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Postpartum Haemorrhage 

Guideline for Management

1. Introduction and who the guideline applies to:

This document sets out the procedures and processes to follow in the Obstetric emergencies listed 
below with the intention of providing safe and effective care to these patients. 

These guidelines are for the use of all staff involved in the management of Postpartum 
Haemorrhage. This includes midwifery, obstetric, anaesthetic, pharmacy, imaging and blood 
transfusion staff.  

Risk Management: 

A clinical incident reporting form must be completed for all obstetric emergencies. Please refer to 
the Maternity Service Risk Management Strategy for details.  

Related documents:  

Document: 

Enhanced maternity care 

Women declining blood and blood products 

Maternity records documentation policy 

Patient case note documentation policy (trust wide) 

Maternal death 

Last offices policy (trust wide) 

Management of surgical swabs, instruments, needles and other 
accountable items within the operating theatre (UHL)  

Blood transfusion policy (trust wide) 

Resuscitation policy (trust wide) 

Guideline Development Methodology: 

Extensive literature searches were undertaken of the Cochrane, CINAHL, MEDLINE, and Embase 
databases. Few papers were identified of appropriate trials on which to base recommendations on 
management of emergencies. A textbook search was performed, and the following texts chosen to 
support recommendations: 

• Dewhursts Textbook of Obstetrics and Gynaecology for Postgraduates, 5th edition (1995)
ed. C Whitfield, Oxford: Blackwell

• Obstetrics (1989) eds. Sir Alex Turnbull, Geoffrey Chamberlain. Edinburgh: Churchill
Livingstone

• Obstetrics and the Newborn 3rd Edition (1997) eds. NA Beischer, EV Mackay, PB Colditz

• Fundamentals of Obstetrics and Gynaecology 6th Edition (1998) Derek Llewellyn-Jones.
London: Mosby

C38/2011
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2. Guidance:

Definition: Primary postpartum haemorrhage (PPH) is the most common form of 
major obstetric haemorrhage. The traditional definition of primary PPH is 
as the loss of 500 ml of blood or more from the genital tract within the first 
24 hours of the birth of a baby. PPH can be minor (500 ml – 1000 ml) or 
major (more than 1000 ml). Major can be divided further into moderate 
(1000–2000 ml) or severe/massive (more than 2000 ml). The 
recommendations in this guideline apply to women experiencing primary 
PPH of 500 ml or more. 

 Massive obstetric haemorrhage is defined as a blood loss of 2000 ml or 
more in pregnancy, labour or following the birth of the baby, or a rate of 
loss of blood at 150 ml / minute. Massive Haemorrhage protocol must be 
invoked via the trigger phrase where bleeding is ongoing or exceeds 2000 
ml. 

In summary 

• >500-1000 ml = Minor PPH (requires basic measures)
• >1000 ml = Major PPH, subdivided into

>1000-2000 ml = Moderate PPH (requires full protocol of measures)
>2000 ml = Massive PPH (invokes trigger phrase)

In anaemic women, smaller losses may cause them to be symptomatic. Uterine 
atony accounts for 75 – 90% of postpartum haemorrhages, while trauma and 
retained placenta account for the majority of the remainder.  

Factors 
predisposing 
to postpartum 
haemorrhage: 

In the antenatal period 

• Antepartum haemorrhage

• Large uterine contents (as in multiple pregnancies, polyhydramnios, large baby,
over-distension, etc)

• Pre eclampsia/ Gestational Hypertension

• Previous postpartum haemorrhage

• Previous retained placenta

• Placenta Praevia or Placenta Accreta

• High parity

• BMI greater than 35

• Abnormal renal or liver function tests i.e. CKD or OC

• Chorioamnionitis

• Uterine anomalies or fibroids

In labour 

• Anaemia (less than 85g/l) at onset of labour

• Prolonged 1st, 2nd or 3rd stage

• Precipitate labour Use of Oxytocin

• Uterine trauma (rupture or inversion)

• Operative delivery

• Caesarean section

• General Anaesthetic

• Induction of labour

• Pyrexia in labour

• Age ( 40 35 or older, not multiparous)
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• Retained placenta

• Physiological third stage

See table 1 for list of factors with their odds ratios for causing PPH 

For women who decline blood products refer to the Antenatal and Intrapartum 
Care Plans. 

Also see “Women declining blood and blood products” guideline. 

Signs and  
Symptoms of 
Obstetric 
haemorrhage: 

In most cases blood loss will be obvious. There is good evidence that clinical staff 
underestimate blood loss at delivery by up to 40% and a wall chart showing common 
amounts of blood loss can be used to guide estimates.  

Persistent ‘trickling’ over several hours can result in substantial loss. The Confidential 
Enquiry has also identified slowness of response to early clinical signs of shock as a 
contributing factor. 

Key signs of significant obstetric haemorrhage are 

1. Rising pulse rate
2. Pallor
3. Fall in blood pressure
4. Shock

Initial 
management 
of PPH: 

The management of major primary PPH requires a multidisciplinary approach with 
rapid and good communication between clinical specialities.  

Once primary PPH has been identified, management involves four components, 
all of which must be undertaken simultaneously:  

- communication
- resuscitation
- monitoring and investigation
- arresting the bleeding

• Call for:

- Midwife in charge
- Obstetric  Registrar (ST3 or above)
- Anaesthetist
- Obstetric SHO

• Palpate the uterus and rub up a contraction

• Give supplementary oxygen

• Empty the bladder

• Insert  IV cannula (ideally 16G or above) obtain blood for:

- Full blood count
- Cross match (Group and Save if <800 ml)
- Clotting screen if blood >800 ml or brisk bleeding (INR, APTTR,

Fibrinogen)

• Monitor blood pressure and pulse

• Commence infusion of crystalloid or colloid

• Record fluid balance, with accurate estimation of blood loss
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• Determine cause of bleeding (consider the 4 ‘T’s):

- Tone
- Trauma
- Tissue
- Thrombin

If bleeding persists, or loss greater than 2000 ml, follow guidelines for Massive 
Obstetric Haemorrhage. 

Specific 
Uterine 
Atony: 

• Perform bimanual compression of the uterus if bleeding persists commence
intravenous infusion of 40 International Units Syntocinon in 36 ml normal saline
(made up to 40 ml with Normal Saline IV) over 4 hours. This may be repeated.

• Administer  5iu NICE SAY 10IU Syntocinon IV or 500 micrograms Ergometrine,
preferably IM, but may be administered IV 250mcg depending on IV access or
combined Oxytocin and Ergometrine (5iu / 500mcg IM

• Administration of the above may be repeated

• Recheck placenta. If partially or completely retained, prepare for Manual
Removal

• Consider administration of Carboprost (Hemabate®)

• Give Misoprostol 800 - 1000 micrograms rectally. ( RCOG) This should only
be used if the above drugs have been unsuccessful.

Guidelines for 
the use of 
Carboprost 
(Hemabate®): 

• Stored in the Obstetric Emergency boxes, in the Obstetric theatre refridgerator.

• Contraindications: acute infection, cardiac, renal and hepatic disease

• Cautions: asthma, hypertension, diabetes, epilepsy, glaucoma

• Give by deep intramuscular injection

• Dose: 250 micrograms, repeat after 15 minutes if necessary

• Do not exceed total dose of 2 mg (8 single doses)

Well 
contracted 
uterus: 

(N.B. Bleeding could be due to lower segment atony; therefore actions 
recommended for uterine atony should not be dismissed when a well contracted 
uterus is palpated). 

• Prepare for theatre and Examination Under Anaesthetic

• Check for and repair bleeding episiotomy or tears

• Check for and repair high vaginal or cervical tears

• Check for and remove retained products of conception

Once 
bleeding has 
stopped: 

Maintain careful observation of: 

• Pulse and blood pressure

• Fluid balance

• Haemoglobin, and transfuse accordingly

• Coagulation status

• Oxygenation

Consider antibiotic prophylaxis. 
 Observe on Delivery Suite until condition is stable. 
Prior to discharge to the Postnatal Ward, the woman should be reviewed by a 
Registrar. 
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MANAGEMENT OF MASSIVE OBSTETRIC HAEMORRHAGE 

Definition: Massive obstetric haemorrhage is defined as a blood loss of 2000 ml or more in 
pregnancy, labour or following the birth of the baby, or a rate of loss of blood at 
150 ml / minute.  
Where loss exceeds 2000 ml, massive obstetric haemorrhage must be 
declared, using the trigger phrase. 

Aims: • To resuscitate the patient

• To establish and treat the cause

Summon help: Summon extra help, but DO NOT leave the patient unattended 

• Obstetric Registrar (ST3 or above), whose specific role is management
of the cause of the haemorrhage

• Obstetric SHO (FY1-ST2)

• Anaesthetic SHO / Registrar (management of fluid replacement)

• Midwife in charge (co-ordinating activities)

• An experienced Midwife ( in addition to the Midwife  in charge)

• ODP

• Alert Consultant Obstetrician and the Consultant Anaesthetist to attend (
this should be the responsibility of the midwife in charge)

• Alert theatre team

• Alert porter / designated runner for delivery of specimens/blood

• Where haemorrhage is ongoing or exceeds 2000 ml, Senior decision
maker makes decision to “declare massive haemorrhage” and informs
Consultant Obstetrician and Consultant Anaesthetist of decision

• Nominate a Blood Bank “coordinator” for the duration of the incident
(inform laboratory if this changes)

• Coordinator to dial 2222 and say “fast bleep  Blood Bank”

• When Blood Bank staff ring back, coordinator will say

’ Massive haemorrhage DECLARED’ (this triggers specific action in Blood 
Bank)  

• It is essential to communicate the clinical urgency to the lab
by saying “Massive Haemorrhage DECLARED”.

Give details of 

• Coordinators name

• Incident location e.g. delivery suite room 7

• Extension number ( ideally with one alternative)
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• Patient details

• Blood bank immediately to prepare MHP (Massive haemorrhage
pack- see table)

• Ensure require blood samples have been sent (See list in blood
products section below)

• Send “runner” to Blood bank NOW to wait for MHP

Blood is available either immediately (O negative), within 20 minutes of 
sample receipt (group compatible only) or 45 minutes fully cross 
match. Blood group antibodies may cause further delays 

• Inform Haematology Registrar on 07960857172 Monday to Friday 9am to
5pm and out of ours contact via switchboard. If there is difficulty
contacting the Haematology Registrar and the situation is desperate then
the anaesthetist or obstetrician can request blood products directly from
blood bank.

A member of staff should be designated to take responsibility for 
keeping accurate records of events, fluids, drugs, vital signs, and the 
results of any investigations. This may be the Midwife caring for the 
woman or the additional Midwife. The PPH proforma should be used where 
possible to assist accurate documentation with blood loss in excess of 2000 
ml but should also be used where blood loss is though to be lower but 
massive haemorrhage is anticipated. 

Record vital signs: • HDU trolley and monitor should be brought into the room

• Monitor and document:

- Pulse rate and Blood pressure continuously using oximeter,
electrocardiogram and automated blood pressure recording

- Oxygen saturation
- Fluid balance
- Urine output
- Blood and blood products used
- Blood loss
- Temperature every 15 minutes
- Electrocardiogram
- Blood gases
- Any procedures

Resuscitation , fluid 
replacement and 
Blood Products: 

• Assess airway and give oxygen at 10 -15 L/min

• Assess breathing

• Evaluate circulation

• Position flat  with head tilted or left lateral

• Keep woman warm using appropriate available measures- use fluid
warming devices and forced air warming blanket (e.g Bair Hugger) 

• Set up a second intravenous line using ideally  a 16G cannula or larger

• Take blood for

- Full Blood Count or Hb (haemacue)
- Request 6 units of group specific blood
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- Coagulation screen (INR, APTT & Fibrinogen)
- Urea and Electrolytes
- Liver Function Test
- Discuss with Consultant Anaesthetist and Obstetrician regarding

TEG
- Consider venous blood gas

Fluid therapy and blood product transfusion: 

Fluid balance must be documented on HDU chart. 
Clinical assessment usually underestimates blood loss but laboratory 
haemoglobin, co-oximetry and the Haemocue may be helpful. Wherever 
possible the administration of blood products should be based on laboratory 
investigations. The risks and benefits of blood product therapy should be 
carefully considered. For women who decline blood products refer to the 
Antenatal and Intrapartum Care Plans. 

Crystalloid - Up to 2 litres Normal Saline solution (appropriately
warmed)

Colloid - Up to 1.5 litres appropriately warmed (remember risk
of anaphylaxis)

Blood - Cross matched
- If unavailable give uncrossmatched group specific
blood OR give ‘O RhD negative’ blood. (and inform
blood bank as soon as possible, requesting
replacement)
- Do not give group O RhD negative blood to patients
known to have anti-c antibodies.

Fresh frozen plasma If INR or APTT> 1.5 (NB: use these only in areas 
where no TEG is available) Give FFP 4 units 

Platelets If platelet count < 80x 109. (give  adult therapeutic 
dose of platelets; give 2 ATD if platelets are <30 

Cryoprecipitate - If fibrinogen < 1.5 g/l give Cryoprecipitate 2 adult
units

If TEG trace abnormal - give products as guided by TEG treatment algorithm 

The British Committee for Standards in Haematology  summarises the 
main therapeutic goals of management of massive blood loss is to 
maintain: 

● haemoglobin > 80 g/l
● platelet count > 75 x 109/l
● prothrombin < 1.5 x mean control
● activated prothrombin times < 1.5 x mean control
● fibrinogen > 1.0 g/l

• Use pressure bags/rapid infuser for rapid administration of fluids

• Administer blood and IV fluids through warming equipment – do not use

blood filters

• Consider central venous pressure and / or direct intra-arterial pressure
monitoring

Where a clinical coagulopathy appears to exist it may be necessary to give 600 
ml Fresh Frozen Plasma in the absence of clotting results. Consider performing 
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TEG and a clotting screen should be sent off without delay and preferably taken 
over to the lab by an appointed Maternity Care Assistant or Maternity Porter who 
can hand it to the technician. Results will be phoned to the requesting ward. 
If severe PET, DIC or amniotic fluid embolism is suspected or if there seems to 
be widespread haemostatic failure not responding to fresh frozen plasma then 6 
units of cryoprecipitate should be given followed by 1ATD (adult 
therapeutic dose) platelets if problems continue. BUT, this must be 
discussed with the Haematology Registrar, and every attempt must be made to 
get the result of the clotting screen, to guide therapy appropriately. 

NB Suspected amniotic fluid embolism will require larger volumes of 
cryoprecipitate  

If bleeding continues despite adequate replacement of clotting factors, 
contact the on call haematologist to discuss the option of using 
Recombinant Factor VIIa. This should be done before hysterectomy is 
considered.  

Clotting screens must be done regularly if there are on going problems. The 
fibrinogen should be maintained above 1 with cryoprecipitate, and the platelets 
should be maintained above 50 x 10>9/l. 

In the rare event of conflicting clinical priority, (example: ruptured aortic 
aneurysm in A&E / ED) the decision of priority must lie with the haematologist in 
discussion with the consultant(s) involved. If necessary the 2nd on call MLSO 
should be called in to address this. 

Specific 
management: 

Specific management of the cause of the haemorrhage should be carried 
out simultaneously by the Obstetrician (rule out local bleeding).  

If atonic post partum haemorrhage, consider the use of 

• Bimanual uterine compression

• Ensure bladder empty (leave Foley catheter in place)

• Syntocinon 5 units by slow IV injection (may have repeat dose)

• Ergometrine 0.5 mg by slow IV or IM injection (contraindicated in women
with hypertension or cardiac/vascular disease)

• Consider Intravenous infusion of 40 international units of Syntocinon in
36 ml normal saline (made up to 40 ml with Normal Saline) over 4 hours
and this may be repeated

• Carboprost 250 mcg by IM injection repeated at intervals of not less than
15 minutes to a maximum of 8 doses (possibly intramyometrial if very
shut down) (contraindicated in women with severe asthma)

• Misoprostol 800 – 1000 micrograms rectally (can be used in women
with asthma). Repeat dosages should not be given within 2 hours.
Shivering and fever are common side effects. Maternal pyrexia is usually
self-limiting and responds well to Paracetamol. (If these occur, wait 6 hrs
before repeating the dose). This should only be used if the above
drugs have been unsuccessful.

Suspected or actual retained products 
If retained placenta or placental tissue is suspected, arrangements 
should be made for transfer to theatre for evacuation of retained products 
once patient is stabilised. 
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Suspected surgical cause 

Adequate inspection of the lower genital tract is required to rule out 
genital tract trauma - use pressure if necessary to initially stop bleeding, 
then arrange formal repair. 
Where bleeding occurs in theatre or the patient is transferred to theatre 
for surgical management, provision of cell-salvage should be discussed 
with the Consultant Anaesthetist and ODP- access should be available in 
or out of hours. 

Surgical measures to control the bleeding 

Uterine tamponade: Intrauterine balloon (Bakri balloon or Rusch 
catheter) is appropriate ‘surgical’ intervention for most women where 
uterine atony is the only or main cause of haemorrhage.  
- The balloon can be filled with saline with volume that varies between
400-500 ml. However, the use of smaller and bigger volumes has been
described.
- Ultrasound scan may be used to guide the process of insertion. It is
advisable to use 50 ml syringe for inflation of the balloon.
- It is recommended to observe bleeding and fundal height after insertion
and oxytocin infusion should be continued for 24 hours.
- Consider prophylactic antibiotics.

 Uterine haemostatic sutures: 

- Current evidence from published case series and audits suggest that
uterine compression suture can reduce the rate of hysterectomies in
women with major primary PPH.
- They include B-lynch suture, modified B-lynch or simple Brace suture,
and multiple square sutures

 Internal iliac artery ligation: 

Current evidence suggests that the success rate of bilateral internal iliac 
artery ligation to control major primary PPH is <50%. Therefore, available 
balloon tamponade and haemostatic sutures may be simpler and more 
effective than internal iliac artery ligation 

Haemstatic drugs (Tranexamic acid /recombinant factor VIIa): 

The use of haemostatic drugs (recombinant factor VIIa/tranexamic acid) 
should be considered prior to the decision to carry out hysterectomy.  
Recombinant factor VIIa is a very expensive drug and advice regarding 
appropriate dose and route should be guided by Consultant 
Haematologist and patient condition. It is important to maintain patient 
body temperature and correct any coagulopathy. The use of rFVIIa may 
be considered as a treatment for life-threatening post-partum 
haemorrhage. However, it should not be considered as a substitute for, 
nor should it delay the performance of a life-saving procedure such as 
embolisation or surgery.  
If body weight is not known it is advisable to give a dose 7.2 mg where 
body weight is expected to be less than 90 kg and is 9.6 mg where body 
weight over 90 kg. 

Tranexamic acid 1g ie 10 ml neat as a slow bolus over 10 min followed 
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by 1g (10 ml) in 0.9% saline 90ml over 8h (ie set infusion pump to deliver 
12.5 ml/hr) 

GIVE TRANEXAMIC ACID ONLY WHEN FIRST LINE 
PHARMACOLOGICAL TECHNIQUES HAVE NOT CONTROLLED 
BLEEDING AND AFTER DISCUSSING WITH A CONSULTANT 
HAEMATOLOGIST 

Failure of the above measures 

1. Selective arterial occlusion or embolisation by interventional
radiology:

Interventional radiology may be available in emergency situations in some 
circumstances. It should be considered if the interventional radiologist is 
available and the general condition of the patient allows time for insertion. 
The Interventional Radiologist on call should be contacted via 
switchboard. 

2. Hysterectomy
Subtotal hysterectomy may be sufficient in most cases to arrest
haemorrhage.
Where hysterectomy is being considered a consultant Gynaecologist or
Consultant Obstetrician and Gynaecologist should be present.
Surgeons should be aware of the high risk of bladder and ureteric injury
and the potential need for a Urologist.
Ensure a Consultant Anaesthetist is aware and present

` 
Resort to hysterectomy sooner rather than later especially in cases of 
morbidly adherent placenta or uterine rupture 

Transfer: Early consideration should be given to the advantages of transfer to an Intensive 
Care Ward or High Dependency Unit (see Enhanced Maternity Care guideline) 

What care is 
required following 
the control of 
haemorrhage?: 

Following massive obstetric haemorrhage women should be cared for in 
an area equipped to provide HDU care. 

Documentation should be carried out on an obstetric HDU chart, or ITU chart 
if transferred to Adult HDU / ITU unit 

Observations should be: 

• every 15 minutes for 1 hour,

• every 30 minutes for 1 hour,

• hourly for six hours

• 4-hourly for 24 hours

• Uterine contraction should be maintained by an infusion of 40
international units of Syntocinon in 36 ml (made up to 40 ml with Normal
Saline) at 10 ml/hr.

• Repeat blood sampling should be individualised

• Postnatal transfusion should rarely be considered where the
haemoglobin is more than 7g/dl, unless patient is symptomatic

• Women and their families should be offered an opportunity to discuss
events with a senior member of the clinical team before discharge from
hospital.

• Coordinator to call Blood Bank and state “ Massive haemorrhage STAND
DOWN”
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Equipment:  Main Theatre: 

• Rapid infuser

• Level 1 Blood Warmer

• Blood Cell salvage– on DS at LRI, COD at LGH

• Bair Hugger ® air warming device

• Ultrasound Scan machine at LRI on DS for obs and anaesthesia
ITU: 

• Ultrasound Scan machine (LGH)

• Transport ventilator

• Transport monitor

Documentation: Inadequate documentation in obstetrics can lead to potential medico-legal 
consequences. 

• It is therefore important to record the items listed below. Ideally these
items should be documented on the available post partum
haemorrhage proforma by the individual designated as a scribe.

• The staff in attendance and the time they arrived

• The sequence of events

• The timing of administration of different pharmacological agents
given, their timing and sequence

• The time of surgical interventions where relevant

• The condition of the woman throughout the different steps

• The timing of the fluid and blood products given

• Where a vaginal pack and a Bakri Balloon is left in situ a “Bakri
Intrauterine Balloon Insitu” form must be completed and filed in the
woman’s hospital notes following removal of the pack and balloon. An
insitu sticker must also be placed on every history page within the
notes. This is the responsibility of the operator who leaves the pack
in. The pack must be removed prior to transfer to the postnatal ward.

• Also document communication between Consultant Obstetrician,
Consultant Anaesthetist, Haematologist and blood bank and
Midwifery co-ordinator.

Where the post-partum haemorrhage occurs intra-operatively (e.g. during a 
Caesarean section) many of the personnel will already be present in theatre 
and fluid management and drug administration will be managed by the 
Anaesthetist in consultation with the operating surgeon. Under those 
circumstances appropriate documentation in the woman’s health records 
and on the anaesthetic/drug chart should be ensured. 

 An incident form should be completed in all cases where of PPH of >1500 
ml (as per RCOG recommendation) or where Massive Haemorrhage 
Protocol was activated. 

Debriefing: Obstetric haemorrhage, particularly where massive,  can be traumatic to the 
woman, her family and the birth attendants: therefore debriefing is 
recommended by a senior member of the team who was involved at the time of 
events at the earliest opportunity 
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Case review: These are based on a review of incident forms by the Risk Manager in 
conjunction with the clinical lead, and will include trend analysis where 
appropriate, and referred to the Perinatal Risk Group if appropriate. Any action 
points / plans will then be referred to the Maternity Services Governance Group 
for monitoring.  
If there is haemorrhage of more than 2000 ml the case will be reviewed to 
ensure that this guideline has been followed. 

3. Training: Training for staff in the management of postpartum haemorrhage is 
recommended by the Royal College of Midwives (RCM) and RCOG. 
Annual “skills drills” for all members of staff (as per Training Needs Analysis). 

4. Supporting References:

Based on the “Revised guidelines for the management of massive obstetric haemorrhage”, 
Department of Health (1994) Report on Confidential Enquiries into Maternal Deaths, HMSO. 
Royal college of Obstetricians and Gynaecologists (2011)  “Prevention and Management of 
Postpartum Haemorrhage ” London: RCOG 
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Appendix 1 

Elective / 
Anticipated 
Problem 

Emergency 
Peripartum 
Bleed 

TEG Pathway 
on Delivery 
Suite 

Known 
Coagulation 
Disorder 

Morbidly 
Adherent 
Placenta 

Major 
Placenta 
Praevia 

Loss of 
> 2000ml

Actual or anticipated 
transfusion of > 4 
units RBC or 
equivalent cell 
salvage volume

Consultant 
OBS / ANAES 
to sanction TEG 

Indicated Not 
Indicated 

TEG 
Follow TEG +/- VIIa flow chart 
Complete TEG sticker 

FBC 
Coagulation 
screen 
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Appendix 2 

 
 

 
 
 

Appendix 4: Leicester Adult Obstetric patient -TEG® 
Treatment Guide    

Do you need 
to 

Transfuse? 

ABNORMAL
TEG® 
Results 

Clot Lysis 
(LY30) 
Seek advice 

LY30 >7.5% 
With CI >3.0 

LY30 >7.5% 
With CI <1.0 

Primary 
Fibrinolysis 

Secondary 
Fibrinolysis 

Consider / 
Discuss 
Tranexamic 

Seek advice 
from on call 
Cons 

Maximum 
Amplitude 
(MA) 

MA 50- 
57mm 

MA <50mm 

1 Pool 
Platelets 

2 Pools 
Platelets 

Reaction 
Time 
(R-Time) 

R time 
(plain cup) 
R 6-9 mins 

R time 
(plain cup) 
R >9 mins

Give 2 Units 
FFP 

Give 4 units FFP 
Order 
Cryoprecipitate  

Fibrinogen can be 
checked using 
TEG or lab blood 

Patient 
Bleeding? 

YES NO 

TEG® 
Results 
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Table 1: Risk factors for primary postpartum haemorrhage (PPH). 

Risk factors presenting antenatally and associated with an increase in the incidence of 
PPH: 

Risk Factor Four ‘T’s Odds ratio for PPH (99%CI) 

● Suspected or proven abruptio
placenta

Thrombin 13 (7.61–12.9) 

● Known placenta praevia Tone 12 (7.17–23) 

● Multiple pregnancy Tone 5 (3–6.6) 

● Pre-eclampsia/gestational
hypertension

Thrombin 4 

●Previous PPH Tone 3 

● Asian ethnicity Tone 2 (1.48–2.12) 

● Obesity (BMI >35) Tone 2 (1.24–2.17) 

● Anaemia(<9g/dl) - 2 (1.63–3.15) 

Risk factors becoming apparent during labour/delivery which should prompt extra 
vigilance among clinical staff: 

Risk Factor Four ‘T’s Odds ratio for PPH (99%CI) 

● Emergency Caesarean section Trauma 4 (3.28–3.95) 

● Elective Caesarean section Trauma 2 (2.18–2.80) 

● Induction of labour - 2 (1.67–2.96) 

● Retained placenta Tissue 5 (3.36–7.87) 

● Mediolateral episiotomy Trauma 5 

● Operative vaginal delivery Trauma 2 (1.56–2.07) 

● Prolonged labour (>12 hours) Tone 2 

● Big baby (>4 kg) Tone/Trauma 2 (1.38–2.60) 

● Pyrexia in labour Thrombin 2 

● Age (>40)(not multiparity) Tone 1.4 (1.16–1.74) 



Postpartum Haemorrhage -  Guideline for Management V4 
Authors: Original Working Party - updated by T Singhal and L Matthews 
Contact: L Matthews, Quality Standards Midwife  
Approved by: Maternity Services Governance Group  Extension approved by Women's Q&S Board May 2022

Page 17 of 20 
Written: February 2001 

Last Review: December 2018 
Next Review: November 2022 

Guideline Register No:C38/2011
Please note that this may not be the most recent version of the document; a definitive version is in the Policy and Guidelines Library.



Postpartum Haemorrhage -  Guideline for Management V4 
Authors: Original Working Party - updated by T Singhal and L Matthews 
Contact: L Matthews, Quality Standards Midwife  
Approved by: Maternity Services Governance Group  Extension approved by Women's Q&S Board May 2022

Page 18 of 20 
Written: February 2001 

Last Review: December 2018 
Next Review: November 2022 

Guideline Register No: C38/2011
Please note that this may not be the most recent version of the document; a definitive version is in the Policy and Guidelines Library.



Postpartum Haemorrhage -  Guideline for Management V4 
Authors: Original Working Party - updated by T Singhal and L Matthews 
Contact: L Matthews, Quality Standards Midwife  
Approved by: Maternity Services Governance Group  Extension approved by Women's Q&S Board May 2022

Page 19 of 20 
Written: February 2001 

Last Review: December 2018 
Next Review: November 2022 

Guideline Register No:C38/2011
Please note that this may not be the most recent version of the document; a definitive version is in the Policy and Guidelines Library.
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Job Title: Consultant 
Obstetricians and  Midwives 

Reviewed by: T Singhal and L Matthews 

Approved by: Maternity Service Governance Group Date Approved: 15.07.15 

REVIEW RECORD 

Date Issue 
Number 

Reviewed By Description Of Changes (If Any) 

15.04.13 2 L Matthews and A 
Akkad 

Insertion of proforma 

14.05.14 3 L Matthews Robust process inserted for documentation of Bakri 
Balloons and vaginal packs. Use of Misoprostol only 
when other drugs have been unsuccessful 

26.01.15 4 L Matthews, T 
Singhal 

Updated to bring into line with updated NICE 
Intrapartum Care guideline  - mainly risk factors and 
Tranexamic Acid added to proforma 

December 
2018 

4 L Matthews Contact details for Haematology updated 

DISTRIBUTION RECORD: 

Date Name Dept Received 

04.13 All Midwives and Medical staff Maternity 

7.15 All Midwives and Medical staff 

12 18 All Midwives and Medical staff 
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 Monitoring compliance 

Process for monitoring: Review of health records identified via E3 

How often will monitoring take 
place: 

Annual audit of PPH greater than 1500 ml 

Continuous audit of PPH greater than 2000 ml - results will be 
reported quarterly to Maternity Service Governance Group, and 
an annual report of all four quarters will be generated. 

Population: All women who have had a major postpartum haemorrhage of 
greater than 1500 ml 

Person responsible for 
monitoring: 

Delivery Suite Leads 
Senior Midwives for Intrapartum Services 

Auditable standards: � Where PPH occurred– Theatre / Delivery room
� Classification of PPH
� PPH proforma used if appropriate

� Were the following documented:

- Emergency buzzer
-Trigger phrase in massive haemorrhage used
-Members of Staff present / informed
-In Massive Haemorrhage, documentation of
multidisciplinary communication included Consultant
Obstetrician and Consultant Anaesthetist
-EBL
-The suspected cause of the PPH

Management: 

� contraction rubbed up
� bladder emptied
� IV access
� IV crystalloid or colloid commenced
� bloods taken
� fluid balance
� blood pressure documented
� pulse documented
� drugs documented
� syntocinon infusion documented
� placenta rechecked
� any further procedures documented
� blood products documented

• Was an incident form completed Yes/ No

Results reported to: Maternity Service Governance Group 
Additionally, results are notified to Perinatal Risk Group 

Person responsible for 
producing action plan:  

Delivery Suite Leads 
Senior Midwives for Intrapartum Services 

Action plan to be signed off by: Maternity Service Governance Group 

Action plan to be monitored by: Maternity Service Governance Group 

How learning will take place: 
one or more of the following 
fora: 

Newsletter 
Delivery suite forum 
Intrapartum meetings 
Team meetings 
Unit meetings 
Band 7 meetings 
Teaching sessions 
Ward rounds 
Communication boards 
Emails 
Face to face where appropriate 




