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What is massive obstetric haemorrhage?
How common is it and why is it important?
What are the main causes?
How well do we recognise it?
Management 
Team work



Loss of one Blood Volume in 24hr

Loss of 50% Blood Volume in 3 hrs

Blood loss at rate of 150ml per minute







Principal Causes of Direct Maternal Death
in UK 1985 - 2008
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Other
Anaesthesia
Sepsis
Ectopic pregnancy
Thromboembolism
Haemorrhage
Hypertension
Abortion







Amongst the deaths, the lack of early senior 
multidisciplinary involvement, the lack of close 
postoperative monitoring and the failure to act on 
signs and symptoms that a woman is seriously 
unwell, including readings from MEOWS charts, 
remain important contributors to maternal death 
from haemorrhage. All clinicians involved in the 
care of pregnant women could further reduce the risk 
of haemorrhage-related maternal death by 
improvements in these elementary aspects of care.



2008 - 2009



Tone Atony  70%
Trauma Genital tract, inversion  20%
Tissue Retained or invasive placenta 9%
Thrombin Coagulopathy 1%









Midwives and doctors underestimate 
blood loss at delivery by 30 50% 

Blood  loss Prevalence (%)
Visual estimate Direct measurement

>500mls 5.7 27.6
>1000mls 0.4 3.5



Be prepared
Diagnose and declare
Instigate immediate management
4 key simultaneous components 
Communication
Resuscitation
Monitoring
Treatment



Does your unit have:
A major haemorrhage trolley?
A major haemorrhage protocol?
Immediate access to O neg blood?
Obstetric emergency drills?

Have you risk assessed your patient ?







At least 20% blood volume loss if: 

Pulse rate >100

Respiratory rate >20

BP decreased

At least 20% blood volume loss if: 

Pulse rate >100

Respiratory rate >20

BP decreased



Capillary refill
Respiratory rate
Pulse rate
Urine output
Blood pressure



Get Help
Patient and partner
Senior midwife, obstetrician and anaesthetist  
Blood transfusion and duty haematologist
Theatre Team
Portering services
Delegate record keeping



ABC
Oxygen
Major Haemorrhage Trolley
IV access and blood samples
Near-patient testing
IV fluids
O Neg Blood



How much blood can you afford to lose?
Blood is vital for oxygen delivery to organ cells 
Organ cell damage occurs with 50% blood 
volume loss if NO fluid replacement
Organ cell damage does not occur until 100% 
blood volume loss if given equivalent fluid 
replacement 

GIVING J UST FLUID CAN SAVE A LIFE 



Average blood volume in 3rd trimester = 6L 

Haematocrit = 35%



Blood loss = 50% of blood volume
No fluid replacement 



Blood loss = 50% of blood volume
But with fluid replacement 

Haematocrit = 17%



Crystalloid vs Colloid





14G cannula  (250-360mls/min)

16G (130- 220mls/min) 

18G (75 120mls/min)

20G (40-80mls/min)

X 1.5

X 3.4

X 5

Relative flow rates



Plasma volume: Replace after 1L loss 
(fluid replacement)

Red cells: Replace after 2L loss 
(e.g. O neg blood)

Coagulation factors/Platelets: Replace 
after 5L loss





Assess for shock and effectiveness of 
resuscitation
Respiratory rate and capillary refill useful
Don t rely on systolic BP as main sign
Urine output
Consider invasive monitoring but should not 
delay fluid resuscitation
Document resuscitation and treatment



Treatment for atony
- empty bladder
- uterine compression
- commence uterotonic therapy
Transfer to theatre for EUA
Continue resuscitation including blood 
therapy 







Exploration of genital tract for trauma or 
retained placenta
Rüsch catheter 
B-Lynch brace suture
Vessel ligation and embolisation
Subtotal hysterectomy



Blood cell salvage

Radiological vascular embolisation

Factor 7



ICU admission
Hyperbaric therapy 
Thromboprophylaxis
Anaemia management
Erythropoietin 300U/kg x3 per week
Iron supplementation (IV iron sucrose 200mg x3 /week)

Patient counseling
Team debriefing  



Be prepared
Diagnose and declare
Instigate immediate management
4 key simultaneous components 
Communication
Resuscitation
Monitoring
Treatment



Be prepared Practise drills, Risk assess
Diagnose and declare
Instigate immediate management
4 key simultaneous components 
Communication - Get help
Resuscitation  - Give fluid
Monitoring - Reassess
Treatment - Treat atony



Crisis Preparation

Crisis Management

Good Team Work

The Team Leader

Good Communication

Skills for multidisciplinary teamwork and communication 



Antepartum haemorrhage: Bleeding from the genital 
tract between 28 completed weeks of pregnancy and the 
onset of labour.

Postpartum haemorrhage: 
Primary = blood loss from the genital tract of 500 ml  in 
the first 24 hours
Severe  = blood loss 1000 ml in first 24 hours 
Secondary (delayed) = blood loss > 24 hours until 6 weeks 
post delivery





Washing removes 95-98% plasma contaminants
Can return 75-85% of shed blood
Re-infusate blood has 60-70% haematocrit 



Amniotic Fluid Embolism
Rhesus immunisation
Rate at which blood can 
be returned limited by 
filter
Coagulation factors still 
needed 

Flow rate 80ml/min 
@ 300mmHg

Leukocyte 
depletion filter



Correct everything 
else first

Will not stop surgical 
bleeding

Single standard dose  
£4000
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--31-year-old woman with placenta percreta




