POSTPARTUM HEMORRHAGE (PPH)
PATHO/PHYS


Hemorrhage in the postpartum period either can be either:

· Early (immediate or primary): Occurs in the first 24 hours after childbirth, and is more common than late. The uterus has a problem to contract on a regular basis, thus affecting its stability to maintain homeostasis. Hemorrhage within the early stage can be differentiated by blood loss is usually more than 500 mL after a vaginal birth, and more than 1000 mL for a C-section. 

· Late (secondary) postpartum hemorrhage occurs from 24 hours to 6 weeks after birth. Most often this occurs due to subinvolution, which is the failure for the uterus to return to normal size. Fundal height is greater in subinvolution. Lochia does not transition as expected. 

ETIOLOGY

· Uterine atony – failure of uterus to contract down following delivery of the placenta, allowing the blood vessels in placenta that was attached to continue to bleed. 

· Trauma – during delivery. Sites of injury are episiotomy, vulva, vagina and/or cervix, ruptured uterus 

· Retained placenta – prevents the normal process of contraction and cause blood vessels to continue to bleed 

· Blood clotting abnormalities – due to inherited bleeding disorders. Ex. Sickle cell 
S / S

· Excessive or bright red bleeding

· A boggy fundus that does not respond to massage 

· Abnormal clots

· High temperature

· Any unusual pelvic discomfort or backache

· Persistent bleeding in the presence of a firmly contracted uterus

· Rise in the level of fundus of the uterus 

· Increase pulse or decrease in pulse

· Hematoma formation or bulging/shiny skin in perineal area

· Decrease in level of consciousness (LOC) 

LABS / TEST

· Full blood count – 4-5.4 

· Coagulation profile including INR, PT, APTT

· Tests for inherited bleeding disorders 

· Hematocrit – 37-40%

· Hemoglobin – 12-16

· Clotting factors in blood 

· Estimation of blood loss

· Pulse rate and BP measurements 

RISK TO MOM / BABY


There are no risks to the baby because fortunately the baby will have hopefully been delivered successful by the time PPH takes place.


Most women can lose some blood with no problems at all, but large amounts of bleeding can cause the following risk to the mother:

· Anemia 

· Shock 

· Collapse

· In the worst case, death.  This is why PPH is taken very seriously.
NURSING INTERVENTION / CONSIDERATIONS


Predicting who will have PPH based on risk factors is difficult because two-thirds of women who have PPH have no risk factors.  Therefore all women are considered at risk.  All women will receive care to help prevent hemorrhage after the birth of their baby.  Immediately following the birth of the baby, signs of placental separation will be watched for to know when the placenta is ready to be delivered.  A risk factor for PPH is when the placenta does not deliver spontaneously.


If hemorrhage does occur there are multiple steps which can be taken to treat the bleeding.  Depending on the reason for the bleeding the steps vary.  The following steps will be used depending on the bleeding:

· The goal of PPH is to correct the cause and replace fluid loss.  Patient should be NPO until hemostasis is established.

· Monitor amount of bleeding by weighing all pads.

· Perform frequent fundal checks within the first 24hrs postpartum.  Massaging a boggy fundus until it is firm.  

· Frequently monitor vital signs

· Place mother in trendelenberg position

· Administer O2 as indicated

· Ensure 2 large IV sites are available

· Administer meds as indicated (e.g., Pitocin, Methergin)

· Promote comfort measure (e.g., back rubs, deep breathing, instruct relaxation or visualization exercises

· Provide diversional activities
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