
OBSTETRICAL EMERGENCIES
Hemorrhage

PPH- Predict-Prepare-Handle
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Identify methods to predict the patient 
risk of PPH

Prepare
Recognize evidence based practices 

to be prepared for a PPH 

Handle
Understand the Clinical management of 

PPH 

Add disclosure



The Why 
• Worldwide is estimated 140,000 deaths/year or 1 

woman every 4 minutes

• Hemorrhage is a leading and most 
preventable cause of severe maternal 
morbidity and mortality (SMM)

• 1-3%- 10% of all births 

• 12.1 of pregnancy related deaths

• Rates are increasing

• Leading cause of ICU admissions

• High rate of  preventability 

• Reducing  the likelihood of harm 
related to Maternal Hemorrhage is 
now a Joint Commission Standard of 
care 



PREDICT:

Definitions:  
• Primary or Early: 1st 24h after 

birth 

• Secondary or Late:  24h to 12 
weeks post birth 

• > 500-1000cc

• > 10 point drop in HCT or need 
for blood transfusion

1.References:World Health Organization. WHO recommendations for the prevention and treatment of postpartum hemorrhage. Geneva: World Health Organization; 2012.

2.American College of Obstetricians and Gynecologists. ACOG Practice Bulletin Number 183, October 2017: Postpartum hemorrhage. Obstet Gynecol 2017; 130:e168.

3.Prevention and management of postpartum haemorrhage: Green-top guideline No. 52. BJOG 2017; 124:e106.

4.Abdul-Kadir R, McLintock C, Ducloy AS, et al. Evaluation and management of postpartum hemorrhage: Cnsensus from an international expert panel. Transfusion 2014; 54:1756.

5.Leduc D, Senikas V, Lalonde AB, et al. Active management of the third stage of labour: Pevention and treatment of postpartum hemorrhage. J Obstet Gynaecol Can 2009; 31:980.

6.CMQCC. www.cmqcc.org/resources-tool-kits/toolkits/ob-hemorrhage-toolkit (Accessed on May 17, 2017).
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PREDICT: Risk Assessments 



PREDICT: Identify Patients at Risk 



PREPARE to prevent:  Active Management of the 
3rd stage 

• Oxytocin IVPB or IM with 
delivery of anterior shoulder 
or prior to placenta infant or 
placenta

• Cord clamping not delayed 
beyond 2 min

• Vigorous fundal massage (at 
least 15 sec) after placenta

• Controlled cord traction

• Saves blood loss at delivery



PREPARE with Risk Factors

• QBL 1G=1ml

• Confirm T & S done

• Confirm status of 
blood availability

• 2nd IV 

• Confirm blood 
availability 

• Have uterotonics 
readily available



PREPARE: Quantify Blood Loss

EBL vs QBL



PREPARE:
 Policies and 

practices
 Algorithm for 

identification 
and treatment 

 People-
response team, 
roles & 
responsibilities

 Equipment-
 Drugs
 Drills



HANDLE:  Clinical Management 
• Don’t Deny or 

Delay
• Etiology-Identify 

and treat the cause 
(4 T’s)

• Control 
hemorrhage

• Replace 
fluids/blood

• Monitor closely
• Anticipate going to 

the OR
6…. 600…. 60….?



HANDLE: Interventions for PPH
Get help- Name  the emergency

HOB down, Fundal massage 

Record VS, O2 sat every 5 minutes 

Record QBL

Empty bladder

 IV and 2nd IV 
 obtain labs (DIC panel) with IV start

 Increase intravenous fluid 

 Increase or start oxytocin

Medications (uterotonics and TXA) 

Confirm blood availability

 Order 2 units RBCs if ongoing bleeding

 I & O: hourly urine output

Maintain adequate ventilation

Keep warm





Postural hypotension

Hypotension 
is a LATE sign

↓cap refill

SOB

HANDLE: Close Monitoring 



HANDLE: To the OR

• If uterotonics and bedside interventions do 
not control the bleeding-

• Move to the OR

• Consider D&C, intrauterine balloon, or other 
surgical intervention

• Labs – CBC and coag studies repeat every 30 
minutes with ongoing bleeding

• Repeat hemabate as often as every 15 mins

• Order blood products- transfuse as clinically 
indicated  



HANDLE: Treatment Options

 If retained placenta :D&C

 If trauma: visualize and repair

 If uterine atony: tamponade balloon, Jada, packing

 If needed, move to interventional radiology, 
hysterectomy

 If C/S: b-lynch suture, uterine artery ligation, 
tamponade balloon

 If vital signs are worse than estimated or 
measured blood loss: possible uterine rupture or 
broad ligament tear with internal bleeding; move 
to laparotomy



HANDLE
Be vigilant in appreciating:

• PPH RISK 
Assessment

• HR > 110 
• QBL > 1000 
• Blood Pressure 

≤85/45 (>15% 
drop)

• Oxygen 
Saturation <95%

• Trust your gut
• Don’t wait for 

labs to transfuse 



HANDLE: Transfusion Considerations

Correction of tissue hypo perfusion
• Volume replacement with crystalloid

Correction of hypothermia
• Use blood warmer
• Use patient warming device

Correction of anemia/coagulopathy
• Assess labs & signs/symptoms
• Labs may lag behind clinical signs
• Transfuse platelets and FFP as well as 

PRBCs



Blood products 



Blood Products 



HANDLE: Typical MTP pack 



MTP Products 

Disseminated intravascular Coagulation:
Thrombohemorrhagic disorder with 
concurrent activation of the coagulation and 
fibrinolytic pathways, resulting in simultaneous 
fibrin clot formation and lysis



Debrief

Important but often missed 
following an untoward event

• What went well

• Opportunities

• Barriers

• System issues

• Action Items: based on lessons 
learned to alter the plan next time   

• Risk Management? 



Complications of PPH 
 Blood Component transfusion 

reactions/complications
 Acute Renal Injury/kidney failure

 Anemia

 Fluid overload (pulmonary edema, dilutional 
coagulopathy)

 Sepsis
 Sherman's Syndrome (intrauterine 

scaring/adhesions)

 Infertility
 PTSD

 Death



Knowledge check

The 4 “T’s of PPH are:
A. Trauma

B. Toxins

C. Torsion

D. Tissue

E. Tears

F. Thrombin

G. Tone 



Knowledge Check 

The normal blood flow through the placental site each minute is 600-
800 mls per minute. 

A. True

B. False
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Shoulder Dystocia 
OBSTETRICAL EMERGENCIES



Objectives

• Identify known and recognize limitations of risk factors for 
shoulder dystocia 

• Standardize the team approach to this emergency

• What to do
• What not to do

• Know the important information to be recorded in the medical 
record after a shoulder dystocia 



Definition 

Definition : Shoulder dystocia is defined as 
failure of the shoulders to spontaneously 
traverse the pelvis after delivery of the fetal 
head. 

“A delivery that requires additional obstetric 
maneuvers following failure of gentle downward 
traction on the fetal head to effect delivery of the 
shoulders” 

Shoulders enter the pelvis in an anterior-
posterior position rather than oblique 

• Anterior shoulder is behind the public bone
• Fetal brachial plexus nerves stretch

ACOG Practice bulletin 2002 (reaffirmed in 2013) definition of “shoulder dystocia” 



Risk Factors 

• TRUTH: Shoulder Dystocia cannot be 
accurately predicted or prevented

• Although many cases are unanticipated, we 
can heighten our readiness and response  

• Promptly recognize when gentle traction 
alone is inadequate for delivery

• Proceed through an orderly sequence of 
maneuvers



Risk Factors 

• Birth weight: > 4000gm

• Diabetes

• Previous SD- recurrence 10% 

• Maternal Obesity, increased weight 
gain

• Abnormal progress of labor

• Post term 

• OVD

Precipitous 
birth 

https://www.uptodate.com/



Delivery Decision? Shared Decision Making 

• Planned Cesarean?
• Hx of prior SD with 

• Hx of severe neonatal injury

• EFW > 4500 (diabetes- 15% risk) or 5000 grams 
(w/o diabetes- < 20% risk)

• Trial of labor?    
• Multip w/o hx of difficult birth

• Spontaneous labor at 39 weeks 

• EFW < 4000gm

• Prolonged Second stage and > EFW

At least 50 percent of pregnancies complicated by shoulder dystocia have no identifiable risk factors and most 
risk factors are weakly predictive of morbidity from shoulder dystocia



Response
Quick Identification

• Call for help

Prompt Interventions:

• DISCOURAGE PUSHING- Coach breathing

• Maneuvers
• McRoberts –tilts the pelvis
• Suprapubic Pressure- External rotation
• Posterior arm- sweeps posterior arm across chest to 

rotate anterior shoulder backward
• Rubin-adducts shoulders
• Wood’s screw-rotates shoulders anteriorly
• Gaskin –all fours 
• Zavenelli

“To the window, to the wall” 



KEY POINT 

NO PUSHING & NO PROVIDER DOWNWARD GUIDANCE UNTIL 
DYSTOCIA IS RESOLVED     ACOG Practice Bulletin 178 May 2017



Documentation 

• Delivery of head
• Delivery of Shoulders

• Sequence of maneuvers
• Pushing discouraged

• No fundal Pressure
• All staff present

• The team called and when they arrived
• NICU/Neo/RT
• Hospitalist
• Anesthesia
• Additional Help (supervisor)

• FHR



Documentation Management after the Delivery 

Obtain Cord gases 

Inform pediatric provider

Document fully

Discuss with parents

Documentation debrief

• Maternal complications
• Cervical/vaginal/perineal lacerations
• Hematoma
• Separation of symphysis
• PPH
• Endometritis
• Birth trauma

• Newborn exam
• Fracture of clavicle/humerus
• Disruption/evulsion of nerve roots
• Increased intracranial pressure



Knowledge Check

What part of the baby is given suprapubic pressure?

A. Anterior aspect of posterior arm

B. Anterior aspect of anterior arm

C. Posterior aspect of anterior arm

D. Posterior aspect of posterior arm

E. Clavical



Knowledge Check

• How many shoulder dystocia cases are not predicted

A. 30% 

B. 40%

C. 50 %

D. 60%

E. Who Knows?
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Sepsis 
OBSTETRICAL EMERGENCIES



Objectives

• Recognize rational for including the OB population into standard 
sepsis quality improvement work

• Name three sepsis considerations that are unique to perinatal 
population 



QUESTION
How many of you have adopted OB Sepsis protocol at your organization ?



Did you know? 

• Maternal sepsis causes at least 
261,000 maternal deaths every 
year worldwide.

• A recent analysis found that 
23% of all maternal deaths in 
the U.S. are related to sepsis. 

• According the CDC, 14.3% 
pregnancy related deaths 
between 2017-2019 were due 
to infection/sepsis. 

• Infection/sepsis is the 2nd

leading cause of pregnancy 
related death

• Black women have more than 
twice the risk of severe 
maternal sepsis as compared 
to their white counterparts



Did you know?

• Maternal sepsis causes at least 261,000 maternal deaths every year 
worldwide.

• A recent analysis found that 23% of all maternal deaths in the U.S. are 
related to sepsis. 

• According the CDC, 12.5% pregnancy related deaths between 2011-
2018 were due to infection/sepsis. 

• Infection/sepsis is the 2nd leading cause of pregnancy related death

• Black women have more than twice the risk of severe maternal sepsis 
as compared to their white counterparts



Increasing Trend 

• Advancing maternal age Obesity

• Diabetes

• Cesarean Birth

• ART

• Multiple Gestation

• Long labor



Pathogens and Sources

Genital 
Tract –
Renal

Respiratory

Other 

GI

Genital/Renal:
• Intraamniotic 

infection (Chorio)
• Endometritis
• Wound Infection
• C/S Birth  

GI:
• Ruptured 

Appendix
• Cholecystitis

Respiratory:
• Pneumonia
• TB

Other: 
Mastitis
Septic pelvic 
thrombophlebitis
Necrotizing Fascitis

E.coli
Staphylococcus 

Aureus
Streptococcus



Intraamniotic Infection(Chorioamnionitis)

Most common 

• 3.9% all births 

• 40-70% PTB due to PTL; 
PPROM

Risk Factors: 

• Length of labor 

• Duration of rupture of 
membranes 

• Multiple cervical exams

• Internal 
monitoring/procedures

• GBS

• STI

• Mec

• Previous IAI

• Alcohol/Tobacco use



Presentation- Dx is usually made on clinical findings alone

• Fever (100%)
• ≥39 x1
• 38-38.9 on 2 more measurements 30 

minutes apart

PLUS one or more: 
• Elevated WBC > 15,000(70-90%)

• Birthing Patient Tachycardia >100/min  
(50-80%)

• Fetal Tachycardia > 160/min (40-70%)

• Decreased FHR variability 

• Uterine tenderness(4-25%)

• Bacteremia(5-10%) 

• Purulent or malodorous amniotic fluid 

PLACENTA TO PATHOLOGY!  Confirmation: Evidence of infection and/or inflammation in placenta, membranes, 
or umbilical cord.  Amniotic fluid- positive gram stain, low glucose level, positive culture, high WBC count



Chorio key points

• Give Antibiotics

• Give Tylenol

• Deliver-does not 
necessarily indicate C/S 
Birth 

• Increased risk for:
• Dysfunctional labor 
• Cesarean birth
• Uterine atony
• PPH
• Blood transfusion
• Localized PP infection
• Sepsis



What’s Unique about Maternal Sepsis

• Uncommon

• Typically Young & Healthy

• Limited studies

• Challenges to identification

• SIRS Criteria

• Scoring tool(s):

• NOT validated for the pregnant population



Unique OB Physiology
• Normal OB physiology mimics SIRS:

• WBC higher 

• HR increases 

• RR Increases 

• Effect of Labor 

• HR, RR: pain and pushing 

• Temp: dehydration, epidural

• Hypotension with epidural

• Altered mental status

• Postpartum
• Fatigue



SEPSIS Definition: The presence of 2 or more SIRS criteria with a presumed or 

confirmed infectious process

Adult Screening Criteria OB Population

• Temp > 38°C (100.4°F) or < 36°C (96.8°F)

• HR > 90

• RR> 20

• WBC  >12,000, < 4,000 or >10% Bands

•New mental status change

•Blood glucose >  140 mg/dl in the absence of diabetes

Temp > 38°C (100.4°F) or < 36°C (96.8°F)

HR >110

WBC > 14,000 or < 4,000 or

> 10 % bands

Subtle changes in mental status 

•Blood glucose > 140 mg/dl in absence of diabetes

KEY POINT- Unlike IAI - FEVER is not a REQUIRED criteria



Maternal Sepsis Standard Work 

r



Maternal Sepsis Standard Work 

IMPLEMENT THE BUNDLES…Goal within 1hour

 Lactate Level 

 Blood Cultures x2

 LR Bolus 500cc

 IV Antibiotics

In the setting of Septic shock
LR 30ml/kg Fluid Bolus to be completed by 
3hours

MD assessment for fluid status reassessment after 
completion of 30ml/kg bolus 4hour of time zero 

* This is a core measure



Story…. Before OB SEPSIS PROTOCOL 
Postpartum Day 1: Primip OVD
Reported feeling  “ very tired”, pain well controlled with 
current meds, ambulating well, tolerating reg diet.  Baby  
doing well,  BF well              

WBC 16.4  T 36.2  BP 118/71 Pulse 115 RR: 18

3 Hours Later: 
Pain 9/10 not well controlled with current medications: 
Crying from exhaustion and pain, limited coping 
mechanisms. C/O Cramping stiches, hemorrhoids. 
Developed chest pain, right shoulder pain, SOB, N/V, 
dizziness               

T: 38.7  HR: 120-156 BP:  95/45- 76/34 RR: 40-47

WBC=*1.7 repeat 1.6 

Mother comments that this is not her typical response to 
pain or stress



Rapid Response Team:
CT Scan,  Pulmonary angiogram, Abdominal Ultrasound

Transferred to Critical Care Unit:

BP: 68/40 P:155-160 Sa02 87% on 6L  Lactate 4.8

• CT Angiogram- No PE
• Sepsis protocol initiated
• IV antibiotics (Unasyn, Clindamycin, Vancomycin) 
• Fluid Volume Resuscitation
• Vasopressor Support 
• 02 requirement up to 45L/min
• Respiratory failure, increasing pulmonary edema/pleural effusions.  

Intubated  for respiratory support 
• Decreased Urine output

Major Goals of sepsis management were met: She was treated 
emergently with fluid resuscitation, antibiotic administration….

What else?   



Postpartum Day 3:

To OR for Surgery: TAH, APPY, and Abdominal 
washout. Uterus was “mushy” and tissue friable

• 4 liters of purulent Ascites 
• Positive for GAS
• Remained ventilated 9 days (ARDS)

Postpartum Day18: Discharged Home 

T: 36.5, BP: 127/75  P:  88 RR: 16  Sao2 100%



Knowledge Check 

A fever is necessary in the diagnosis of sepsis in the OB population? 

A. True

B. False



Knowledge check

How quickly should the 30ml/kg fluid bolus be administered?

A. Within your shift

B. 3 hours

C. 6 hours

D. Until the patient is normotensive
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