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Obstetric Haemorrhage
See also:
 Trust protocol for Massive Haemorrhage
 Women who decline blood products
 Consultant trigger list
 Training needs analysis
Aim:

To guide the clinician in taking appropriate action when attending to a postpartum haemorrhage

Definition:
Primary postpartum haemorrhage (PPH) is traditionally defined as the loss of more than 500mls from the genital
tract in the first 24 hours after vaginal delivery, more than 1000mls following caesarean section (CS) or any loss if
associated with haemodynamic changes in the mother. If loss occurs between 24 hours and six weeks following
delivery, it is defined as secondary PPH.
PPH occurs in 2-11% of deliveries but in most situations when blood loss is estimated visually it is under
estimated. Quantitative measures of blood loss increase the PPH rate to 20% but life threatening haemorrhage
occurs in approximately 1 per 1000 deliveries.1,2
The definition of PPH severity is detailed below;
Minor PPH= more than 500-1000mls
Moderate PPH= more than 1000mls
Severe PPH=more than 2000mls (RCOG, 2009)
Risk factors:
Distended uterus due to multiple pregnancy or polyhydramnios
Long, often augmented labour
Instrumental birth
Uterine fibroids
A history of placenta praevia.
Placenta praevia
Previous caesarean section
Clotting disorders (e.g. Von Willebrand’s Disease)
Pre-eclampsia.
Antepartum haemorrhage.
If the woman refuses blood products, follow the individualised plan in her hand-held notes and refer to
the policy on ‘Women who decline blood products’.
Origin of bleeding (‘4 T’s’) (ALSO 2003)


Tone - uterine atony (70% of PPH).



Trauma (20% of PPH) including:
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Extensive vaginal tears
Episiotomy
Cervical tears
Uterine rupture
Vaginal haematoma
OASIS


Tissue (10% of PPH).
Retained products of conception.



Thrombin (1% of PPH due to coagulopathies).
Disseminated Intravascular Coagulation (DIC) is usually a secondary development due to massive blood

loss.
Antenatal anaemia
Haemoglobin <110g/l at booking and < 105g/l at 28/40 should be investigated and iron supplementation started if
indicated. Women not tolerating or not responding to oral iron should be considered for parenteral iron infusion.
Management
Rub up a contraction and:
1) Call for help: fast bleep 2222:
- Obstetric registrar and SHO
- Anaesthetic registrar and ODP
- Additional 2 midwives, including the labour ward team leader
- One further midwife/ MCA should be assigned to scribe
When help arrives, allocate:
 One clinician to manage the woman’s airway (usually the anaesthetist)
 Two clinicians to manage the arms (IV access)
 One clinician to manage the uterus and orchestrate management of the PPH
 One staff member to scribe noting all fluids administered on a fluid balance chart
 A member of staff should also be asked to man the back door to allow staff from other areas of the
hospital to enter.
2) Assess maternal condition; Airway, Breathing, Circulation
If placenta not delivered - actively manage the third stage of labour (administer Syntocinon 10IU
IM with vaginal delivery and 5IU Syntocinon IV with Caesarean Section).
3) If placenta is not delivered, deliver it as a matter of urgency.
4) Maintain fundal massage to stimulate a contraction
5) Secure IV access (2x16 G IV cannulae); take bloods
FBC
purple bottle
Cross match
pink bottle
Clotting studies including fibrinogen
blue bottle
6) Administer further uterotonic agent(s);
a. If normal BP during pregnancy
i. Oxytocin 5IU slow IV (repeat if necessary)
ii. Ergometrine 500mcgs slow IM or IV
iii. Commence an IV infusion of Syntocinon 40IU in 500mls NaCl at 125mls per hour via an
infusion pump
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iv. Carboprost (Haemabate) 250mcgs should be given if atony is still a problem, IM every 15
minutes (up to 8 doses in total including any myometrial injection – see below)
v. PR misoprostol 800mcgs
vi. Consider tranexamic acid 1g IV
b. Hypertensive during pregnancy
i. Oxytocin 5IU slow IV (repeat if necessary)
ii. Commence an IV infusion of Syntocinon 40IU in 500mls NaCl at 125mls per hour via an
infusion pump
iii. Carborprost (Haemabate) 250mcgs should be given if atony is still a problem, IM every 15
minutes (up to 8 doses in total)
iv. PR misoprostol 800mcgs
v. Consider tranexamic acid 1g IV
7) Obstetric registrar to perform a vaginal examination to
a. Evacuate clots
b. Check for retained lobe of placenta.
c. Diagnose extent of vaginal trauma (Including PR examination)
8) Begin IV infusions:
a. 2000mls warmed isotonic crystalloid
b. Up to 1500 mls of colloid until blood arrives
c. blood (see below)
9) Midwife to check placenta and membranes are complete.
10) If uterine atony still suspected then perform bi-manual compression.
11) If a second dose of Carboprost is required, preparations to transfer the woman into theatre should begin.
Massive Obstetric Haemorrhage
In the event of a severe obstetric haemorrhage (blood loss 2000mls or more) instigate the massive
haemorrhage procedure (see Trust transfusion Guideline)
RECOGNISE AND ACTIVATE THE MASSIVE HAEMORRHAGE PROTOCOL Call
Switchboard on 2222 and state ‘Massive haemorrhage for (insert relevant
ward/department)’. Switchboard will alert the appropriate senior members of staff. This group of
professionals can vary depending on local practice. i.e. switchboard will alert the on call senior
Anaesthetist, Haematologist (in normal working hours only), Transfusion Practitioner (in normal
working hours only), and Blood Bank advising ‘Massive Haemorrhage – location’. The on-call
anaesthetist would then be required to attend. Release of blood components/products is not
dependent on the approval of a haematologist although they can be contacted for advice at any
point.
Inform the Consultant obstetrician and also consider informing the;
a) Consultant anaesthetist
b) Consultant haematologist where the clinical circumstances require this
ALLOCATE TEAM ROLES


Team lead er
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Clinical Communication Lead (CCL) role
Sample taker / documenter
Transporter of products/sample

ROLES
MASSIVE HAEMORRHAGE TEAM LEADER
Who: Senior Doctor with relevant authority, expertise and experience
Role: (the role indicated here is broadly defined only as it is outside of the remit of the Transfusion
Team)

Lead, manage, and coordinate all patient requirements

Communicate with CCL to ensure he/she aware of transfusion needs

Ensure other relevant staff/teams are present/communicated with

Alert relevant clinical areas (ITU/Theatre etc)
MASSIVE HAEMORRHAGE CLINICAL COMMUNICATION LEAD (CCL) ROLE
Who: A critical role - Medical ST1 or above who can fully understand and communicate the clinical
situation, requirements and progress. One of the most significant factors for ensuring blood
components/products are ready as soon as possible is early identification of the need for massive
transfusion and effective, timely, communication with blood bank. The role of the Clinical
Communication Lead (CCL) is pivotal to effective resolution of the situation

The role of the CCL encompasses ensuring that the samples sent are of sufficient quality to enable
swift and accurate processing. This is a significant factor in ensuring blood products are ready as
soon as possible; specifically ensuring the identification details are consistent and correct. It is
recommended that if there is doubt about spellings of names/exact dates of birth then the patient
should be treated as ‘unknown’ (see below) as traumatized relatives may not give consistent
dates/spellings which can lead to sample rejection. Transfusion samples that are labelled
incorrectly will NOT be used, as it is not legal to do so. If it is impossible to obtain a sample the
Blood Bank will supply O Rh D negative/positive blood dependent on the age and gender of the
patient.
Role: Critical role in communicating patient’s transfusion needs to blood bank

Ring blood bank asap

Tell them ‘I am the communication lead for the massive haemorrhage on – location –‘

Give them patient & clinical details

Give them your details and contact numbers/bleeps

Inform them of any emergency/flying squad/code red blood taken

Inform blood bank when Pack A has been used and whether Pack B is required (see
section 39.9)

Maintain frequent/regular contact with blood bank re blood being ready / blood results

Liaise with Team Leader re transfusion requirements

Send staff to collect blood / blood components

Ensure sample taker is aware of samples required and samples taken meet all criteria
o Unknown patient’s minimum requirements: unique number / gender

You do not need the approval of a Consultant Haematologist for release of blood product
when the major haemorrhage is activated.

Liaise with Consultant Haematologist if expert advice required

NB release of Novo7 requires Consultant Haematologist approval

If patient moves / bleeding resolves / patient dies

Tell blood bank

Hand role over if patient moves / as appropriate
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MASSIVE HAEMORRHAGE SAMPLE TAKER/DOCUMENTER Who:

Registered professional: Midwife /ODP / FY1/2 etc
Role:








Ensure urgent cross match samples taken as per policy: positive patient ID / label at
bedside
Minimum ID requirements
o A unique number: hospital / NHS / A+E / Major incident / Military /
o First name and surname
o Date of birth
o Gender
o Signature of person taking blood
o Date and time blood taken
o UNKNOWN patients: unique number (avoid temporary numbers where possible)
and gender
Ensure CCL has told Blood Bank that samples are on the way
Send samples to blood bank urgently
Document blood being used – drug chart / traceability tags / notes

MASSIVE HAEMORRHAGE TRANSPORTER
Who: Available personnel, can be a porter at ASPH / FPH (porters at RSCH not involved in
collecting blood)
Role:






Take samples to blood bank urgently
Collect blood as requested as per policy
Check ID of patient / product details on blood / blood label / patient ID document
Document removal of blood from blood bank
Return unused blood components/products to blood bank and document

BLOOD BANK ROLE
The BMS receiving the call from the CCL will

Undertake the role of LCL or allocate it to a more appropriate BMS

document the details on the Massive Haemorrhage communication sheet (see section
39.10)

alert senior colleague OR out of hours consider whether need to call second on

prioritise workload

issue products as per protocol (see section 39.9)

Full details of the blood bank response are outlined in ‘Guideline for the management of
massive blood transfusion SOP’
TRANSFUSION PRACTITIONER (TP) ROLE
The TP role is to improve practice through the:

Collation of audit information regarding communication between the blood bank and the
clinical area using the communication and audit forms preferably in real time

Provision of assistance to clinical / portering staff who come to collect blood
components/products

On receiving the call the TP will attend the Blood bank (within hours) as soon as feasible within
their current workload. An out of hours TP service is not available
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On arrival in theatre:
 ODP to obtain CVP monitoring equipment, uterine tamponade balloon, fluid warming equipment and
infusion pressure bag.


Continue maternal observations.

NB: 2 units of O negative blood are available in labour ward blood fridge, theatres and blood bank.
Further drug therapy
Hemabate 250ug (diluted in 10ml normal saline) may be injected by an obstetrician directly into the
myometrium, using a green/spinal needle (access can be through the cervix or through the abdominal
wall).
Blood product therapy
Administer:

4 units of type specific and/or cross-matched packed red cells followed by:
4 units FFP
2 further units of blood
Platelet transfusion if Platelets < 75 x 109/l with bleeding ongoing.
Plasma fibrinogen levels should be maintained greater than 2g/l during ongoing PPH.
Cryoprecipitate should be used for fibrinogen replacement. Administer 2 pools.
Consideration should be given to the use of Tranexamic acid.

The above blood product regime may be repeated depending on the condition of the woman.
Routine use of rFVIIa is not recommended in the management of PPH. The consultant haematologist will
advise on additional products including rFVIIa as necessary.
Surgical Interventions
If bleeding continues and pharmacological methods alone are not sufficient to control the haemorrhage, surgical
intervention should be initiated rather sooner than later:
a. Consider examination in theatre under anaesthesia
b. Consider insertion of uterine tamponade balloon
c. Consider laparotomy (consultant must be present) for:
i. B-Lynch brace suture (appendix 1)
ii. Hysterectomy
iii. Internal iliac artery ligation
iv. Parallel vertical compression sutures for placenta praevia/accrete (appendix 2)
Monitoring: temperature, blood pressure, pulse, respiration, oxygen saturations, urine output and fluid
balance documentation will continue. Consider insertion of CVP line (decision by anaesthetist).
Ongoing monitoring: bloods; acid-base status, blood gases, full blood count, haematocrit, coagulation
screens according to clinical picture.
Depending on her condition and the estimated total blood loss, the woman may be transferred from theatre
to the observation bay but it may be appropriate to transfer her to HDU/ITU on the advice of the
anaesthetist.
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Uterine artery embolisation is not usually available within this unit. The consultant radiologist should be
contacted by the consultant obstetrician to discuss the case and check availability.
Cell salvage is available depending on the availability of trained staff to administer it. The consultant
anaesthetist will co-ordinate its use as appropriate.
Following control of haemorrhage


Broad spectrum antibiotic cover may be considered.



The woman should have a risk assessment for thrombosis; prescribe measures as appropriate.



At the first possible opportunity the woman and her family should be debriefed and offered support
through the birth reflections service.



Take particular care around ensuring the woman receives pressure area care, chest physio, nutritional
advice, bladder care and cannula care.

Documentation


Contemporaneous notes must be taken and the Datix proforma for PPH must be completed and a copy
printed and filed in the maternal records.



A full account of the preceding events, treatments, clinical condition and persons present should be
documented in the case notes.



If the case is a planned caesarean section a proforma is not required if the bleeding is less than 1500mls
and any bleeding is well controlled and the woman’s condition remains stable.



It is vital that the use of any swabs to pack the uterus is documented, and the plan for removal of
these should be clear to see.



PPH >1,00mls is a reportable incident and a Datix form must be completed.



There will an annual on-going audit of obstetric haemorrhage.

Training
All midwives and doctors are expected to attend annual skills drills updates which include management of
obstetric haemorrhage (see training needs analysis).
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Monitoring
This guideline will be monitored through individual case review using the PPH proforma at appendix 3. The results are reported quarterly to the LW forum and any
actions required monitored 7 implemented by the consultant obstetrician & labour ward manager
Element to be monitored

Lead

Tool

Frequency

Reporting
arrangement

a. agreed local definition of postpartum

James
Thomas
Consultant
Obsterician

Audit tool
attached
Completion of
Datix proforma
for all PPH over
1000mls

Continuous
audit

Quarterly reports
to Women’s
Health Clinical
Governance
Group Meeting

haemorrhage

b. documented clear lines of communication

between the consultant obstetrician,
consultant anaesthetist, haematologist, blood
transfusion personnel and labour ward
coordinator

c. description of the management of women
with a postpartum haemorrhage

d. requirement to document fluid balance
e. urgent access to blood, including portering
arrangements

f.

clear and well understood trigger phrase to
activate the massive haemorrhage protocol

All women
who have had
a major PPH

Acting
on
recommendations and
Lead(s)
Labour ward Lead
Consultant
Labour ward midwifery
manager

Change in practice and lessons
to be shared
Individuals, communication
bulletins, newsletters, bonus days,
quality & safety ½ days

Individual case
review at
Women’s Health
Incident Group

All health
records that
triggered a
massive
haemorrhage
protocol

g. requirement to document an individual

management plan in the health records of women
who decline blood products

h. current arrangements for the use of
intraoperative cell salvage

i.

current arrangements for the use of interventional
radiology*

j.

maternity service’s expectations for staff training,
as identified in the training needs analysis
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Appendix 1
B Lynch Suture (No 1 vicryl W9289)
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APPENDIX 2

Parallel vertical compression sutures for placenta praevia/accrete
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Call for help; Deliver placenta/ Rub up contraction.
Fast bleep 2222 Obstetric Reg & SHO; Anaesthetic Reg, ODP;
Get 2 additional midwives

Secure i.v. access (2 x 16G). Give 5IU Syntocinon slow IV. Start 40
i.u. syntocinon in 500mls normal saline @ 125mls/hr
Start i.v. crystalloid – colloid cycle.
Send bloods: Group & Save, FBC, Clotting
Treat cause of bleeding ( suture, manual removal etc).
Check placenta and membranes complete
If uterine atony persists – Bi manual compression
Blood loss over 2 litres initiate massive obstetric haemorrhage procedure
Give Hemabate (250ug diluted in 10mls saline) i.m. or into
myometrium
Move to theatre for EUA.
Consider laparotomy & surgical techniques
Fast bleep “2222” and request (if not already present)
Obstetric registrar and SHO
Obstetric Anaesthetist and ODP
PLUS
Consultant Obstetrician & Consultant Anaesthetist, Portering Team
PLUS ASK SWITCH TO INFORM
Blood Bank and Consultant Haematologist

Obstetric haemorrhage

Consider Airway, Breathing, Circulation
Give oxytocic; i.m./i.v.

Start infusion of blood products as necessary
Admit to labour ward observation bay/HDU/ ITU as required
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EQUALITY IMPACT ASSESSMENT TOOL
Name: Obstetric Haemorrhage
Policy/Service: Maternity Services
Background
 Description of the aims of the policy
 Context in which the policy operates
 Who was involved in the Equality Impact Assessment



To ensure consistent high standard of evidence base care in labour provided.
Maternity Guideline Group

Methodology
 A brief account of how the likely effects of the policy was assessed (to include race and
ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age)
 The data sources and any other information used
 The consultation that was carried out (who, why and how?)
Policy widely circulated for comments within the Multidisciplinary Maternity Team.
Key Findings
 Describe the results of the assessment
 Identify if there is adverse or a potentially adverse impacts for any equalities groups
Accepted and understand the relevance of high standards of evidence based LW practice.
Conclusion
 Provide a summary of the overall conclusions
Principles of equality have been adhered to.
Recommendations
 State recommended changes to the proposed policy as a result of the impact assessment
 Where it has not been possible to amend the policy, provide the detail of any actions that
have been identified
 Describe the plans for reviewing the assessment
Improvement and consistency of LW care provision.
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Guidance on Equalities Groups
Race and Ethnic origin (includes gypsies and
travellers) (consider communication, access to
information on services and employment, and
ease of access to services and employment)

Religion or belief (include dress, individual
care needs, family relationships, dietary
requirements and spiritual needs for
consideration)

Disability (consider communication issues,
access to employment and services, whether
individual care needs are being met and
whether the policy promotes the involvement of
disabled people)

Sexual orientation including lesbian, gay
and bisexual people (consider whether the
policy/service promotes a culture of openness
and takes account of individual needs

Gender (consider care needs and employment
issues, identify and remove or justify terms
which are gender specific)

Age (consider any barriers to accessing
services or employment, identify and remove or
justify terms which could be ageist, for example,
using titles of senior or junior)
Culture (consider dietary requirements, family
Social class (consider ability to access services
relationships and individual care needs)
and information, for example, is information
provided in plain English?)
If further assessment is required please see the Integrated Single Equality Scheme.
For advice in respect of answering the above questions, please contact Maria Crosbie, HR Manager, on
extension 2552.
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Date of final draft
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Has this policy/guideline been thoroughly proof-read to check for errors in spelling, typing,
grammar and consistency?
By whom:
Women's Health Guidelines Group
Is this a new or revised policy/guideline?

Yes

revised

Describe the development process used to generate this policy/guideline.
Who was involved, which groups met, how often etc.?
Women’s Health Guidelines Group, Labour Ward Forum, Obs & Gynae Consultants
Who is the policy/guideline primarily for?
Health Professionals working within the maternity service
Is this policy/guideline relevant across the Trust or in limited areas?
Maternity Services
How will the information be disseminated and how will you ensure that relevant staff are aware of this
policy/guideline?
Intranet, newsletters, educational half day, training sessions
Describe the process by which adherence to this policy/guideline will be monitored.
(This needs to be explicit and documented for example audit, survey, questionnaire)
See monitoring section of policy
Is there a NICE or other national guideline relevant to this topic? If so, which one and how does it relate to this
policy/guideline?
See reference section of policy
What (other) information sources have been used to produce this policy/guideline?
See reference section of policy
Has the policy/guideline been impact assessed with regard to disability, race, gender, age, religion, sexual
orientation?
No impact
Other than the authors, which other groups or individuals have been given a draft for comment?(e.g. staff,
unions, human resources, finance dept., external stakeholders and service users)
All obstetric Consultants, Women's Health Guidelines Group, Labour Ward Forum
Which groups or individuals submitted written or verbal comments on earlier drafts?
Any comments received considered by Women’s Health Guidelines Group
Who considered those comments and to what extent have they been incorporated into the final draft?
All comments considered
Have financial implications been considered?
Yes
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