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O B J E C T I V E S

Learning Objectives:

•Define obstetric hemorrhage

•Discuss risk factors of obstetric hemorrhage

•Identify signs and symptoms of obstetric hemorrhage 

•Explain response to obstetric hemorrhage



H O W  C A N  W E  D O  B E T T E R ?

70% of maternal deaths 

related to postpartum 

hemorrhage are 

preventable!

Contributing factors related 

to:

•Readiness 

•Recognition

•Response

•Reporting/Systems Learning



Readiness Recognition Response Reporting/
Systems Learning

• Implementing and 
Sustaining Maternal Quality 
and Safety and 
Performance Improvement 
for OB Hemorrhage

• Use of risk factor 
assessment

• Management of Iron 
Deficiency Anemia

• Inherited Bleeding 
Disorders

• Planning for Pt’s who may 
decline blood products

• Assessment for Placenta 
Accreta Spectrum 
Disorders

• Implementing Hemorrhage 
carts, kits & trays

• Drills & Simulation
• Considerations for small & 

low-resource hospitals

• Active Management 
of the third stage of 
labor

• Definition, Early 
Recognition & rapid 
response for 
hemorrhage using 
triggers

• Best Practice 
techniques to 
assess quantitative 
cumulative blood 
loss

• Medications for 
prevention & treatment 
of postpartum 
hemorrhage

• Blood product 
replacement

• Uterine tamponade for 
postpartum 
hemorrhage

• Uterine Artery 
Occlusion and 
Embolization

• Communication with 
and Supporting Women, 
Birthing People and 
Families after an 
Obstetric Hemorrhage 

• Debriefs & 
Multidisciplinary case 
review guidelines

• Using outcome metrics 
for hemorrhage related 
QI projects

CMQCC, 2022, P. 15



R E A D I N E S S

Be prepared to respond to a 

hemorrhage with every OB 

patient



H E M O R R H A G E  

B U N D L E

Standardized 
policy

Standardized 
order sets

Alerts

Personal –
roles

Supplies



R I S K  F A C T O R S  F O R  H E M O R R H A G E

CMQCC ,2022, P. 34-35



H E M O R R H A G E  S U P P L I E S  - M W H

H E M O R R H A G E  C A R T  - L D H E M O R R H A G E  C A R T  – M B ,  H R O B ,  G Y N

Side View Front View



H E M O R R H A G E  S U P P L I E S  – 8 4 T H S T  C A M P U S



H E M O R R H A G E  S U P P L I E S  – 8 4 T H S T  

S U R G E R Y



H E M O R R H A G E  S U P P L I E S  –

M E T H O D I S T  F R E M O N T  H E A L T H



M E T H O D I S T  J E N N I E  E D M U N D S O N  



S U G G E S T E D  S U P P L I E S

CMQCC, 2022 P. 196-197



S U G G E S T E D  

O R  S U P P L I E S

CMQCC,  2022 P. 198



R E C O G N I Z E

Hemorrhage is a 
symptom, NOT a 

diagnosis!



D E F I N I T I O N

Traditional: 

• Vaginal delivery blood loss >
500ml

• C-section delivery blood loss >
1,000ml

ACOG Standarized:

• Blood loss > 1,000ml regardless 
if vaginal or c/s delivery

• Any blood loss associated with 
s/s hypovolemia within 24 hours 
of delivery

• Blood loss of 500-999ml = 
abnormal finding and should be 
monitored closely

Simpson ET AL., 2021, P. 528



C L A S S I F I C A T I O N

P RI MA RY

• Early onset

• Occurring within 24 hours 
after delivery

S E C ON DA RY

• Late onset

• Occurs from 24 hours of 
delivery to 12 weeks 
postpartum

• Occurs in approximately 1% 
of deliveries

Simpson ET AL., 2021, P. 528



E T I O L O G I E S  &  

R I S K  F A C T O R S :  

T H E  4  T ’ S

Tone Trauma

Tissue
Thrombin



U T E R I N E  

A T O N Y / P O O R  

U T E R I N E  T O N E

• Overdistention of the 
uterus related to 
multiple gestation, 
polyhydramnios, 
macrosomia

• Prolonged (>24hrs) or 
precipitous(<3hrs) labor 

• Prolonged delivery of 
placenta

• Retained placental 
fragments

• Oxytocin augmentation 
or induction of labor

• Grandmultiparity (>5 
babies)

• Obesity

• Use of anesthesia, 
magnesium sulfate, 
calcium channel 
blockers (nifedipine), 
tocolytics (terbutaline)

• Preeclampsia

• Asian or Hispanic 
heritage

• Operative birth (vacuum 
or forceps)

• Placenta previa or 
accrete syndrome

• Placental abruption



G E N I T A L  T R A C T  

T R A U M A

• Nulliparity

• Epidural anesthesia

• Precipitous childbirth (<3 hrs)

• Macrosomia

• Operative birth (vacuum or forceps)

• Use of oxytocin 

• Hematoma



R E T A I N E D  

P L A C E N T A L  

T I S S U E

• Previous uterine surgery

• Incomplete delivery of placenta

• Partial separation of the placenta 

during massage of the fundus before 

spontaneous placental separation



R E T A I N E D  

P L A C E N T A L  

T I S S U E

• Previous uterine surgery

• Incomplete delivery of placenta

• Partial separation of the placenta 

during massage of the fundus before 

spontaneous placental separation



A B N O R M A L  

C O A G U L A T I O N

- T H R O M B I N

• Inherited clotting factor 

deficiencies (von Willebrand 

disease, thrombocytopenia)

• Current anticoagulation therapy

• DIC - may be a cause or a result of 

postpartum hemorrhage



O B  H E M O R R H A G E  

V S .  M E D I C A L  

T R A U M A  

Obstetrical patients tend to 

“fall off the cliff” rather than 

progressing through 

measurable stages of 

hypovolemic shock.



P H Y S I O L O G I C  C H A N G E S  I N  P R E G N A N C Y  

A N D  P O S T P A R T U M

Compensate normal blood loss after birth:

• Blood volume during pregnancy 

•Physiologic anemia of pregnancy

•Auto transfusion of blood from placenta to maternal circulation 

after birth

•Hypercoagulable state

•Uterine contraction constricts blood vessels to promote hemostasis



E A R L Y  S I G N S

Subtle changes 
or no changes  

Excessive free 
flow

Expression of 
clots with 

uterine massage

Saturating a 
large peripad in 

<1 hour 

Slow, constant 
trickle over 

extended period

No lochia/dry 
pads Dizziness Pallor

Potential 
increased heart 

rate



L A T E  S I G N S

Hypotension Tachycardia
Narrowing 

pulse 
pressure

Thirst Restlessness
Decreased 

oxygen 
saturations

Tachypnea
Decreased 

urinary 
output

Decrease in 
Hgb and Hct



C M Q C C  2 0 2 2  P .  9 8   



• Inadequate oxygen delivery and tissue perfusion 

• Caused by volume depletion from blood loss 

• The onset of shock may not initially be accompanied by 
hypotension due to the body’s attempt to compensate for a 
decrease in intravascular volume by vasoconstriction and 
preferential shunting of arterial blood to vital organs such as 
the heart and brain 

H Y P O V O L E M I C  S H O C K  

ADAPTED FROM AWHONN PPH ON-LINE  EDUCATION 2021



C O M P E N S A T O R Y  M E C H A N I S M S  O F  

M A T E R N A L  H Y P O V O L E M I C  S H O C K

Peripheral 
Redistribution 

Depleted Central 
Perfusion

Perfusion of Vital 
Organs

Blood volume is moved 
centrally and 
proximally to vital 
organs (>1,500 ml 
blood loss)

• Includes perfusion to 
uterine artery and 
placenta

• Loss of urinary 
function and 
weakened femoral 
pulses (>25-30% 
blood loss)

Brain, lungs, heart are 
perfused at the 
expense of all other 
organs (>40% blood 
loss)

H T T P S : / / O B G Y N . O N L I N E L I B R A R Y . W I L E Y . C O M / D O I / P D F / 1 0 . 1 5 7 6 / T O A G .
9 . 3 . 1 9 5 . 2 7 3 4 1 ;  H T T P S : / / W W W . S L I D E S H A R E . N E T / H I S H G E E U B U N S / 9 -

C O M P L I C A T I O N - O F - P O S T P A R T U M ;   



S Y M P T O M S  O F  M A T E R N A L  H Y P O V O L E M I C  

S H O C K

Peripheral 
Redistribution 

Depleted Central 
Perfusion

Perfusion of Vital 
Organs

•  pulse rate
•  respirations

• Orthostatic BP
• Narrowing pulse 

pressure
•  diastolic BP

• Cool, clammy skin
• Delayed capillary 

refill
• Oliguria or anuria

•  pulse rate
•  BP
• Altered LOC
• Cardiopulmonary 

arrest

H T T P S : / / O B G Y N . O N L I N E L I B R A R Y . W I L E Y . C O M / D O I / P D F / 1 0 . 1 5 7 6 / T O A G . 9 . 3 . 1 9
5 . 2 7 3 4 1 ;  H T T P S : / / W W W . S L I D E S H A R E . N E T / H I S H G E E U B U N S / 9 - C O M P L I C A T I O N -

O F - P O S T P A R T U M ;   



H Y P O V O L E M I C  S H O C K

• An obstetric patient may not demonstrate 
compensatory increase ♥ rate during the early 
stages of shock which may mislead the 
practitioner into denial of the diagnosis and delay 
in the treatment 

• Actual changes in vital signs may not occur until 
one third of the woman’s blood volume is lost 

H T T P S : / / O B G Y N . O N L I N E L I B R A R Y . W I L E Y . C O M / D O I / P D F / 1 0 . 1 5 7 6 / T O A G . 9 . 3 . 1 9 5 .
2 7 3 4 1 ;  H T T P S : / / W W W . S L I D E S H A R E . N E T / H I S H G E E U B U N S / 9 - C O M P L I C A T I O N - O F -

P O S T P A R T U M ;   



S H O C K  I N D E X  ( S I )

• Heart rate ÷SBP

• SI >0.9 indicated need for 

blood replacement



Q U A N T I F I C A T I O N  O F  B L O O D  L O S S  ( Q B L )

• Measuring (quantifying) each patient’s blood loss is the most accurate way 

to monitor for OB hemorrhage: 

1. After delivery

2. During the immediate postpartum time period

3. And/or if the healthcare provider suspects increased blood loss at any point during the 

postpartum period

• QBL identifies early signs of postpartum hemorrhage 

• Classifies the stage of hemorrhage and drives associated interventions



Q B L  I S  

E V I D E N C E D  

B A S E D  

P R A C T I C E  

• Utilizing QBL reduces 

skill-based errors related 

to OB hemorrhage by 

quantifying rather than 

estimating blood loss

• Estimating blood loss 

results in underestimation 

by 50% in weights 



Q B L  M E T H O D

• Have a scale available on 
unit

• Weigh blood soaked items

• 1 gram = 1 milliliter 

• Utilize a dry weight list 

• Subtract dry weights from 
QBL



Guess the EBL



P E R I P A D

30ml



Bed

1,000ml



Bed and Floor Spill 

2,000ml



R E S P O N D
Determine 

the 
underlying 

cause 

Utilize 
standardized 

bundle & 
algorithm to 
determine 

appropriate 
interventions

Least 
invasive 

measures 
should be 
performed 

first



O B  H E M O R R H A G E  M A N A G E M E N T - S T A G E  0  &  1

;   C M Q C C ,  2 0 2 2  P.  1 9 0



O B  H E M O R R H A G E  M A N A G E M E N T - S T A G E  2  &  3

CMQCC, 2022 P.193



G E N E R A L  

M A N A G E M E N T  –

E A R L Y  

I N T E R V E N T I O N S

Assess source and initiate source specific 
interventions
Initiate resources (RRT, ME, OB Team, etc.)

Vitals Q15mins or more

Assess signs of shock

Ensure IV access and start fluids

Accurate I/O and EQBL

Anticipate labs 

Consider MFM consult

Additional steps vary by cause



A S S E S S  P O S S I B L E  S O U R C E :  T O N E

A S S E S S M E N T S :

1. Uterus:
•Firm/boggy, midline/deviated, 
fundal height

2. Bladder:
•Distended, voiding

I N T E R V E N T I O N S :

1. Continuous Uterine Massage

2. Empty Bladder

3. Uterotonic Administration

4. If atony persists, move onto 
late interventions 



U T E R I N E  M A S S A G E

• Lower hand should support 
the lower uterus just above 
the symphysis pubis

• Cup the upper hand over 
the fundus and massage

• Can be very uncomfortable 

• Support the patient by: 
•Explaining the purpose

•Assisting with breathing and 
relaxation techniques



U T E R O T O N I C  

M E D I C A T I O N S



F I R S T - L I N E  A G E N T :  O X Y T O C I N  ( P I T O C I N )

• Side effects: water intoxication, nausea and vomiting

• Contraindications: none for PPH

• Dosage: 

•IV: 10-40 units/500-1000 mL solution at 500ml/hour

•IM: 10 units

•Do not administer IV push

• Nursing Considerations: 

•Continuous fundal massage until uterine tone achieved and vaginal bleeding WNL



S E C O N D - L I N E  A G E N T :  M E T H E R G I N E

• Side effects: hypertension, hypotension, nausea, vomiting, headache

• Contraindications: hypertension, preeclampsia, cardiac disease

• Dosage: 
•0.2 mg IM q2-4hr up to five doses

•If no response after first dose, it is unlikely that additional doses will be of benefit

•May also be given intrauterine or oral

• Nursing Considerations: check BP before administering, do not give if BP 
>140/90 mmHg; continuous fundal massage until uterine tone achieved 
and vaginal bleeding WNL



S E C O N D - L I N E  A G E N T :  H E M A B A T E

• Side effects: headache, nausea and vomiting, fever, chills, 
tachycardia, hypertension, significant diarrhea

• Contraindications: avoid with asthma or hypertension

• Dosage: 
•250 mcg IM or intra-myometrial q15-90min up to eight doses

•No IV administration

•If no response after several doses, it is unlikely that additional doses will be of 
benefit

• Nursing Considerations: continuous fundal massage until uterine 
tone achieved and vaginal bleeding WNL

A C O G ,  2 0 1 7 ;  D A V I D S O N  E T  A L . ,  2 0 2 0   P I C T U R E  F R O M  
H T T P S : / / O B G Y N . O N L I N E L I B R A R Y . W I L E Y . C O M / D O I / P D F / 1 0 . 1 5 7 6 / T O A G . 9 . 3 . 1 9 5 .
2 7 3 4 1 ;  H T T P S : / / W W W . S L I D E S H A R E . N E T / H I S H G E E U B U N S / 9 - C O M P L I C A T I O N - O F -

P O S T P A R T U M ;   



M I S O P R O S T O L  - C O N S I D E R  F O R  P T  W I T H  

A S T H M A  &  H T N

• Side effects: headache, nausea, vomiting, diarrhea, fever, chills

• Contraindications: none

• Dosage: 
•600 mcg orally or

•800 mcg sublingually 

• Nursing Considerations: continuous fundal massage until 
uterine tone achieved and vaginal bleeding WNL



N O N  U T E R O T O N I C  M E D I C A T I O N :  

T R A N E X A M I C  A C I D  ( T X A )
L Y S I N E  A N A L O G  &  A N T I F I B R I N O L Y T I C  A G E N T

• Adjunctive treatment not a primary treatment

• Side effects: nausea, vomiting and diarrhea

• Contraindications: women with a clear contraindication to antifibrinolytic therapy including known 
thromboembolic event during pregnancy, history of coagulopathy, active intravascular clotting, or know 
hypersensitivity to TXA

• Dosage: 
•Initial:1g (100mg/ml) IV at 1ml/min

•Second: 1g (100mg/ml) IV at 1 ml/min, if bleeding has not stopped in 30 min or if bleeding resumes w/in 24 hours after first 
dose

• Nursing Considerations: administered slowly as an IV injection over 10 minutes; do not mix with blood for 
transfusion, solutions containing penicillin, or mannitol; should be given within 3 hours of birth; Do not initiate 
TXA more than 3 hours after birth, unless being used for bleeding that restarts within 24 hours of completing the 
first dose 



A S S E S S  

P O S S I B L E  

S O U R C E :  

T R A U M A  

• Suspected if the uterus is firm & 

contracted but excessive bleeding 

still present

• Incomplete or unrepaired lacerations 

or episiotomy?

• Hematoma?

•Localized collection of blood the soft or 

connective tissue under the skin without 

injury to the overlying tissue

•May be a result of inadequate hemostasis at 

the site of incision or laceration repair



H E M A T O M A

• Can be vaginal, vulvar, perineal, 
subperitoneal, intraperitoneal, 
retroperitoneal

Signs & Symptoms:

•Extreme labial, rectal, pelvic pressure or pain 

•Bluish, bulging area just under the skin surface

•Firm to palpation

•Restlessness

•Difficulty voiding

•Vital sign deterioration 



H E M A T O M A  - T R E A T M E N T

• Conservative measures for <3cm and 
nonexpanding: 
• Ice

• Analgesics

• Heat after 24 hrs (absorption of blood)

• Progressive enlargement and/or vital 
sign changes
• Incision and drainage

• Prophylactic antibiotics



A S S E S S  P O S S I B L E  S O U R C E :  T I S S U E  

• Placenta intact at delivery? 
• Incomplete placenta results in poor uterine tone despite 

intervention
• Removal is necessary (manual removal or curettage)

Retained placenta is the most common cause of 
late hemorrhage



A S S E S S  

P O S S I B L E  

S O U R C E :  

T H R O M B I N  

• Can be a cause or serious complication 
of postpartum hemorrhage

• DIC, Idiopathic thrombocytopenia, 
purpura, von Willebrand disease

• Signs & symptoms:

•Petechiae

•Ecchymosis

•Prolonged bleeding from gums & IV sites

•Uncontrolled bleeding during delivery

•Tachycardia

•Acute renal failure

•Convulsions/Coma



G E N E R A L  M A N A G E M E N T  – L A T E  

I N T E R V E N T I O N S

1. Supplemental O2

2. Repeat labs
• PT & PTT will not change until the fibrinogen level is 150-100
• May want to suggest  Cryoprecipitate therapy sooner if fibrinogen levels are low 

3. Blood replacement therapy
• Uncontrolled bleeding - consider initiating massive transfusion protocol

4. Anticipate further management 
• Uterine tamponade (Bakri)

• Jada system

• Surgical intervention
Critical Care Obstetric Conference (2021)



C O M M O N L Y  U S E D  B L O O D  P R O D U C T S

Blood Product Information Volume p/Unit Expected Lab Changes

Packed red blood cells 
(PRBCs)

Improves O2 carrying 
capacity and provides 
volume

200-240 ml/unit Increases Hgb by approx. 
1g/dl or Hct by 3% per unit 
transfused

Fresh frozen plasma (FFP) Contains all coagulation 
factors; given to replaced 
clotting factors

200-250 ml/unit Increases fibrinogen 10 
mg/dl per unit transfused

Platelets Random donor platelets 
(RDPs); replaces platelets

Platelets (RDP) should 
contain >5.5x10^10 platelets 
in 50 ml/unit plasma. Usually 
4-10 units RDPs are pooled 
prior to transfusion. Number 
of RDPs in the pool x50 ml 
plasma. 

Increases count 7,000-
10,000/mm^3 per RDP unit 
transfused

Cryoprecipitate Replaces fibrinogen 4-10 units, each unit 
provides > 150 mg of 
fibrinogen

Ten-unit pack would increase 
fibrinogen level by approx. 75 
mg/dl



T A M P O N A D E  B A L L O O N

• Manually placed inside the uterus and 
filled with normal saline

• Helps to tamponade the uterus to reduce 
bleeding

• Reduces the need for more invasive 
procedures

• Doesn’t require an operating room for 
placement

• Most are placed with U/S

https://www.youtube.com/watch?v=n1McwrLZ2_I


J A D A  S Y S T E M

• Uses consistent gentle vacuum to induce uterine contractions

• Stops OB hemorrhage in approximately 3 minutes

• Placed vaginally 

• Soft silicone loop containing 20 vacuum pores to evacuate blood

• Expandable cervical seal is filled with fluid to hold system in place

• Connector at the end of the tube is connected to low level 
vacuum source

• Vacuum is left in place for minimum of 1 hour

• Leave system in place for minimum 30 mins after suction 
discontinued

https://youtu.be/9Pnb9GDNppI


P R E V E N T I N G  H Y P O T H E R M I A

• Increasing the temperature in the room 

• Cover woman’s body including her head with warm blankets 

• Remove any wet linens 

• Keep IV solutions in a readily accessible warming cabinet 

• Use IV fluid/blood warmers 

• Utilize rapid infusion systems 

• Use of “Bair hugger”  warming device https://images-na.ssl-images-amazon.com/images/I/31MQ733a8iL.jpg



D E B R I E F I N G

Recommended after OB hemorrhage events

Performed once patient is stable and ASAP 
after event to facilitate accurate recall 

Designated time 

Appropriate environment 

Brief – 15 mins or less

Utilize checklist



DEBRIEFING 

CHECKLIST 



R E F E R E N C E S

American College of Obstetricians and Gynecologists (2017). Postpartum hemorrhage. ACOG practice bulletin: Clinical 

management guidelines for obstetrician-gynecologists number 183, 130(4). 

http://dx.doi.org/10.1097/AOG.0000000000002346

Association of Women's Health, Obstetric, and Neonatal Nurses (2014). Quantification of blood loss: AWHONN practice brief 

number 1. Journal of Obstetric, Gynecologic, and Neonatal Nursing, 00, 1-3. doi 10.1111/1552-6909.12519 

AWHONN (2021). Critical Care Obstetrics Education (CCOE) Postpartum Hemorrhage. 

https://my.awhonn.org/productdetails?id=a1B3t00000C91YZEAZ

Building U.S. Capacity to Review and Prevent Maternal Deaths (2018). Report from nine maternal mortality review committees. 

Review to Action. https://reviewtoaction.org/Report_from_Nine_MMRCs

California Maternal Quality Care Collaborative. (2022). Improving Health Care Response to Obstetric Hemorrhage Version 3.0 

A California Quality Improvement Toolkit. 

Davidson, M., London, M., & Ladewig, P. (2020). Olds’ maternal-newborn nursing & women’s health across the lifespan (11th

ed.). Pearson Education, Inc. 

Dendis, M., & Hooven, K. (2020). Preventing hypothermia during cesarean birth: An integrative review. MCN: The American 

Journal of Maternal Child Nursing, 45(2), 102–108. https://doi-org./10.1097/NMC.0000000000000599 

https://reviewtoaction.org/Report_from_Nine_MMRCs


R E F E R E N C E S

Holub, K. S. (2019). Postpartum maternal complications. In S. Murray, E. McKinney, K. Holub, & R. Jones, (Eds.). 

Foundation of maternal-newborn and women’s health nursing (7th ed., pp. 495–516). St Louis, MO: Elsevier. 

Lowdermilk, D. L., Cashion, K., & Alden, K. R., Perry, S.E., Olshansky, E.F. (2024). Maternity & women’s health care (13th

ed.). St. Louis, MO: Elsevier. 

Martin, S., & McMurtry Baird, S. (2021) Critical Care Obstetrics Conference; Fort Worth Texas October 29th. 

Seacrist, M. J., VanOtterloo, L. R., Morton, C. H., & Main, E. K. (2019). Quality improvement opportunities identified 

through case review of pregnancy-related deaths from obstetric hemorrhage. Journal of Obstetric, Gynecologic, and 

Neonatal Nursing, 48, 288-299. doi: 10.1016/j.jogn.2019.03.002

Simpson, K. R., Creehan, P. A., O’Brien-Abel, N., Roth, C. K., & Rohan, A. J. (2021). Perinatal Nursing (5th ed.). Wolters 

Kluwer. 

World Health Orgaization (2017). Updated WHO recommendation on tranexamic acid for the treatment of postpartum 

hemorrhage highlights and key messages from the world health organization’s 2017 global recommendation. Retrieved 

from https://apps.who.int/iris/bitstream/handle/10665/259379/WHO-RHR-17.21-

eng.pdf;jsessionid=7D936F205D34C54C1CBC83F95C73E5B9?sequence=


