy

@ytin surgical intervention >

7. Not making the mental shift from “normal delivery” to “life-threatening emergency”

8. Poor perioperative communication between the Obstetrician and Anesthesiologist
regarding who will primarily manage blood loss estimation

9. Poor postpartum communication between Nurse and Obstetrician regarding EBL, vital
signs and other clinical indications

10. Lack of preoperative preparation for massive hemorrhage (ie., placenta previa with
prior cesarean and suspected placenta accreta)
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Kommenmapuu: Ilpumenenue zpadyuposannsix emxocmeii (MewKo6-KoANeKMOPOS,
yurunopoe uru Cell Saver) sernemeca oGvexmuenviv uncmpysmenmos, UCHOABIYeMBIM
0aR OyeHKu nomepu Kpoeu ¢ mounocmeio 90%. Ecau ecms 603MOMCHOCTS UCHOAB306aAM S
Zpacyuposanuvie emMKOCMY, MO UCNOALIOEAMb GUIYATBHOE ONPederenue Kpoeonomepu 6

OONONIHENNUE K HEMY HE UMeem CMbICAA, max Kax eedem nepeoyenxe Kposonomepu u
neaoexeamnomy aevenuio [13, 16-20).




H A E M O S T A S I S
H Ask for help

A Assess (vital parameters, blood loss) and resuscitate

E Establish etiology, ensure availability of blood, ecbolics (Syntometrine,
ergometrine, bolus oxytocin)

M Massage uterus
O Oxytocin infusion/prostaglandins — IV/per rectal/IM/ intramyometrial

S Shift to operating theatre — exclude retained products and trauma/bimanual
compression

ﬁ Tamponade balloon/uterine packing \

A Apply compression sutures — B-Lynch/modified
S Systematic pelvic devascularization — uterine/ovarian/quadruple/internal iliac

| Interventional radiologist — if appropriate, uterine artery embolization

\S Subtotal/total abdominal hysterectomy /




MaccaXX MaTku U YTePOTOHUKMU

Uterine massage is of no benefit in the prophylaxis of PPH. |I|

Uterine massage
A Cochrane review analysed the effectiveness of uterine massage after birth, and before or after delivery
of the placent, or both, to prevent PPH. Two randomised controlled trials (RCTs) were included and the Evidence

review found no significant difference between groups. level |+

Prophylactic uterotonics should be routinely offered in the management of the third stage of
labour in all women as they reduce the risk of PPH.

For women without risk factors for PPH delivering vaginally, oxytocin (10 iu by intramuscular
injection) is the agent of choice for prophylaxis in the third stage of labour. A higher dose of
oxytocin is unlikely to be beneficial.

For women delivering by caesarean section, oxytocin (5 iu by slow intravenous injection) should
be used to encourage contraction of the uterus and to decrease blood loss.

Ergometrine—oxytocin may be used in the absence of hypertension in women at increased risk
of haemorrhage as it reduces the risk of minor PPH (500-1000 ml).

Prevention and Management of Postpartum
Haemorrhage

Green-top Guideline No. 52
December 2016
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Table 3. Acute Medical Management of Postpartum Hemorrhage <

Drug”® Dose and Route Frequency Contraindications Adverse Effects
Oxytocin IV 10-40 unis per 300-1,000 mL Continuous Rare, hypersensitivity to Usually none.
or hyponatremia with
IM: 10 units prolonged dosing.
Hypotension can result
from IV push, which is not
recommended.
Methylergonoyving  IM: 0.2 mg Every 2-4h Hypertension. preeclampsia,  Mausea. vomiting, severe
hypersensitivity to drug when given IV, which is
not recommended
15-methyl PGFzg IM: 0.25 mg Every 15-80 min. Asthma Relative Nausea, vomiting.
Intramyometrial: 0.25 mg eight doses contraindication for diarhea, fever (transient).
oL cardiac g S o
_ _ bronchospasm
Misoprostol 600-1,000 micrograms oral. One time Rare. hypersensitivity to Mausea, vomiting. diarrhea
sublingual, or rectal medication or to prostaglandins, — shivering, fever (transignt),
I— headache

Abbreviations: IV, intravenously; IM, intramuscularly; PG,

YTepoToHIMeCKIle CPeacTBa 11 Cnocods! 11X NPIIMEHeHNIA npeactasnexsl B Tadauue 9 [2.
29]

hanevermmeapiie: Musnpocines ne cepummefniupoccn o Py o evenns PRORC FC I n WA
FPHIGCNRICHCIRIA, 6 CGHEG © MO e e e .-'.fr.-';nu‘.ru'nm_ el GEFINILRCTICR IRELThIEr TIEnE
MCWRTCN S OMCCHCN KM e g, FOIMARA I Ve LBOCh  ociamioninimt Ity o
CPYSHS BPCHApamon,  HpH - VCIOGHIE IS POSpCCHEs . GRaseonoi  kecens

Mechrgiicreols opeami s (peoscenne 14).
P ——




MeToabl KOHCEpPBAaTUBHOIO remocTa3a U Kposecbeperatowiue

TeXHON0rnMu
* [I[ppumeHeHUe YyTepPOTOHUKOB

vBHYTPUBEHHOE BBeAeHUEe OKCUTOLMHA

viipumeHeHue KapbeToumnHa

vicnonb3oBaHWe MM30NPOCTONA

* AHTUGUOPUHONUTUKM (TPaHEeKCaMOBaA KUCNOTa)

* MHTpaonepaumnoHHaA HOPMOBOJIeMMUYECKaa remoanniouusn
 AnnapatHana peuHdy3ua ayTo3pUTPOLUTOB

 KomnoHeHTbl KpoBu (C3M, TpombouunTbl, KpUonpeunnurar)

* PaKTopbl CBEPTbIBAHUSA
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1. [Ipenapar [laban® (kapOeTouwH) gEmAeTCA 30k
THEHEIM VIePOTOHHYECKHM CPEICTBOM, IPHMEHEHHE KO-
TOPOr0 JOCTOBEPHO CHHKAET 00BEM KPOBONOTEPH MpPH
A0JOMHHATBEHOM POTOPa3pPEIIEHHH N0 CPABHEHHIO C OKCH-
TOLHHOM V IAHEHTOK ¢ PyOLOM Ha MaTKe, KPYIIHEIM ILTO-
TOM, MHOTOIUTOTHOH O&peMEHHOCTRIO.

2. Ilpu npoduIakTHKE KpoBOTedeHHA npenapaToM [Ia-
pan® (kapOeTOUHH) 3HATHMO pPeEe TPEOVIOTCA JOTOTHH-
TeIBHEIE METOIE! OCTAHOBKH KPOBOTEICHHS.

5. ChoomHele KIHHHYeCKHE CHTVAIIHH, COYeTaOIIHE
MpellekaHHe H BPacTaHHEe IUIAIIGHTHL OTCIOHKY HOp-
MaIBHO HIIH AHOMAIBHO PacION0KEHHOMH IALEHTEL, KOTIa
KPOBOTETEHHE OOVCIOBISHO KOMILIEKCOM NPHIHH H Ha-
PYIIEHHE TOHYCA MATKH He ABIAeTCA BEIVINEH, He CIVEAT
MpAMEIM MOKa3aHHEM 114 IPHMeHeHA npenapara [laban®
(KapDEeTONHH); eT0 MPHMEHEHHE IIPH OPTaHOCOXPAHAONTHX
ONepalHAX NO3BOIAeT 00SCIeTHTh HadeKHEIH reMOCTas H
VMEHBIIHTE 00BEM KPOBOMOTEPH.



Clinicians should consider the use of intravenous tranexamic acid (0.5-1.0 g), in addition to oxytocin,

at caesarean section to reduce blood loss inwomen at increased risk of PPH. [New 2016]

Tranexamic acid

The use of tranexamic acid in the prevention of PPH in women considered to be at low risk of PPH was
addressed in a Cochrane review.”> This found that blood loss greater than 400 or 500 ml was less
common in women who received tranexamic acid in addition to the usual uterotonic agent after vaginal
birth or caesarean section in a dosage of | or 0.5 g intravenously. Tranexamic acid was effective in
decreasing the incidence of blood loss greater than 1000 ml in women who had undergone caesarean
section (RR 0.43, 95% Cl 0.23-0.78; four studies; 1534 women), but not vaginal birth. Mean blood loss
until 2 hours postpartum was lower in the group of women who received intravenous tranexamic acid
postpartum (mean difference —77.79 ml; 95% Cl —97.95 to —57.64; five studies; 1186 women). The
authors of the Cochrane review on the use of tranexamic acid in the prevention of PPH conclude that
further studies are required to investigate the risk of serious adverse effects, including thromboembolic

events, and the use of tranexamic acid in women considered to be at high risk of PPH (see section 5.3.6).
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TPAHEKCAM

Tpanekcamosas KMCnoTa
10 amnyn no 5 M no 50 mrimn
Pacraop ana BHYTDHBEHHOMD BRegeHIn

NpumesaTs ng HA3HAUEHID Bpasda
Ornyckaeres no PeuenTy

MecTHOe npumeHeHuUue
(anaukauum)

Haemophilia
Bl

o 1

Topical use of tranexamic acid to control
perioperative local bleeding in
gynaecology patients with clotting
disorders: two cases

Authors

I. SARRIS,A. ARAFA,L. KONARIS,R. A. KADIR

Volume 13, Issue 1
January 2007
Pages 115-116



MeToAbl NO3TanNnHOro Xnpyprnyeckoro remocta3sa

* YnpaBasemasa 6ann0HHaA TaMnoHaaa

* [lepeBA3Ka MaTOUYHbIX COCYA0B
 KomnpeccnoHHble WBbl HA MATKY

e «Uterine sandwich» (KomnpeccuoHHblie wBbi+YBT)
* AHrnorpaduyeckaa ambonusaumsa

*[NepeBA3Ka BHYTPEHHUX NOAB3A0LHbIX apTEpPUi

»>INeKTpoxmpyprua (aproHonanasmeHHasa Koarynsaums)
>J/loKanbHble remocTaTUyecKkmMe maTtepuani

* [ucTepakTOoMuUA



Intrauterine balloon tamponade is an appropriate first-line ‘surgical’ intervention for most

women where uterine atony is the only or main cause of haemorrhage.

5.6.2.1 Urterine balloon tamponade

Tamponade using various types of hydrostatic balloon catheter has superseded uterine packing for the
control of atonic PPH.'*® Case series have used a Foley catheter,'** Bakri balloon,'*® Sengst:aken—
Blakemore oesophageal catheter' -’ and a condom catheter. = The urological Rusch balloon has been
9 A detailed protocol for
uterine tamponade using the Rusch balloon is available.'*® The 2014 Scottish Confidential Audit of Severe
Maternal Morbidity report identified 339 women who had an estimated blood loss of 2500 ml or higher; in
82 cases, balloon tamponade was employed, successfully avoiding hysterectomy in 75 (91%) women.'>®

described as preferable by virtue of larger capacity, ease of use and low cost

This success rate is of the same order as that reported in other case series.

Some of the reports of balloon tamponade'*%'*!

describe the intervention as the ‘tamponade test’. A
‘positive test’ (control of PPH following inflation of the balloon) indicates that laparotomy is not required,
whereas a ‘negative test’ (continued PPH following inflation of the balloon) is an indication to proceed to
laparotomy. The concept of balloon tamponade as a ‘test’ serves to affirm its place as first-line ‘surEic:aI'
management. There is no clear evidence on how long the balloon tamponade should be left in place. In
most cases, 46 hours of tamponade should be adequate to achieve haemostasis and ideally it should be
removed during daytime hours, in the presence of appropriate senior staff, in case further intervention is

I'IECEEEE.I'}I’.I"& 147
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Balloon Tamponades







[lpmeHeHne BarMHaNbHOIro U MaToO4YHOro
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Tamponade Technigues for Postpartum Hemorrhage

&

Technique Comment

balloon tamponade devices
- Bakri Balloon
- €bb utering tamponade system

Inseried transcervically or
through cesarean INgision; has
an exit port for blood drainage
Infated with 300-200 mL of
sdling

Double Balloon: maximum rec-
mmmended 0 voumes ai 70
mL for the uterine balloon and
300 mL for the vaginal balloon.

Foley catheter Isert one or more 60 mL bulbs
and fill with 60 mL of saline.
Utering packing 4-nch gauze, can be soaked

with 5,000 units of thrombin in
5 mL of saline then insert from
one cormua to the other with

ring forceps.

75-86%

IPDEKTUBHOCTD



BpemeHHaa 6annoHHaA OKKAO3UA 06LLLMX
NoAB3A0LWHbIX apTEPUM

Kypuep M.A., bpecias N.1O., JlareimkeBuy O.A. BpemenHass OaysloHHas OKKJIIO3UsSI OOIIUX TMOJB3AONTHBIX
apTepuil y MalMeHTOK ¢ pyOIloM Ha MaTKe Moclie KecapeBa ceueHus W placenta accreta. I[lpeumymectsa u
BO3MOYKHBIE OCJIOKHEHUS // AKymiepcTBo U TuHekonorus. — 2016. — Ne 12. — C. 70 - 75.



PeaHMMaULMNOHHAA SHAOBACKyNApHaA
6an10HHaA oKKAto3mA aopTbl (REBOA)

o ApTepuanbHblit 4OCTYN Yepes begpeHHY apTepuio, yCTaHOBKAa MHTpoAblocepa

* YcTaHOBKa 6an/I0HHOIO KaTeTepa c no3uumeit 6anioHa B COOTBETCTBYHOLLEN 30HE a0pTbl

* WHonauma 6annoHa
o [Jednaumua bannoHa
* YnaneHue 6annoHa
* YpaneHue UHTpoAblOCEpa

* YwmnBaHne beapeHHON apTepumn

Aortic zone 2 -[

Aortic zone 1

]- Aortic zone 3

A==y

MHdpapeHanbHblii
otaen

T

Open Access Emerg Med. 2019; 11: 29-38_ PMCID: PMCB336022

Published online 2019 Jan 14. doi: 10.2147/0AEM.S166087 PMID: 30666171

Resuscitative endovascular balloon occlusion of the aorta: current
evidence

Lesley A Osborn,’ Megan L Brenner. 2 Samuel J F'rater,‘I and Laura .J Moore?

= Author information = Copyright and License in formation Disclaimer




The Innovative Condom Tamponade Unit

A condom still saves lives even during Childbirth!

Developed in Bangladesh
by Ashkter and Team

The Condom fCatheters Unit
can be assembled in a few
minutes and cost of

components is = U .S.$5




MeToabl nepeBA3KU MAaTOUYHbIX COCYAOB

Memoo nepesa3Ku MamoYHbIx cocy0os 015
OCMAHOBKU KpoBoMeYeHUs npu amoHuUU Mamku
snepsole npumeHun Woters (1952)

. P. Huyuweunu, 1957—1962;
T. Komypbaw, 1959;

E. K. AnekcaHOpos, 1962;

M. C. QupynbHuKos, 1962, 1963

lMocne 8cKkpbimua bprowHOU nosaocmu sesyro PyKy noosoosim rnod Mamky U HeCKO/bKO
cMew,arom Krnepeou AUCMOK WUPOKOU €8A3KU Yy Mecma 8Xox0eHUs MamoYHol apmepuu 8
mamky. Cocyoucmeolli ny4yoK npu 3mMmom cmaHo8UMCA XOpowo 8UOUMbIM Yepe3 BPoWUHY;
nybCUPYIOWYIO apmMepuUto 1e2Ko onpedenaom U rnepessa3sieaom Kemaymom 4yme 8biule
8HYMpEeHHe20 3e8a MAMKU; MO #e camoe npou3sodam ¢ dpyaoli cmopoHsl. Ecau auzamypa
HA/10H(EHA NPABUbHO, NPeKpaw,aemcs nyabcayus e nepughepuyeckom KoHue Mmamo4Hol
apmepuu. CocyObl nuaupyrom 6e3 8bicernaposKu Ux U paccevyeHus AUCMKo8 bprowuHbl nymem
MPOKos1a mKaHel uanod.

Au4YHUKOBble apmepuu repessa3bi8aom y 0OCHOBAHUSA cO6CMBEHHbIX C8A30K AUYHUKOS.




Broad ligament

- Ovarian artery—Y
~ and vein

@

(D

Internal iliac
artery

Position of Cesarean section/
hysterotomy on anterior

and vein
Sﬂurﬁe: E'R' Tmans’ B-L Hum“a n' L.C' G“Etrap III' SlLigation sites (a, b, ¢ + d) i l ' Intarn:‘ta::n:fa‘::e::als
F.G. Cunningham: Cunningham and Gilstrap's Operative ’ ” : ’
Obstetrics, Third Edition: www.obgyn.mhmedical.com St st

Copyright © McGraw-Hill Education. All rights reserved.



5.6.2.2 Haemostatic suturing

152

Several case series have been published describing success with haemostatic brace sutures. The best

known version, described by B-Lynch in 199754 requires hysterotomy for its insertion and is particularly
suitable when the uterus has already been opened for a caesarean section. A review published in 2005"®

summarised nine case series of B-Lynch suturing (a total of 32 cases), reporting success in all but one case.

In 2002, Hayman et al.'*® described a modified compression suture which does not require hysterotomy,
and success in 10/11 women managed with this suture has been rEpnl‘tEd.lH Other authors have
described variants on these l:ueau::hnhqumas.'55‘'5‘5| Double vertical compression sutures have proved effective in
treating PPH due to atony and placenta praevia. This may have a dual action of reducing uterine blood

flow and compressing the bleeding surface.'®®

A prospective population-based study of 21 | women treated with a uterine compression suture to control
PPH concluded that the overall failure rate of sutures leading to hysterectomy was 25%.'®! There was no
difference in failure rate among B-Lynch, modified B-Lynch and other suture techniques. Risk factors for a
hysterectomy included increasing age and vaginal delivery. In addition, a prolonged delay of 2—6 hours

between delivery and uterine compression suture was independently associated with a four-fold increased

risk of hysterectomy. This emphasises the need for careful postpartum evaluation of blood loss to avoid

prolonged delay in haemorrhage recognition.
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KOMHpeCCMOHHbIe LBbl
Mo pacnono)XeHuro Ha maTKe:

NMonepeuHble
BepTuKanbHble
KombuHupoBaHHble

Mo OTHOLWIEHUIO K CTEHKAM MATKMU:

CwuBaowme
Cénunxkarowme
Crarnsatowme

KombuHuposaHHble

MeHsauwme pacnosoXeHue Tesia MaTKu




KomnpeccnmoHHble wsbl no N.H.Pembesy

Qf/é ?/ ) M. H. PEMBE3

PA3PBIBbI MATKH

PH('.- 13 Hﬂ.’IO)KCHI]'C reMoCTATHYECKNX IIBOB Ha TeJa0 MaTKH no
PemGesy.

OAHAKO, HECMOTps Ha TEXHHYECKYI JIETKOCTb BbINOJHE-
1A, OHA HHKOILa He JOMKHA GbIThb CAMOIEIbI) THHEKO-
snora. M saech ocHOBHAsi 3ajlaya — OCTAHOBKA KPOBOTeue-
HUA. V1aJHB M3 MaTKH, PA3YMEeTCH, Yepe3 ViKe HMewlly-
10CH paHy MJAOA H NJAAUEHTY, CAeIYeT TIUATEe/NbHO OCMOT-
peTh ee Kpasi, 3aXBaTHTb 3a/KHMAMH, a 3aTeM M TiepeBs-
3aTh KposoToualune cocyabl. Ecnn paspuis Mmatkn nenoa-
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Uterine compression sutures

Cho suture.

The letters of a-d indicate the point at which the needle transfixes the entire uterine wall. Eamptatwd four

square sutures

Transverse suture laterally to sliding in

the longitudinal suture

Figure 4] Matsubara-Yano (MY) suture.
suture.”

The arrow indicates the route, "the transverse suture should penetrate lateral to the longitudinal
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Lower segment incision

Closure of Cesarean
section/hysterotomy
incison



Transfixing the total

Thread is tied at the fundus
uterine wall

Hayman suture.




«Uterine sandwich»
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Uterine compression sutures for postpartum hemorrhage: 3¢(I)e KTUBHOCTD

an overview

SHIGEKI MATSUBARA, HITOSHI YANO, AKIHIDE OHKUCHI, TOMOYUKI KUWATA, RIE USUI & reMOCTa 3a (76- 100%)

MITSUAKI SUZUKI
Department of Obstetrics and Gynecology, Jichi Medical University, Tochigi, Japan

Uterine compression sutures 5. Matsubara et al.

Table 1. Characteristics of various uterine compression sutures.

Transfixation
Mumber of of total Mumber of Hemostasis Pregnancy or delivery
Procedure (year) patients uterine wall Literus open threads used achieved (%) after the suture (%)
B-Lynch (1997) 5 No' Yes 1 5/5 (100) 2/5 (40)
Hayman (2002) 3 Yes Mo 2 3/3 (100) nd
Cho (2000) 23 Yes Mo 4-5 23/23 (100) 410 (40)
Pereira (2005) 7 Mo Mo 4-B 717 (100) 177 (14)
Ouahba (2007) 20 Yas Mo 4 19/20 (95) B/8 (75)
Hackethal (2008) 7 Yes Mo 616 707 1100) Pregnancy desire (-)
Makino-Takeda (2012) 3 Yes Mo 4 3/3 (100) nd
Matsubara-Yano (2009) 8 Yes Mo 4-5 8/8 (100) 2/8 (25)
Marasinghe (2011) 17 Yes Mo 2 1317 (786) 21020
Meydanli (2008) 7 Yes Mo 1 &/7 (86) Pregnancy desire (-]
Zheng (2011) 9 Mo Mo 2 9/9 (100) 18 (11)
Total 103/109 (97) 18/57 (32)

nd: not described.
'A needle penetrates the anterior (A) and posterior (P) uterine wall but does not transfix the uterus through the AP diameter.



lNMoKasaHuAa anA NMPUMEHEHNA KOMNPECCUOHHO-
CLUMBHbIX TEXHOJIOTUM

-NnpodUNaKTUKa KPOBOTEYEHUA Y NALMEHTOK rpynnbl PUCKA
(NnpepnerkaHme naaueHTbl, TAXKeNaa NpesKkaamncus,
KpoBOTeYeHMe B aHaMHe3e, Noc/ie NpoBeAeHNA METPONAACTUKN)

-TMNOTOHUYECKOE KPOBOTEYEHME BO BPEMSA KECapEBA CeYeHuns
-TMNOTOHUYECKOE KPOBOTEYEHME B PaHHEM NOCAEPOA0BOM
nepuoae npu HeadpPeKTUBHOCTU NMPUHATBLIX Mep (nanapoTomumsa

nocae CNOHTaHHbIX POAO0B)

-KpOoBOTEYEHME U3 NN1ALUEHTAPHOW NNOLWAAKM B 06/1aCTU HUXKHETO
CermeHTa Npu npeaseXaHum naaueHTbl



TpeboBaHMe K KOMNPECCUOHHbIM LLIBaM

OKa3aHWe NPAMOro Hapy*Horo aaB/eHuUs

LloB 3aBA3biBaeTcA nocse 6OMMaHyaZibHOWM Kommpeccun C
ycunmem,  OOCTAaTOYHbIM A8 OCTaHOBKM  KpOBOTEYeHuUA
(ocywecTBnAeTCsA aCCUCTEHTOM)

[lo3npoBaHHas KoMnpeccus Npu 3aBA3biBaHMK Y3108, HEJ0MNYyCKasn
nobeneHmnsa noanexawmx TKaHEN UAN MPU3HAKOB Npope3biBaHUA
y3/10B

ObecneyeHue [ApeHarka MOC/NepodoBOM MaTKM, COXpaHeHue
cBODOOAHbIX KaHa/10B BAO/1b MONOCTU MATKM

Ucnonb3oBaHUEe CUHTETUUYECKUX HUTEM C KOPOTKMM CPOKOM
paccacbiBaHMUA, ONTUMA/IbHO C aHTUCENTUYECKUM MOKPbITUEM




ONTUMAJIbHO ANA
KOMMNPECCUOHHOM
XUPYPIUU

JlocTaToyHaa urna
* 80 Mmm

* )2 OKPYXKHOCTU
* Kpyrnasa

Hutb
* [nwnHa (90-100 mm)
e MM

* AHTMOaKTepuanbHoOE NOKpPbITUE
(Plus)




lNpoBeaeHUe NOCTOAHHbLIX MACTepP-KNaccoB







Cnacmbo 3a BHMMaHuel
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