Bleeding in
Pregnancy




Placentadl
Abruption

Not all are
emergent...




~ What is an
abruption?

p[acen[a |nle.'n3'
separated from Bleeding
the ulerus

- Placenta

Uterus



Incidence

Overall incidence

40 to 60% of
abruptions occur

) ) Accounts for
* 1in 100 births approximately 1/3

prior to 37 weeks

of all antepartum
gestation

bleeding




Risk Factors

Previous placental
abruption

Cocaine abuse

Maternal Parity

Chronic
HTN/preeclampsia

PPROMc<34 weeks
EGA

Trauma

Rapid Uterine
Decompression

Maternal Thrombophilia

Uterine malformation or
uterine fibroids

Cigarette smoking




Uterine Tenderness

Backache
Shoulder pain
Abdominal pain

Restlessness

Vaginal bleeding

Increased uterine tone
(may feel board like)

Low amplitude, high
frequency u/c

Dark blood-stained
amniotic fluid

Tachycardia




Fetal Signs & Symptoms

EFM changes assoc.
w/ hypoxia: late
decelerations,

tachycardia Intrauterine growth

restriction or
oligohydramnios

decreasing

variabili(t:ly,
bradycardia,

sinusoidal




Two types of
abruptions

* Blood collects between
Placenta Internal the decidua & the
separated from _ / Sleeding membranes & passes
7 out the cervix & vagina

the uterus

* Blood collects bel:nind the
placenta & there is no

’ “External vaginal bleeding noted
Bleeding




Shock Postpartum hemorrhage

Disseminated intravascular Pituitary necrosis (Sheehan
coagulation syndrome)

Infection Death

Renal failure




Perinatal morbidity and
mortality

Fetal hypoxia and acidosis

Neonatal prematurity

Small for gestational age

Neurologic defects
(cerebral palsy)

Fetal-to-maternal
hemorrhage




Nursing Assessments/Interventions

* Be specific about amount of
blood loss

* Vital signs are a late sign....
 Narrowing of pulse pressure
* Assess mental status

e Assess color and skin
temperature




Nursing Assessments/Interventions

*rising fundal height
*rigid or firm uterus

* increasing discomfort
* worsening fetal status

* U,/C high frequency, low
amplitude



Clinical Interventions

* watch and wait depending on fetal

status
* may or may not confirm * Be prepared to deal with

hemorrhage/DIC



Pt 27.3 weeks admitted for bleeding
(:PPROM)

158 10
- L — =y - W - =
TOCO 80 oCo 80 -TOCO
I
& &
40 40
o 21 ! 21 - s

L T, - ~ -ml:f - A o ¥ .H..#-_EH“ P g S T T e ¥ g

5 1 1 |

':|:l{'|

80
60
40

-

g

.-,':'|

-TOH




Pt prepped for c-section

JDelivery fime 12:44
Viable male, apgars 3,6.s8 Wt 1lb s oz
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Sterile speculum exam performed by provider
Pt cervix closed
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Questions




Placenta Previa



Definition



Intrinsic Risk Factors




External Maternal Factors

Cigarette smoking

 Associated with as
high as a 3x
increased risk




Risk Factors r/t fetus

: Male fetus Male fetus
GAeA;'Ictllh l‘; . r/t larger r/t delayed
placenta size | | implantation




Risk Factors (continued)

Prior placenta
previa




Risk increases in a linear fashion with the
number of prior cesarean deliveries

# of prior cesarean Placenta previa occurs
sections in:

One 0.9% of women
Two 1.7% of women

Three 3%, of women

Four or more As high as 10%




Marginal
(w’in 2-3¢m of the os)

May not start separation
until cervix is >acm

May have one bleed and
stop

If presenting part
tamponades, may deliver

Marginal vagmally




Partial

When the placenta
partiaII?' covers the
cervical opening

Cesarean section will be
mode for delivery

Partial




Complete

Complete/Total

"When the placenta
completely covers the
_cervical opening

=
Most Dangerous

.

AL

<
Cesarean se.ction will be
mode of delivery

"l

AN




Implications




Nursing assessment &
interventions

Never check a patient with Palpate abdomen
undiagnosed bleeding

Weigh blood-soaked items Cesarean birth indicated

Assess FHR Be prepared to respond to
hemorrhage

Assess maternal VS




37.1 week, Admitted for SROM @ 0630, 1/60/-2, Cervical Ripening
with 50 mcg buccal cytotec and cook catheter @ 0730




Up to bathroom at 0815, audible decel- this
following

113/67, MHR 78

i
*"'II‘
LR




0900- Difficulty picking up ctx on toco, RN palpating moderate
CtX
0915- RN switching out toco




0935- 3/70/-2 deflated balloon for
reinflated balloon

= Repositioned iz Repositioned




0948- RN requesting provider

0950- Provider at bedside

0952- Cook out 3/70/-2, Vag fficulty finding FHT-
placed FSE

0956- TO OR

Primary Provider at bedside




What's youg diagnosis??

Undiagosed
Marginal Previalll



Women who have a previa are at an
increased risk of Placenta Accreta
Spectrum



Placenta Accreta Spectrum

Pathologic adherence
of the placenta,
including placenta

increta, placenta
percreta, and placenta

accrefta

Caused by a defect of
the endometrial-
myometrial interface
leads to a failure of
normal decidualization
in the area of a uterine
scar, which allows
abnormally deep
placental anchoring
villi and trophoblast
infiltration

Maternal morbidity
and mortality can
occur because of

severe and sometimes
Iife-threatening
hemorrhage, which
often requires blood
transfusion



Accreta: Placenta
grows into the
myometrium of the

uterine wall

Increta: Placenta
grows into the muscle

of the uterine wall

Percreta: Placenta
grows through the
uterine wall and
attaches to an organ

such as the bladder

Placenta accreta

Uterine Wall

Placenta

Umbilical
cord

W \ Increta
()

A
b

b\ | Percreta

-
b

Cleveland
Clinic




Placenta accreta spectrum occurs in 3% of women
diagnosed with placenta previa and no prior
cesarean deliveries

* For women with placenta previa and prior
cesarean section the risk of placenta accreta
spectrum is dramatically increased...



15'. c-section
risk is 3%

sth -
seclion

risk is 67%




When Placenta Accreta Spectrum is
present:




If your pt has a previa be
prepared for:




Questions
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