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Disclosures

Å Haymarket PPH Educational Video

Å Cooper Surgical Obstetrical Safety Council

Å Laborie Speaker

Å Organon Scientific Advisory Board

Å PI for Jada Pivotal Trial and Post Market Registry
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Note: From 2016 onwards, data is shown only for maternal deaths of mothers who were NYS residents and died in NYC in 

compliance with CDC standards. In previous years, we included deaths of mothers from other states that died in NYC.
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Cause-specific proportionate pregnancy related 
mortality
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Cause-specific proportionate pregnancy related mortality
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Frequencies of PPH and Etiology According to Year of Delivery, per 1000 Deliveries

Reale, SC, et al. Anesthesia & Analgesia130(5):e119-e122, May 2020.
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The majority of PPH deaths can be avoided by timely response
and use of appropriate treatmenté

but

you need to be readyfor it and know how to recognizeit
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Definition of Postpartum Hemorrhage

Å The cumulative blood loss of 1000mL or greater or blood loss accompanied by signs/symptoms of hypovolemia 
within 24 hours following the birth process 

Å Volume of blood loss may not appear significant, but clinical exam and vital signs indicate severe hypovolemia 

Å need for closer supervision and possible interventions 

Å Often diagnosed at a later stage in the process

Å Increased risks of: 

Å hemorrhagic shock, coagulopathy, infertility, adult respiratory distress syndrome, and Sheehan syndrome
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Stages of Hemorrhagic Shock
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Obstetric Hemorrhage: Key Resources 
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Bundle updates 

from AIM 

released Spring 

2022é

IHI Change 

Package released 

to augment 

implementation 

opportunitiesé
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What is a Stage-Based Obstetric Hemorrhage Emergency Management Plan?
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Two Stage-Based Plans

SMI

ÅObstetric Hemorrhage 
Checklist

CMQCC

ÅObstetric Hemorrhage 
Care Guidelines
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How Do you Implement a Stage-Based Plan? 

#1: Be readyon your unit and within your team at all times

#2: Recognizeeveryhigh risk patient and everyPPH case 

#3: Respondconsistently in a standardized way every time
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Readiness - Every Unit/Team

Develop processes for the management of patients with obstetric hemorrhage, including:

a. A designated rapid response team co-led by nursing, obstetrics, and anesthesia with 

membership appropriate to the facilityôs Level of Maternal Care; 

b. A standardized, facility-wide, stage-based obstetric hemorrhage emergency management 

plan with checklists and escalation policy; 

c. Emergency release and massive transfusion protocols to ensure immediate access to blood 

products; *

d. A protocol, including education and consent practices, to collaborate with patients who 

decline blood products, but may accept alternative approaches; 

e. Review of policies to identify and address organizational root causes of racial and ethnic 

disparities in outcomes related to the diagnosis, management, and surveillance of obstetric 

hemorrhage.
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ÅMaintain a hemorrhage cart or equivalent with supplies, checklists, and instruction cards for devices 

or procedures where antepartum, laboring, and postpartum patients are located. 

ÅEnsure immediate access to first- and second-line hemorrhage medications in a kit or equivalent per 

the unitôs obstetric hemorrhage emergency management plan. 

ÅConduct interprofessional and interdepartmental team-based drills with timely debriefs that 

include the use of simulated patients. 

Readiness - Every Unit/Team
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ÅAssess and communicate hemorrhage risk to all team members as clinical conditions change or 

high-risk conditions are identified; at a minimum, on admission to labor and delivery, during the 

peripartum period, and on transition to postpartum care. 

ÅMeasure and communicate cumulative blood loss to all team members, using quantitative 

approaches. 

ÅActively manage the third stage of labor per department-wide protocols.

ÅProvide ongoing education to all patientson obstetric hemorrhage risk and causes, early warning 

signs, and risk for postpartum complications. 

Recognitionand Prevention - Every Patient
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Response - Every Event

Utilize a standardized, facility-wide, stage-based obstetric hemorrhage emergency management plan, 

with checklists and escalation policies for stage-based management of patients with obstetric hemorrhage, 

including: 

a. Advance preparations made based on hemorrhage risk (e.g. cell saver, blood bank notification, etc.)

b. Evaluating patients for etiology of hemorrhage; 

c. Use of obstetric rapid response team; 

d. Evidence-based medication administration or use of nonpharmacological interventions; 

e. Appropriate activation of expanded care teamand clinical resources as necessary.
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ÅProvide trauma-informed support for patients, identified support network, and staff for all 

obstetric hemorrhages, including discussions regarding birth events, follow up care, resources, and 

appointments.

Response - Every Event
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SMI Stage-Based PPH Management Plan
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SMI: Stage-based PPH Management Plan

https://www.acog.org/-/media/project/acog/acogorg/files/forms/districts/smi-

ob-hemorrhage-bundle-hemorrhage-checklist.pdf
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Response Opportunity: Medical Therapy
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SMI: Stage-based PPH Management Plan

https://www.acog.org/-

/media/project/acog/acogorg/files/forms/districts/smi-ob-hemorrhage

bundle-hemorrhage-checklist.pdf
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SMI: Stage-based PPH Management Plan

https://www.acog.org/-

/media/project/acog/acogorg/files/forms/districts/smi-ob-hemorrhage-

bundle-hemorrhage-checklist.pdf
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Tranexamic Acid ïWhat is it? Mechanism of action?
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Tranexamic Acid ïWhy do you give it?

Å Death due to bleeding was reduced by 19% overall, irrespective of mode of birth 

Å Death due to bleeding was reduced by 31% when TXA initiated within 3hrs of birth

Å Death due to bleeding was reduced by 26% for bleeding due to atony

Å Did not increase the risk of thromboembolic events 

Å Increases overall survival from bleeding and immediate treatment improved survival by more than 70%

Å The survival benefit decreased by 10 percent for every 15 minutes of treatment  delay until 3 hours, after which 
there was no benefit 
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Tranexamic Acid ïWhen do you give it?

Å The benefit of TXA is greatest with early administration, have a low threshold to add after uterotonics have 
been given 

Åorder blood products as needed but do not wait for them to administer TXA 

Å Ideally within 3 hours of delivery

Å If bleeding continues after 30 minutes or stops and restarts within 24 hours after the first dose, a second dose 
of 1g over 10 minutes may be given

Å Should consider in the setting of obstetric hemorrhage when initial medical therapy fails (ACOG)
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Tranexamic Acid ïHow do you administer it?

Å Administer IV bolus of TXA as soon as possible after diagnosis of PPH and after uterotonics given

ÅTXA 1g IV push over 10 ï20 mins 

OR

ÅTXA 1g IV in 50-100cc bag NS over 10-30 mins 

- Infusion >1mL/min can cause hypotension

Å DO NOT inject in lines with blood, penicillin or Mannitol 
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Candidates and Contraindications for TXA

Å Candidates: 

Å Vaginal births

Å Cesarean births

Å Contraindications: 

Å renal disease - relative

Å known thromboembolic event in pregnancy 

Å history of coagulopathy

Å active intravascular clotting

Å known hypersensitivity to TXA
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SMI: Stage-based PPH Management Plan

https://www.acog.org/-

/media/project/acog/acogorg/files/forms/districts/smi-ob-hemorrhage-

bundle-hemorrhage-checklist.pdf
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Bakri - Intrauterine Balloon Technique

INSERT UNDER ULTRASOUND GUIDANCE

Inflate up to 500cc (can hold 1300cc)

ÅSterile fluid ïNever with air!!

Vaginal packing to maintain correct placement, or additional 50-
100cc

Gentle traction, tape to leg

Connect to collection bag monitor hemostasis/bleeding

ÅMay need to flush clots w sterile saline

MAXIMUM time in situ = 24hrs 
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Bakri Management

Requires close monitoring for evidence of continued bleeding

ÅEnlarging uterus

ÅExcessive bleeding into foley bag

ÅBleeding from cervix

ÅEvidence of hypovolemiaïproceed to laparotomy

(Slowly) deflate balloon ïif bleeding resumes, proceed to laparotomy
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Response Opportunity: Tamponade

OBJECTIVE: 
To assess the efficacy, effectiveness, and safety of uterine 
balloon tamponade (UBT) for treating PPH

RESULTS: 
Ninety-one studies, including 4729 women, met inclusion 
criteria (6 randomized trials, 1 cluster randomized trial, 
15 nonrandomized studies, and 69 case series)
Overall pooled UBT success rate was 85.9% (95% CI, 83.9-87.9%)
Highest success rates: uterine atony (87.1%), placenta previa(86.8%)
Lowest success rates: placenta accretaspectrum (66.7%), retained products 
of conception (76.8%)
UBT success rate was lower with cesarean deliveries (81.7%) than with 
vaginal deliveries (87.0%)

Suarez S, et al. Am J ObstetGynecol. 2020;222:293.e1-e52.
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