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1. Introduction and whot he guideline applies to: 
 
This guideline is intended for use by all clinical and non-clinical staff caring for 
women with a postpartum haemorrhage in either the stand alone Midwife Led 
Unit or the community setting.  
 
 
Risk Management: 
 
A clinical incident reporting form must be completed for all Postpartum 
Haemorrhages. Please refer to the Risk Management Strategy for details. 
 
 

2. Guidance: 
 

Definition of Postpartum Haemorrhage 
 
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 on-going 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-see 
‘Postpartum haemorrhage, Obstetric guideline’) 
>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. 
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Factors predisposing to postpartum haemorrhage  
 
 
In the antenatal period 
 

• Antepartum haemorrhage/abruption 
Large uterine contents (as in multiple pregnancies, polyhydramnios (AFI 
>20 cms), large baby (estimated fetal weight .4kgs), over-distention etc) 
• Previous postpartum haemorrhage > 500mls 
• Previous retained placenta 
• Placenta Praevia or Placenta Accreta 
• High parity >4 
• BMI greater than >40 
• Uterine anomalies or fibroids 
• Pre-eclampsia, pregnancy-induced hypertension in current pregnancy 
• Chorioamnionitis 
• Abnormal renal or liver function tests 
• Previous Caesarean section 
• Intra uterine fetal death 

 
In labour 
 

• Age 40 or older 
• Anaemia <85g/l at onset of labour 
• Prolonged 1st stage of labour (>12 hours) 
• Prolonged2nd stage of labour (>4 hours)  
• Prolonged 3rd stage stage of labour (>1 hour) 
• > 12 hours of IV syntocinon 
• Precipitate labour  
• Pyrexia in labour (>38 degrees Celsius) 
• Operative delivery 
• Caesarean section 
• Induction of labour 
• Uterine trauma-rupture or inversion 
• General anaesthetic 
• Physiological 3rd stage 
• Retained placenta 
 

For women who decline blood products refer to UHL Guideline 
‘Declining blood products’  the Antenatal and Intrapartum Care Plans.  
 
Evidence suggests an active third stage of labour reduces the incidence of 
postpartum haemorrhage. Midwives undertaking physiological management of 
the third stage must be skilled in this practice and the women counselled as to 
the risks and benefits. 
When planning place of birth women should be screened for predisposing 
factors and excluded from birthing at home or in the stand alone Midwife Led 
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Unit setting where appropriate.  Women choosing to birth at home against 
advice should be counselled as to the risks associated with their clinical 
history and birth setting and a plan of care made in association with the 
Midwife, Line Manager and Obstetrician to help minimise the risks where 
possible. This should include an Intrapartum care plan. 
 
Checklists (Home birth checklist and Intention to birth at St Mary’s Birth 
Centre form-See appendix) should be completed for women planning to birth 
at home or free-standing midwife led unit to confirm that the woman is aware 
of the limitations of the care setting. 
 
A PPH risk assessment form must be completed at the onset of labour to 
assess risk of PPH and repeated at specified intervals on the form 
 
 
Equipment 
 

 Emergency trolley, portable oxygen, suction and defibrillator must be 
checked daily and documented in the daily checking file 

 The patient hoist must be serviced 6 monthly 

 Birth Centre Midwives must check the emergency equipment daily. 
This should be documented in the area’s daily checks record 

 

 The equipment and drugs midwives carry for emergencies in the 
community setting must be checked monthly as a minimum and after 
each use. This must be documented in their diary. 
 

 
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%. Blood loss in a 
birthing pool can be difficult to assess. 
Persistent ‘trickling’ over several hours can result in substantial loss. Key 
signs of significant obstetric haemorrhage are: 

 Rising pulse rate 

 Pallor 

 Fall in blood pressure 

 Shock 
 

Clinicians should be aware that the physiological increase in circulating blood 
volume in pregnancy means that the signs of hypovolemic shock become less 
sensitive in pregnancy.  BP and pulse are usually maintained until the blood 
volume exceeds 1000 mls. 
 
Once primary PPH has been identified, management involves four 
components all of which must be undertaken simultaneously: 

 Communication 
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 Resuscitation 

 Monitoring and investigation 

 Arresting the bleeding 
 
Initial management of PPH 
 
The initial management will be dependent on the care setting. 
 
A PPH proforma must be commenced with actions documented 
 
Free standing  Midwife Led Unit  and home settings 
 
The following actions may occur concurrently dependent on staff in 
attendance. 

 

 Call for assistance: 
 

 Call 2nd midwife and other available staff e.g. MCA 
 Dial 999 for all ambulance transfers 

  
 
 
FREE STANDING MIDWIFE LED UNIT TO HOSPITAL 
 
Communicate clearly that the transfer is a “PRIORITY ONE, 
CRITICAL TO LIFE OF MOTHER AND BABY” 
(This category is the fastest response time) 

 
 
HOME TO HOSPITAL 

 
Communicate clearly that the transfer is “URGENT, CRITICAL TO 
LIFE OF MOTHER AND BABY “ 
(An urgent category is assessed by Ambulance control for response 
time which may be up to 4 hours, it is therefore important to state 
the transfer is critical to life of mother and baby) 
 
If the Midwife is not present in the home when making the call (i.e. 
the PPH occurs after the midwives have already left) Ambulance 
control must be informed that the woman has been assessed by a 
Midwife over the phone and requires urgent transfer as critical to life 
of mother and baby (fastest response time). 
 
 

 The decision to request a paramedic is made by the Midwife in 
charge of the case and she should be aware that this request might 
significantly delay the arrival of the ambulance 
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 Inform Delivery Suite Co-ordinator in Consultant unit of transfer.  
Confirm appropriate hospital for place of transfer 

 Under no circumstances should the mother be left unattended by 
the Midwife. 

 Communication with the woman and her birthing partner is 
important and clear information of what is happening should be 
given from the outset 

 
BASIC MEASURES TO BE USED IN THE COMMUNITY SETTING 

 

 If placenta is in situ-ensure Syntometrine 1 ml  IM has been 
administered and attempt to deliver using controlled cord traction 

 Palpate uterus and rub-up contraction 

 Empty bladder 

 Record blood loss by weighing swabs and linen  

 Determine cause of bleeding-tone trauma, or tissue.  Consider 
thrombin if other causes eliminated 

 
Specific uterine atony 
 

 Ensure bladder is empty. Insert  a foley’s catheter as necessary and 
leave in situ 

 Ensure 1st dose  of Syntometrine 1ml IM has been given 

 Administer 2nd dose of Syntometrine 1ml IM after 5 minutes 

 Perform bimanual compression of uterus if bleeding continues despite 
above measures 

 Check placenta for completeness 
 
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) 

 Check for and repair bleeding episiotomy or tears 

 If the extent of the trauma or environment factors prevent the 
immediate repair, direct pressure should be applied during transfer. 

 Any swabs used must be x-ray detectable, recorded and accounted for 
as per UHL Management of Surgical Swabs, Instruments, Needles and 
other Accountable Items policy  

  

 For blood loss >1000 mls, continued blood loss and clinical shock 
commence resuscitation as per ABCDEF 

 
On-going care 
 
For blood loss of 500-1000mls the midwife should contact the Delivery 
Suite co-ordinator to formulate a plan of action. The plan should take into 
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account the amount of blood loss, condition of the women, her vital 
signs/MEOWS score, symptoms, any active vaginal blood loss, measures 
taken to manage the PPH to date 
 

 Monitor blood pressure, pulse and respiratory rate a minimum of 15 
minute intervals. Complete ongoing MEOWS score. 

 Record fluid balance with particular emphasis on amount of blood loss 

 Consider IV cannulation with16 G cannula by paramedic or 
appropriately trained midwife. Administration of warmed IV fluids 

 Consider oxygen 

 Documentation of actions taken and observations-consider allocating 
appointed person for this role where staff numbers permit. 

 On arrival of paramedics: 
 
 IV access, bloods (FBC, group and save), fluid balance 
 Record keeping, total blood loss 

 
Transfer to Consultant Obstetric Unit care 
 
Follow guideline “Intrapartum Care: Healthy Women and their Babies” 

 

 The Midwife must be in attendance. 

 Continued monitoring of vital signs 

 Consider oxygen 

 Baby to be transferred to Consultant Unit via separate travel 
arrangements 

 Verbal and written hand over of woman to delivery suite team using 
SBAR and document 

 Ensure all care documented as contemporaneously as possible 

 Submit Datix form  
 
Integrated Midwife Led Unit (Orchard Birth Centre at LRI / Meadow Birth 
Centre at LGH) 
 
Follow guideline for ‘Postpartum Haemorrhage Guideline for Management’ 
 
 
 

2. Staff training 
 

 Annual mandatory training for all staff groups involved in clinical care on 
the management of PPH in a low risk setting 

 Skills drills in the clinical areas 

 Cannulation skills where identified, appropriate and planned programme 
of updating identified. 
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4. Monitoring Compliance 

What will be measured to 
monitor compliance  

How will compliance be 
monitored 

Monitoring 
Lead 

Frequency 
Reporting 
arrangements 

Audits of community midwives 
emergency equipment 

Team leads to audit Flo Cox Monthly 
spot 
audits 

Recorded on 
Community 
Network 
shared drive 

Daily checking of emergency 
equipment in birth centre 

Team lead to audit Andrea 
Dziemianko 

Monthly Matron for 
community 
services 

Incident review Review all Datix Team leads As occur Datix 

 

5. Supporting References  

Postpartum haemorrhage, Prevention and management RCOG (Green top 
guideline 52) 

 

 

6. Key Words 

. 

 

CONTACT AND REVIEW DETAILS 

Guideline Lead Andrea Dziemianko 
 

Executive Lead Elaine Broughton 

Details of Changes made during review: 
Definitions , clarity for use in low risk setting, symptoms strengthened , Administration of warm fluids 
PPH risk assessment form completion  
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