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Postpartum hemorrhage (PPH) is the largest contributor to maternal mortality, occurring in
between 1 and 5% of deliveries. Prophylactic uterotonics are widely recommended to
prevent atonic hemorrhage. Rapid recognition of PPH and identification of hemorrhage
etiology is essential to reduce mortality and morbidity. Treatment is etiology-specific and
comprises a range of medical, mechanical, temporizing and surgical procedures. Important
developments from trauma and emergency medicine around massive hemorrhage protocols
are newly implemented for PPH, and the evidence base for PPH medical management is
expanding, with clinical trials ongoing. Improving the management of PPH in limited-resource
settings will require continued attention to ensure the availability of low-cost accessible
prevention and treatment options, in addition to a focus on skilled care providers.
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Epidemiology
Postpartum hemorrhage (PPH) is the leading
contributor to maternal mortality globally,
responsible for approximately 25% of the
nearly 300,000 maternal deaths estimated to
occur each year [1,2]. It is a major contributor
to maternal morbidity, such as anemia [3].
While low-resource countries experience a
much higher burden of PPH, it is also a sig-
nificant cause of maternal death in the devel-
oped world [4]. Death from PPH occurs in
about 1 per 1000 deliveries in low-resource
countries compared with 1 in 100,000 deliv-
eries in higher-resource countries [5]. PPH has
traditionally been defined as blood
loss ‡500ml within the 24 h following child-
birth, with severe PPH defined as blood
loss ‡1000ml [6]. Other definitions specified
PPH as blood loss >15% of total blood vol-
ume, or 10% measured peripartum decline in
hemoglobin levels [7]. Recent definitions pay
greater attention to symptoms (e.g., lighthead-
edness, weakness, palpitations, diaphoresis,
restlessness, confusion, air hunger and/or syn-
cope) and signs of hypovolemia (e.g., hypoten-
sion, tachycardia, oliguria, low oxygen
saturation). Most healthy women do not
exhibit signs or symptoms of hemodynamic
instability until blood loss of 1200 ml. How-
ever, some PPH may not be recognized prior
to onset of hypovolemia because blood loss is

often underestimated [8], bleeding may occur
intra-abdominally [9] and less blood loss is suf-
ficient for PPH development when women are
compromised by anemia, preeclampsia or
another co-morbidity. Provider awareness of
blood loss and monitoring of vital signs is
important to trigger the initiation of resuscita-
tion measures and to determine response
to resuscitation.

PPH is estimated to occur in between
1 and 5% of deliveries [10,11], but incidence
estimates vary by definition. Globally, Calvert
et al. reported PPH prevalence at 10.8%
(95% CI: 9.6–12.1) in a recent systematic
review and meta-analysis, with wide regional
variation ranging from 7.2% (95% CI: 6.3–
8.1) in Oceana to 25.7% (95% CI: 13.9–
39.7) in Africa [12]. Severe PPH was lower, at
2.8% (95% CI: 2.4–3.2), with similar
regional patterning from 1.9% (95% CI:
1.2–2.8) in Asia to 5.1% (95% CI: 0.3–15.3)
in Africa. Variability in PPH prevalence
was reported by blood loss measurement
method (objective vs subjective), management
of third stage of labor (active vs expectant),
and region. Trend data from the past decade
suggest an increasing prevalence of PPH,
evidenced by research based in Australia,
Canada, USA and UK [13]. Joseph et al.
report the observed increase in Canada was
mediated by an increase in uterine atony
despite temporal adjustment for risk
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factors [14]. Wu et al. describe a temporal increase in the inci-
dence of placenta accreta over the past several decades, con-
current with increases in cesarean delivery [15].

Etiologies of PPH are traditionally referred to as the ‘4 Ts’:
tone, trauma, tissue and thrombin. ‘Tone’ describes uterine
atony, failure of the uterus to adequately contract. It is the pri-
mary cause of PPH, responsible for approximately 70% of
cases [16]. Genital tract or uterine ‘trauma’ is responsible for
about 20% of PPH, and comprises perineal, cervical and vagi-
nal lacerations as well as spontaneous or iatrogenic uterine rup-
ture due to surgical or instrumental delivery [16]. ‘Tissue’
etiologies including retained placenta and abnormal placenta-
tion are responsible for 10% of cases [16]. Such etiologies oper-
ate via three primary mechanisms of action: uterine atony due
to retained tissue prohibiting the uterus from effectively con-
tracting, placental misplacement in less contractile tissue of the
lower uterus, or invasive placental implantation with varying
levels of attachment to the myometrium and potential exten-
sion to other organs (e.g., rectum or bladder) [17]. ‘Thrombin’
refers to inherited or acquired coagulation disorders including
dysfunctions of the clotting cascade or platelets, and dissemi-
nated intravascular coagulopathy (DIC), which cause approxi-
mately 1% of PPH [16,18].

Diagnosis of PPH
The majority of PPH occurs without warning; thus, consistent
implementation of prevention measures, rapid PPH recognition
and prompt identification and treatment of hemorrhage etiol-
ogy are essential to reduce maternal mortality and morbidity [8].
Frequent monitoring of vital signs and palpation of the uterine
fundus after delivery is recommended to identify PPH develop-
ment, and providers should remain cognizant of blood loss and
vital signs.

Clinical track and trigger systems including defined threshold
values for hemodynamic instability are used to indicate patients
at impending risk of an adverse event. The California Mater-
nity Quality Care Collaborative (CMQCC) has proposed des-
ignated values for alert and action lines (e.g., heart rate ‡110
bpm, blood pressure (BP) �85/45 mmHg and oxygen satura-
tion <95%), and the UK Confidential Enquiry into Maternal
and Child Health (CEMACH) developed an ‘Obstetric Early
Warning Chart’ to alert providers to numeric and visual cues
for action, used in the National Health System [19,20]. The
CEMACH chart triggers a provider to urgent medical assess-
ment when a patient demonstrates either one markedly abnor-
mal observation or a combination of two mildly abnormal
observations for the vital signs being tracked (e.g., respiratory
rate, O2 saturation, temperature, heart rate, BP). Validation of
this chart reported high sensitivity and reasonable specificity,
but called for further refinement of low blood pressure thresh-
old values [21]. The Royal College of Obstetricians and Gyne-
cologists (RCOG) recommends the use of an obstetric early-
warning score system such as this for early identification of
continuous bleeding [22]. The shock index, a combined measure
of pulse and systolic blood pressure (pulse/systolic bp), was

found to have clinical utility for early diagnosis of hemorrhage
in a recent systematic review by Pacagnella et al.; however, fur-
ther research among the obstetric population is necessary [23].
The evidence base on the effectiveness of trigger tools for
reducing intensive care admissions or poor health outcomes is
not well-established.

Timely recognition of PPH through accurate monitoring of
blood loss at delivery and postpartum is critical in resource-
poor settings, in particular, but is also useful in the developed
world. The gold standard for blood loss estimation, photo-
spectrometry or colorimetric measurement of alkaline hematin,
is impractical for many clinical settings [24]. Visual estimation is
the most common method of quantifying blood loss world-
wide; however, this method underestimates blood loss between
30 and 50%, with greater inaccuracy as blood loss increases [8].
Dedicated clinical training improves the accuracy of visual
blood loss estimation, and use of written and pictorial guide-
lines may assist labor ward staff [8]. Devices to assist measure-
ment such as an under-buttocks, plastic, closed-ended,
calibrated blood-collection drape (FIGURE 1) also improve valid
estimation [24]. Clinicians may soon be able to utilize mobile
phones to estimate blood loss using the camera of the phone
and a built in algorithm; such a low-cost application that pro-
vides real-time blood loss monitoring via scanning is in
development [25].

Prevention of atonic PPH
As uterine atony is the leading cause of PPH, agents that
improve uterine tone and increase uterine smooth muscle con-
tractility are most beneficial for overall prevention and treat-
ment of PPH. The WHO recommends prophylactic uterotonic
administration during the third stage of labor, with oxytocin
(IM/IV, 10 IU) the preferred drug [6]. Where oxytocin is
unavailable, WHO recommends the use of other injectable ute-
rotonics (e.g., ergometrine/methlergometrine or oxytocin/ergo-
metrine) or oral misoprostol (600 mg) [6]. Updated evidence
regarding other common components of active AMTSL
prompted the WHO to change recommendations around con-
trolled cord traction (CCT). It is considered optional in the
presence of skilled birth attendants, but not recommended in
the absence of a skilled provider. NICE and International Fed-
eration of Gynecology and Obstetrics (FIGO) also support
AMTSL, though the individual components vary by recom-
mending body [26,27]. Early cord clamping and cutting was
favored by NICE while fundal massage following placental
delivery was recommended by FIGO [26,27]. Recent WHO rec-
ommendations suggest performing delayed cord clamping (1–
3 min after birth) and intermittent uterine tone assessment [6].
AMTSL requires a trained healthcare provider for implementa-
tion; the risks of AMTSL performed by unskilled birth attend-
ants, particularly CCT, are not well studied [6].

A number of other pharmacologic agents have been eval-
uated for PPH prophylaxis. Recent literature suggests carbeto-
cin may soon play a greater role in PPH prevention given
demonstrated equal efficacy as oxytocin and decreased need for
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subsequent uterotonic administration at cesarean section, less
blood loss and fewer adverse effects than Syntometrine for vagi-
nal deliveries and greater cost–effectiveness over oxytocin
among cesarean deliveries [28,29].

Medical management of atonic PPH
Pharmacologic management of atonic PPH includes the use of
oxytocin, ergometrine and prostaglandins. Intravenous oxytocin
is the preferred initial agent in PPH treatment, regardless of
whether a prophylactic dose was administered [6]. If bleeding
continues after oxytocin administration or if oxytocin is
unavailable, IV ergometrine, ergometrine-oxytocin fixed dose
(Syntometrine) or a prostaglandin such as misoprostol 800 mg
sublingual can be administered [6]. Simultaneous administration
of misoprostol with treatment doses of oxytocin is not recom-
mended [6]. Carboprost is may be useful when bleeding is
resistant to other agents [30].

If bleeding proves unresponsive to uterotonics, consideration
may be given to tranexamic acid (TXA), a synthetic derivative
of lysine with antifibrinolytic properties, or recombinant acti-
vated factor VII (rvFIIa), the latter of which is discussed later.
A 2010 Cochrane Review of TXA reported decreased blood
loss after vaginal and cesarean birth but called for further inves-
tigation around efficacy and safety [31]. Two more recent
randomized controlled trials (RCT) concurred, yet were under-
powered to evaluate safety concerns such as thrombolytic
events [32,33]. The WOMAN Trial is currently evaluating TXA
for PPH treatment [34]. WHO provides a weak recommenda-
tion for TXA where oxytocin and prostaglandins fail to control
atonic PPH [6]; however, RCOG reports that fibrinolytic inhib-
itors seldom have a place in PPH management [22].

Diagnosis of hemorrhage etiology & management of
non-atonic PPH
Treatment of PPH is specific to cause of bleeding, and appro-
priate etiologic management must be implemented. Identifica-
tion of bleeding source and subsequent repair can rectify
bleeding attributable to genital tract lacerations [35]. If bleeding
is so severe, hematoma formation so rapid or vaginal tissue so
friable that suturing is not feasible, mechanical and conservative
surgical intervention may be warranted.

Manual removal of retained placenta is the definitive treat-
ment, and should be performed after attempting gentle CCT
with counter pressure upwards on the uterus (skilled provider
only), and administration of IM or IV oxytocin but avoidance of
ergometrine and prostaglandin E2 alpha (dinoprostone or sulpro-
stone) [6]. A Cochrane review of nine trials suggested that intra-
umbilical vein injection of prostaglandins or plasma expander
may reduce the need for manual removal of placenta; however,
further research is necessary to determine the effect on require-
ment for blood transfusion or therapeutic uterotonics [36].

Abnormal placentation (i.e., placenta accreta, increta, and per-
creta) should be suspected if manual extraction of retained pla-
centa is unsuccessful. Antenatal diagnosis via ultrasonography,
supplemented by magnetic resonance imagery (MRI), will

minimize maternal and neonatal mortality and morbidity and is
particularly important among women with prior cesarean sec-
tion [22,37]. Lower blood loss and fewer complications are
observed in planned versus emergent cesarean hysterectomies;
thus, planned cesarean delivery is favorable [38]. Scheduled cesar-
ean at 34–35 weeks balances the increased risks associated with
an emergency cesarean section with advancing gestational age
while maximizing fetal maturity [39]. Optimal delivery manage-
ment includes antenatal optimization of maternal hemoglobin
level, early assessment by anesthesiologist, placement of pneu-
matic compression stockings, administration of prophylactic
antibiotics, performance of pre-operative cystoscopy, alerting the
blood bank for potential massive hemorrhage and ensuring avail-
ability of blood products in the operating theater [37]. Where
women strongly desire future fertility, conservative approaches to
the management of placenta accreta have been attempted such as
ligation, suturing, uterine artery embolization (UAE) and metho-
trexate to accelerate placental regression; however, the evidence
base is low for these methods [40-42].

Uterine rupture and uterine inversion are rare yet serious
obstetrical complications, which may result in PPH. The most
common etiology of uterine rupture is a prior uterine scar
from a cesarean section or other uterine surgery [43]; however,
it is often due to prolonged obstructed labor or use of herbal
preparations to induce or augment labor in low-resource coun-
tries [44]. Rupture may extend superiorly toward the uterine
fundus, inferiorly toward the bladder and vagina or laterally
toward the broad ligaments thus increasing the risk of substan-
tial blood loss and associated maternal morbidity and mortality.
Labor induction/augmentation is implicated in uterine rupture,

Figure 1. Calibrated blood drape.
Figure courtesy of Suellen Miller.
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with greater evidence for prostaglandins than for oxytocin [45].
The American College of Obstetricians and Gynecologists
(ACOG) and the Society of Obstetricians and Gynaecologists
of Canada (SOGC) acknowledge the potential increased risk of
uterine rupture with induction, but support its rational use in
conjunction with appropriate patient counseling [46]. ACOG
and RCOG recommend vaginal birth after cesarean (VBAC)
be undertaken in a suitably staffed and equipped delivery
facility capable of providing emergency care. SOGC indicates
that laparotomy be available within 30 minutes. Signs and
symptoms of rupture include abdominal pain and tenderness,
vaginal or intra-abdominal bleeding, chest pain, fetal de-oxy-
genation, cessation of uterine contractions and palpation of the
fetus outside of the uterus. Early recognition or suspicion of
rupture allows for timely surgical evaluation, fetal delivery and
surgical repair of the uterus. Delays in diagnosis or manage-
ment may otherwise result in fetal and/or maternal death [43].
Uterine inversion may result from forceful placental cord trac-
tion at placental delivery, especially where the uterus is not well
contracted, or spontaneously with Valsalva maneuver [43]. Man-
ual return of the uterus to its proper anatomical position will
correct the inversion and the resulting PPH [43]. Tocolytics,
halogenated anesthetics or nitroglycerine may be administered
to relax the uterus and aid in reversal [47]. If the inversion is
resistant to manual efforts, surgical intervention may be
required [47].

Bleeding due to inherited or acquired coagulopathy is an
uncommon cause of PPH; however, it should be considered
with a family history of bleeding defects or personal history of
menorrhagia [48]. More common is development of DIC, a
consumptive coagulopathy caused by severe PPH. In DIC, the
clotting cascade is activated and fibrin-rich thrombi are depos-
ited intra-vascularly. This process causes rapid depletion of pla-
telets and clotting factors, and severe bleeding develops due to
the body’s inability to continue forming clots as factors V and
VII, platelets, prothrombin and fibrinogen quickly become
depleted [49]. The hemorrhage that ensues from factor depletion

is managed by factor replacement and transfusion of blood
products [50]. Treatment with fibrinogen concentrate within the
obstetric population suggests rapid and efficient treatment of
hypofibrinogenemia in the absence of severe adverse
effects [51,52]. Clinical trials of fibrinogen concentrate conducted
among elective and cardiac surgery patients have found
improved hemostasis and reduced need for other blood prod-
ucts [53]; however, the first RCT focusing specifically PPH is
still underway [54].

Mechanical procedures for PPH management
Mechanical procedures used to treat atonic and non-atonic
PPH include uterine massage, uterine packing and tampo-
nade [6]. WHO and FIGO strongly recommend the use of
uterine massage for treatment of PPH immediately upon
diagnosis [6,27]. Uterine packing is no longer recommended
by the WHO due to concerns around potential harms [6].
The WHO does recommend intrauterine balloon tamponade
(IUB) (FIGURE 2) for atonic PPH unresponsive to uterotonics or
when uterotonics are unavailable [6]. IUB placement may
reduce the need for invasive procedures; however, the evi-
dence base is solely comprised of case-reports [55]. Uterine
balloons such as the Sengstaken tube, Bakri and Rüsch bal-
loons are available in higher-resource countries but are pro-
hibitively expensive for use in low-resource areas. Concerns
around increased infection rates with IUB use are not sup-
ported by the literature [56]. Intra-vaginal tamponade has
been suggested for management of vaginal lacerations, but
this has not been adequately explored [57]. IUB also serves as
a diagnostic tool to indicate whether laparotomy is
required [58]. Finally, use of IUB in conjunction with B-lynch
or other compression sutures is a technique referred to as the
‘uterine sandwich’; this joint method has been successful at
avoiding hysterectomy in all reported cases with no postpar-
tum morbidity and warrants further exploration [59]. Chemi-
cal tamponade agents are also being explored for PPH [60].

Temporizing measures & other procedures for PPH
Temporizing measures recommended for intractable atonic and
non-atonic PPH include external aortic compression, bimanual
uterine compression and the non-pneumatic anti-shock gar-
ment (NASG) [6]. External aortic compression significantly
reduces blood flow to the pelvic organs while preserving blood
supply to surrounding organs [61]. It has traditionally been
accomplished manually, with a provider applying pressure with
a closed fist on the abdominal aorta slightly to the patient’s left
and immediately above the umbilicus [62]. Recently, the exter-
nal aortic compression device (EACD), a hand-made spring
device held in place by a leather belt, was used as a first aid
temporizing intervention. EACD use was associated with signif-
icantly reduced time to cessation of uterine bleeding in one
study; however, additional research is necessary to determine
the effectiveness of this device [61].

The NASG (FIGURE 4) is a low-technology first-aid device for
stabilizing women suffering hypovolemic shock secondary to

Figure 2. Intrauterine balloon tamponade.
Reproduced with permission from [201].
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obstetric hemorrhage (OH). It is a light-
weight, re-usable lower-body compression
garment made of neoprene and Vel-
croTM. The NASG plays a unique role in
hemorrhage and shock management by
reversing shock and decreasing blood
loss; thereby stabilizing the woman until
definitive care is accessed. The NASG
increases blood pressure by decreasing the
vascular volume and increasing vascular
resistance within the compressed region
of the body, but does not exert pressure
sufficient for tissue ischemia like its pred-
ecessors. It can be used for OH of any
etiology, applied by individuals with min-
imal training, and does not compete with
the use of other PPH management inter-
ventions. Quasi-experimental studies at
the tertiary care facility level have shown
significantly reduced measured blood
loss, more rapid recovery from shock and
decreased mortality [63–65]. The NASG is recommended as a
temporizing measure for PPH by the WHO and FIGO [6,27],
and RCOG indicates that NASG may be useful in UK settings
during transfer from midwife-led to consultant-led units [22]. It
also may have a role during transport of hemorrhaging women
from rural areas to urban treatment centers, or while awaiting
procedures or surgery.

Arterial balloon occlusion and UAE are procedures that can
prevent major blood loss, obviating the need for blood transfu-
sion and hysterectomy, and are recommended for trial prior to
surgical intervention [66]. These procedures are performed by an
experienced interventional radiology team. Occlusion is often
prophylactic for known placenta accreta by placement of occlu-
sive balloons in the internal iliac or uterine arteries, which are
inflated in the event of PPH [67]. If bleeding continues despite
inflation, embolization can be performed via the balloon cathe-
ters, or via dedicated catheters by placement of microparticles,
polyvinyl alcohol, gel foam or coils, which occlude blood flow
to the uterine arteries [68]. UAE is recommended as a conserva-
tive management alternative for multiple hemorrhage etiologies
where resources are available [6]. It is not widely used despite
case studies demonstrating high clinical success rates (95%),
low complication rates (4.5%) and preliminary evidence of fer-
tility preservation [69]. Other research reports a comparative
advantage of shorter operating time for UAE, lower operating
blood loss and higher success rate in placenta accreta when
compared with other hemostatic surgeries [70]. Complications
such as uterine necrosis, thromboembolic events or fistula have
been reported; thus, these techniques require sufficient
expertise [71].

Surgical management of PPH
Failed medical and mechanical approaches to management of
PPH warrant surgical exploration [72]. The surgical approach

differs by delivery method, suspected etiology and clinical sta-
tus [73]. The surgeon must decide if a dilation and curettage,
laparotomy (or re-laparotomy after cesarean section), with
exploration and/or hysterectomy is indicated.

Placement of uterine compression sutures in a suspender
fashion to promote uterine contractility may be a useful initial
attempt at bleeding cessation while preserving fertility. Similar
to manual compression and balloon tamponade, compression
sutures should be used as a first step in surgical management
when hemorrhage is a result of atony. This technique, referred
to as a B-Lynch procedure or Cho suture if a hysterotomy has
been performed (delivery via cesarean section) and Hayman
suture in the absence of a hysterotomy (vaginal delivery), is
technically less challenging than vessel ligation and results in
less morbidity than a hysterectomy [72]. Alternatively, the ute-
rine or the internal iliac arteries can be ligated bilaterally to
temporarily decrease blood perfusion to the uterus. While liga-
tion of the internal iliac arteries was once more common, ute-
rine artery ligation is now favored for ease of identification and
higher success rates (80–96%) [74].

While the aforementioned surgical procedures are often
attempted in succession, combining surgical techniques may
maximize hemostasis while maintaining fertility. Shahin et al.
combined compression sutures and uterine artery ligation on
patients with atonic PPH secondary to adherent placenta
accreta [75]. While the study sample was small (n = 26), this
approach may be a safe and effective option for surgical man-
agement of atonic PPH in the future. In the event that com-
pression sutures, vessel ligation and stepwise de-vascularization
fail, definitive management of PPH is hysterectomy.

Transfusion protocols for PPH
The WHO recommends that health facilities have a formal pro-
tocol in place for PPH management [6]. Recent resuscitation

Figure 3. Blood collection mat.
Reproduced with permission from [113].
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algorithms of PPH are modeled after trauma, and massive trans-
fusion protocols demonstrate improved patient outcomes [76].
Such protocols focus on the creation of a multidisciplinary team
for patient care, initiation of appropriate laboratory studies,
restoration of fluid volume, correction of a coagulopathy with
blood components and factors, appropriate responses to labora-
tory and hemodynamic assessments and correction of the pri-
mary cause of bleeding. Conventional resuscitation follows a
stepwise approach starting with intravenous fluids, followed by
red blood cells (RBCs) and clotting factors or platelets [77]. While
this approach corrects hypovolemia, it worsens existing dilutional
coagulopathy, enhances fibrinolysis and contributes to acidemia
and hypothermia [78,79]. Recent advances from trauma medicine
suggest that increasing the ratio of fresh frozen plasma (FFP) to
RBCs from 1:3 and 1:4 to 1:1 or 1:2 improves survival [80].

The fibrinogen decrease seen in severe PPH is of great concern
and considered an early predictor of hemorrhage severity [49,81].
Treatment of hypofibrinogenemia involves cryoprecipitate trans-
fusion to maintain fibrinogen levels (100–200 mg/dl) [49,81].
While not approved for PPH treatment, fibrinogen concentrate
is available in the US, Canada and Europe for other indications
and may be an advantageous alternative. Fibrinogen concentrate
is stable at room temperature and can be rapidly administered,
unlike cryoprecipitate, which must be kept frozen and then
thawed prior to administration. Fibrinogen concentrate also con-
tains a greater concentration of fibrinogen and more reliably
increases fibrinogen levels [49]. Widespread belief in benefits of
early fibrinogen substitution for PPH spurred this off-label usage;
the first RCT (FIB-PPH) is currently in progress [82].

Rapid blood product selection may benefit from the use of a
thromboelastograph, a point-of-care device that examines clot
formation and dissolution in whole blood, and provides faster
results than laboratory testing [49,83]. An observational study of
thromboelastograph measurements found that clot amplitude
and maximum clot firmness were strongly correlated with fibri-
nogen levels [84]. Availability of the thromboelastograph in the
labor ward could be an important tool for managing PPH.

In obstetrical practice, as in other surgical specialties, patients
may refuse transfusion of blood products. Worldwide, members
of the Jehovah’s Witness faith most commonly decline blood
transfusions, even for life-saving purposes, posing unique chal-
lenges [85]. Advanced planning regarding alternative manage-
ment options is critical for Jehovah’s Witnesses and for patients
with rare antibodies. This is especially true where cesarean sec-
tion is anticipated [72]. Autologous blood donations can be
alternatives to donated blood products, and provide a practical
alternative for patients who prefer to avoid allogenic blood
transfusions. Pre-operative donation has been successful for
managing patients with placenta accreta or previa and appears
to be well tolerated by women in the third trimester of preg-
nancy; however, it requires an operating blood bank for stor-
age, and depends upon accurate prediction of an individual
patient’s risk of hemorrhage [86,87]. Intra-operative blood collec-
tion is accomplished via cell salvage systems; however, there are
theoretical risks of contamination with amniotic fluid or fetal

cells that can result in amniotic fluid embolism or isoimmuni-
zation (in an Rh negative patient), respectively [88]. While data
to support these concerns is sparse, precautions such as washing
and/or filtration of blood prior to re-administration can be
implemented and Rh negative patients should receive Rhogam
(Rho (D) immune globulin) following auto transfusion [88].
ACOG and NICE support intra-operative cell saver technology
as a safe and feasible option during cesarean sections [72,89].

rFVIIa is an effective, yet expensive, synthetic agent initially
FDA-approved to control bleeding among patients with hemo-
philia and factor VII deficiency and is now used for trauma, surgi-
cal and severe PPH patients [50,72]. The effectiveness of rFVIIa is
dependent upon adequate fibrinogen and platelets. Thus, where
clinical response to rFVIIa is sub-optimal, evaluation and treat-
ment with cryoprecipitate, fibrinogen concentrate or platelet
transfusion should be initiated [90]. rFVIIa assists hemostasis in
PPH patients with bleeding refractory to pharmacologic manage-
ment and uterus sparing surgical techniques (e.g., uterine and
hypogastric artery ligation) [90]. rFVIIa use in the obstetrical popu-
lation is controversial due to concern around increased throm-
boembolic events [91]. Multiple case reports synthesized in a
review by Franchini et al. support the use of rFVIIa for severe
bleeding following conventional treatment failure [92]. In these
cases, rFVIIa was most often administered as a means to avert an
emergency hysterectomy or prevent additional interventions
where hysterectomy was already performed. No thromboembolic
events were reported in the review. Recommended administration
of rFVIIa is 90 mg/kg rFVIIa as IV bolus over 3–5 min, per
RCOG and Franchini et al. [92,93]. While RCTs are lacking, signif-
icant blood loss reductions have been noted in the available litera-
ture, suggesting that rFVIIa may have a place in severe PPH
management [94].

Staying prepared
Ensuring that obstetric care providers are adequately prepared
for handling hemorrhagic emergencies should be accomplished
through high quality medical, nursing and midwifery educa-
tion, with ample opportunities to practice managing rare events
and by verifying that all tools and materials required for PPH
intervention are readily available. It is also important that
standardized protocols and/or guidelines be adopted and moni-
tored to ensure that facility-level practices are evidence-based.

The California Maternal Quality Care Collaborative
(CMQCC) established evidence-based guidelines in 2010 to
improve the treatment of OH by both identifying women who
may be at higher risk of developing OH and producing a set
of best practice steps to guide clinicians through OH manage-
ment, beginning with prenatal assessment and planning
through severe OH presentation [95]. This model supplies mate-
rials for a quality improvement-team to conduct a needs assess-
ment and develop a facility-specific OH care guideline. These
standards are in place for all California facilities, have been
adopted by several other states, and are freely available [202].
Peripartum risk stratification, defined by maternal characteris-
tics and conditions clinically associated with OH, is an
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important component of these guidelines and is used to deter-
mine prenatal pre-transfusion testing recommendations.
A recent validation of the risk stratification supported assess-
ment of peripartum risk upon delivery admission [96]. Results
recommended typing and screening high-risk women at admis-
sion to improve preparedness. Other states have implemented
similar guidelines.

Simulation-based team training (drills) to ensure preparedness
for obstetric emergencies can be used to train providers to be pre-
pared for clinical situations, which are infrequent but that have a
high potential for morbidity or mortality, such as PPH. Obstetric
emergencies are characterized by significant time challenges and
the need to manage both mother and child simultaneously. Drills
allow for the identification of system weaknesses and strengths,
provide the opportunity to test policies and procedures for hem-
orrhage management and help improve teamwork among staff.
RCTs of teamwork training via simulation for acute obstetric sit-
uations report increases in knowledge, practical skills, communi-
cation and team performance; but have not adequately assessed
effectiveness on maternal and neonatal outcomes [97]. Recent
developments include birth simulators such as PartoPants

TM

and
Mama Natalie

TM

to improve fidelity to real-life situations [98].
The establishment and maintenance of obstetrical hemorrhage

‘carts’ or ‘boxes’ can improve preparedness through rapid access
to supplies, medications and surgical instruments designed to treat
PPH [99]. The supply cart/box contains all equipment and instru-
ments used to treat PPH prior to consideration of hysterectomy,
including equipment for IV administration, laceration repair and
tamponade. Carts/boxes should include job aids such as flow
charts or management algorithms. Maintenance of an OH medi-
cation kit in an accessible refrigerated storage location and a PPH
surgery tray in the operating room is also recommended [99]. Case
studies suggest easy access to treatment tools may reduce delays in
surgical management of PPH, and need for blood transfusion and
hysterectomy [100]. The UK Haemostatis and Thrombosis Task
Force recommends maintaining sample tubes for cross-matching,
full blood count and clotting studies within labor ward refrigera-
tors so that they are rapidly available [101].

A number of international and national organizations such as
WHO, FIGO, CMQCC, RCOG and ACOG have developed
and distributed updated guidelines for the management of PPH
over the past few years [6,27,72,93,95]. These guidelines reflect the
current state of knowledge around best practices for prevention
and treatment of PPH and should be integrated into facility and
community practices with local modifications as necessary. The
WHO recommends the adoption of standardized protocols, as
they are considered useful and unlikely to be harmful [6].
Evidence-based recommendations have recently been assembled
by the multi-center Safe Childbirth Checklist Collaboration,
which is currently evaluating the effectiveness of the checklist on
provision of minimum care standards during childbirth. Previous
research has demonstrated the difficulty of sustainable behavior
change interventions; however, information access, use of role
models, skill development and improved resources may be effec-
tive ways to overcome barriers to changing obstetric care [102].

Particular concerns in the developing world
A major challenge to reducing the global burden of PPH is the
failure to prevent PPH or rapidly connect patients to treatment in
low-resource settings. A series of delays in receiving definitive PPH
treatment is associated with much higher mortality rates in such
settings. Long transport times from communities or primary
healthcare facilities, lack of transport or fuel, shortage of skilled
providers and lack of basic medical supplies (e.g., medications,
intravenous fluids, safe blood) contribute to these delays. Strategies
to reduce PPH in low-resource areas must emphasize community-
level prevention and first-aid while broadly improving healthcare
capacity and access, and will benefit from novel methods designed
to overcome the specific challenges of this clinical context [103].

Prenatal evaluation of anemia is important globally; however,
diagnosis and treatment of nutritional factors, hemoglobinop-
athy, malaria and helminth infection is even more important in
low-resource countries due to the higher burden of anemia
among this population [104].

Despite the fact that oxytocin is the recommended uterotonic
for prevention and treatment of PPH, its availability in the devel-
oping world is limited due to the requirement for temperature-
regulated storage and administration by skilled health provider.
The WHO supports oral misoprostol (600 mg) for PPH preven-
tion by community and lay health workers in resource-limited set-
tings where oxytocin use is not feasible [6]. FIGO also recommends
community-based misoprostol distribution in conjunction with
health worker training [27]. Optimal strategies for community-level
distribution of misoprostol for PPH prevention should be consid-
ered to maximize limited resources and handle potential side
effects of misoprostol. A recent review of community-based distri-
bution suggests that high coverage of universal primary prophylaxis
can be achieved through home visit or community-based person-
nel distribution, with low incidence of erroneous administra-
tion [105]. Evaluation of a secondary prevention strategy, selectively
offering misoprostol to women who appear to be bleeding more
than average, is underway and will inform service delivery pro-
gramming on clinical outcomes, program feasibility, cost and
acceptability of these two community models of PPH care [106].

Development of oxytocin in modes that can surmount low-
resource delivery challenges in underway. Oxytocin in a Uniject
system, an easy-to-use single-dose injection format, was consid-
ered safe and feasible for active management of the third stage
of labor in Guatemala and Mali pilot evaluations [107,109]. A
recent cluster-randomized trial of Uniject oxytocin administered
by peripheral health workers without midwifery skills in Ghana
reported a 51% reduction in postpartum blood loss �500 ml
with no safety concerns, providing preliminary evidence that
community health workers can safely administer injected oxyto-
cin at home births in rural areas [110]. Pharmaceutical develop-
ment of powdered, heat-stable oxytocin that can be inhaled is
also being developed for an aerosol delivery system to remove
the need for cold supply chain, sterile conditions and trained
health workers [111].

Community mobilization and engagement strategies play an
important role in improving the success of PPH-prevention
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programs. Greater community ownership and support of projects
has been achieved by establishing rapport with key opinion lead-
ers, and involving community members in the design and imple-
mentation of project activities [112,113]. FIGO recommends that
community members be taught home-based life-saving skills
(HLBSS), community-based obstetric first aid including uterine
massage and emergency preparedness [27]. Field tests suggest that
HBLSS may be a useful adjunct for a comprehensive PPH pre-
vention and treatment program, and its utility around increasing
community support for emergency preparedness is particularly
important for ensuring women’s access to healthcare where they
have less decision-making power [114].

Several low-cost strategies have been devised to improve accu-
rate blood loss estimation in low-resource settings [8]. Prata et al.
recognized the utility of using household items such as the
‘kanga’ cloth, a locally produced standard size cotton fabric, for
postpartum blood loss assessment in Tanzania [115]. Use of the
kanga for recognizing excessive blood loss (soaking
2 kangas = PPH) enabled the development of community-level
guidance for early recognition of PPH in Tanzania. This method
may translate to similar items throughout the developing world
(e.g., chitengis, saris, longis). A dedicated absorbent delivery mat,
which holds a maximum of 500 ml of blood, and visually depicts
quantity of blood loss has also been effectively used by traditional
birth attendants to recognize PPH in Bangladesh (FIGURE 3) [116]. In
2006, Patel et al. validated blood measurement in an under-but-
tocks, plastic, closed-ended, calibrated blood-collection drape [24].
Blood collection drapes (FIGURE 1) have subsequently been used in
studies in sub-Saharan Africa, Asia and Latin America [63,117].

Given the long delays women in low-resource settings often
face obtaining transport, during transport and awaiting defini-
tive treatment, the NASG described previously is particularly
suited to these settings (FIGURE 4). A cluster randomized trial of
the NASG applied at the primary healthcare level prior to
transfer to the RH was recently completed and suggested a
promising trend for mortality reduction. The NASG has been

recommended as a temporizing measure for PPH by the
WHO and FIGO, and is cost effective [6,27,118].

While the IUB devices currently available are prohibitively
expensive for use in low-resource areas, PATH is working to
develop an affordable dedicated balloon tamponade [119]. In the
meantime, point-of-care assembly of a condom-catheter device is
able to achieve the same objective at low cost using commonly
available materials [120]. Other low-cost technologies in develop-
ment that may impact prevention and treatment of PPH include
a novel blood pressure device equipped with traffic light early
warning systems to indicate that a woman should be referred to
care for hyper or hypotension [121].

Finally, one of the largest contributors to PPH and other causes
of maternal mortality and morbidity in low-resource settings is the
lack of skilled healthcare providers [122]. Increased production of
and ability to retain a well-educated health workforce is crucial,
but a challenge for many countries. Recent global discussions have
focused on task-shifting to provide a greater mix of skilled pro-
viders and thus broader access to skilled care and lifesaving proce-
dures. The WHO has made recommendations on key maternal
health capacities with respect to each particular cadre of healthcare
worker and context including lay health workers, auxiliary nurses,
auxiliary nurse midwives, nurses, associate clinicians, advanced
level associate clinicians and non-specialist doctors [123]. Countries
should work to implement these recommendations into their
health worker training programs and staffing.

Conclusion
Broad global access to oxytocin, other uterotonics and oral miso-
prostol for PPH prevention and treatment is an important strategy
to reduce PPH-related mortality. Continued institutionalization of
PPH management protocols, and simulation efforts will help
ensure preparedness for obstetric emergencies when they occur.
Higher FFP to RBC ratios are suggested within resuscitation
guidelines for better patient outcomes. Research in progress will
inform optimal transfusion protocols, and use of TXA and fibrino-
gen concentrate for the PPH patient. Low-resource areas must
focus on development of health workers and task-shifting.

Expert commentary
The evidence base around PPH prevention and treatment has
rapidly expanded over the past decade. Randomized trials eval-
uating the effectiveness of TXA and fibrinogen concentrate are
underway and should provide strengthened treatment guidance
over the next few years. The field has benefited from focused
efforts on the development of lower cost methods to improve
blood loss estimation and temporizing measures targeted for
use in low-resource settings such as anti-shock garments.

Hemorrhage preparedness through drills and standardized hemor-
rhage management guidelines are among the most promising meas-
ures for PPH. Algorithms for hypovolemic shock resuscitation have
benefited from trauma research, and massive transfusion protocols
are now being implemented on obstetric wards. These steps improve
patient care and prevent severe anemia and coagulopathy. Broader
implementation of higher FFP to RBC transfusion ratios (1:1 or

Figure 4. Non-pneumatic anti shock garment.
Figure courtesy of Suellen Miller.
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1:2) noted to improve patient outcomes in the trauma literature
should optimize transfusion protocols for PPH in the near future.

While adequate therapeutic options are available for PPH in
developed countries, reducing the global burden of PPH
requires focused attention on prevention, early identification
and access to care. However, delays in making the decision to
seek medical care, reaching a facility where care is available and
in obtaining quality care at the facility are all significant con-
tributors to preventable maternal death in low-resource settings.

Five-year view
Contemporary resuscitation approaches for PPH are not evidence-
based, and recent research suggests that while volume resuscitation
followed by RBC transfusion corrects hypovolemia, this approach
worsens dilutional coagulopathy and enhances fibrinolysis, leading
to poor patient outcomes. Trauma literature reports improved out-
comes with increased FFP to RBC ratios, and research is underway
to improve the evidence base for defining optimal blood transfu-
sion protocols, particularly among the obstetric population. Mass
transfusion protocols are beginning to be developed in the com-
munity hospital setting, which will improve treatment capacity
and patient outcomes in these settings. Similarly, more rapid selec-
tion of blood products, normally a multi-hour process, is enabled
by a greater capacity of point-of-care monitoring via
thromboelastometry-based machines housed in the labor ward.

Randomized trials are currently ongoing around the adminis-
tration and timing of fibrinogen concentrate, and the role of
TXA for PPH. Results will be available within the next few
years and will provide valuable guidance for including these
agents in broad recommendations for treatment of PPH.

Greater attention is being paid to the development and imple-
mentation of low-cost health technologies to improve access to

medical and first-aid devices in low-resource areas such as an IUB
and the NASG, and low-technology blood pressure devices designed
to trigger the process for referral by community health workers.

Medical education focusing on improving obstetrics and gyne-
cology trainee knowledge and incorporating PPH teaching and
drills into residency, nursing and midwifery curricula will improve
provider and team preparedness for managing PPH. Greater use
of obstetric warning systems and more precise identification of
warning thresholds such as the shock index to trigger focused
medical attention should expand across facilities. Similarly,
evidence-based algorithms have recently been developed for risk
prediction of PPH; there may be a future role for individualized
medicine, including risk assessment and practice of anticipatory
medicine in this field, though the evidence base is undeveloped.

Globally, task shifting for maternal health functions is neces-
sary to improve broad access to lifesaving technologies. Empha-
sis on training to improve the capacity and effectiveness of
non-clinicians and non-physician clinicians is crucial.
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Key issues

• Postpartum hemorrhage (PPH) is the leading contributor to maternal mortality, occurring in 1–5% of deliveries.

• Prophylactic uterotonic administration during the third stage of labor is critical for reducing the incidence of PPH.

• Oxytocin is the preferred uterotonic for prevention and treatment of PPH. Where oxytocin is not available or feasible, administration of

other injectable uterotonics or oral misoprostol is recommended for prevention; and ergometrine, oxytocin-ergometrine or a prostaglan-

din (including misoprostol) is recommended for treatment.

• Treatment for PPH is etiology-specific; prompt identification of cause of bleeding is necessary and appropriate and appropriate definitive

treatment should be initiated as soon as possible. Conservative treatment measures should be attempted prior to surgical intervention to

reduce the need for hysterectomy.

• Guidelines around resuscitation are changing due to trauma and critical care research suggesting better patient outcomes with higher

fresh frozen plasma to red blood cells ratios.

• Randomized controlled trials evaluating the effectiveness of tranexemic acid and fibrinogen concentrate on PPH are currently underway,

with results expected within the next few years.

• Institutionalization of standard PPH management protocols combined with a checklist approach and facility preparedness for obstetric

emergencies may improve timely implementation of evidence-based PPH management.

• High-fidelity simulations (drills) of acute, severe hemorrhage improve team performance and communication for treatment of PPH.

• Research is needed on the community-level distribution or self-administration of uterotonics, particularly misoprostol, and other

management options for PPH where skilled attendants are not available.

• Greater attention to the development of health personnel and task-shifting is required in low-resource areas to ensure adequate

availability of health personnel.

Treatment of postpartum hemorrhage Review

www.expert-reviews.com 533



References

Papers of special note have been highlighted as:

• of interest

•• of considerable interest

1 Khan KS, Wojdyla D, Say L,

Gulmezoglu AM, Van Look PF. WHO

analysis of causes of maternal death:

a systematic review. Lancet 367(9516),
1066–1074 (2006).

2 Lozano R, Wang H, Foreman K et al.
Progress towards Millennium Development

Goals 4 and 5 on maternal and child

mortality: an updated systematic analysis.

Lancet 378(9797), 1139–1165 (2011).

3 Abouzahr C. Global burden of maternal

death and disability. Br. Med. Bulletin 67,

1–11 (2003).

4 Clark SL, Belfort MA, Dildy GA,

Herbst MA, Meyers JA, Hankins GD.

Maternal death in the 21st century: causes,

prevention, and relationship to cesarean

delivery. Am. J. Obstet. Gynecol.
199(1), 36.e1–e5, discussion 91–92.e7–e11

(2008).

5 Guillermo Carroli CC, Edgardo Abalos, A.

Metin Gulmezoglu. Epidemiology of

postpartum haemorrhage: a systematic

review. Best Pract. Res. Clin. Obstet.
Gynaecol. 22(6), 999–1012 (2008).

6 World Health Organization. WHO

recommendations for the prevention and

treatment of postpartum hemorrhage.

(2012).

•• Global guidelines for prevention and

treatment.

7 Andersen HF, Hopkins MP. Postpartum

Hemorrhage Postpartum Hemorrhage (2012).

8 Schorn MN. Measurement of blood loss:

review of the literature. J. MidwiferyWomens
Health 55(1), 20–27 (2010).

• Challenges around quantification of blood

loss

9 Chandraharan E, Arulkumaran S. Surgical

aspects of postpartum haemorrhage. Best
Pract Res Clin Obstet Gynaecol. 22(6),
1089–1102 (2008).

10 Lu MC, Fridman M, Korst LM et al.
Variations in the incidence of postpartum

hemorrhage across hospitals in California.

Matern. Child Health J. 9(3), 297–306
(2005).

11 Bateman BT, Berman MF, Riley LE,

Leffert LR. The epidemiology of

postpartum hemorrhage in a large,

nationwide sample of deliveries. Anesth.
Analg. 110(5), 1368–1373 (2010).

12 Calvert C, Thomas SL, Ronsmans C,

Wagner KS, Adler AJ, Filippi V. Identifying

regional variation in the prevalence of

postpartum haemorrhage: a systematic

review and meta-analysis. PLoS ONE
7(7)(2012).

13 Knight M, Callaghan WM, Berg C et al.
Trends in postpartum hemorrhage in high

resource countries: a review and

recommendations from the International

Postpartum Hemorrhage Collaborative

Group. BMC Pregnancy Childbirth
9, 55 (2009).

• Review of global increase in PPH

incidence.

14 Joseph KS, Rouleau J, Kramer MS,

Young DC, Liston RM, Baskett TF.

Investigation of an increase in postpartum

haemorrhage in Canada. BJOG 114(6),

751–759 (2007).

15 Wu S, Kocherginsky M, Hibbard JU.

Abnormal placentation: twenty-year analysis.

Am J. Obstet. Gynecol.192(5), 1458–1461
(2005).

16 Oyelese Y, Ananth CV. Postpartum

hemorrhage: epidemiology, risk factors, and

causes. Clin. Obstet. Gynecol. 53(1), 147–156
(2010).

17 Bauer ST, Bonanno C. Abnormal

placentation. Sem. Perinatol. 33(2), 88–96
(2009).

18 Benedetto C, Marozio L, Tavella AM,

Salton L, Grivon S, Di Giampaolo F.

Coagulation disorders in pregnancy:

acquired and inherited thrombophilias. Ann.
N.Y. Acad. Sci. 1205, 106–117 (2010).

19 Carle C, Alexander P, Columb M, Johal J.

Design and internal validation of an

obstetric early warning score: secondary

analysis of the Intensive Care National

Audit and Research Centre Case Mix

Programme database. Anaesthesia 68(4),

354–367 (2013).

20 Coker A, Oliver R. Definitions and

classifications. In: A Textbook of Postpartum
Hemorrhage,(1st Editon). Arulkumaran S,

Karoshi M, Keith LG, Lalonde AB,

B-Lynch C (Eds). Jaypee Brothers

Publishers, Dumfriesshire, UK (2006).

21 Singh S, Mcglennan A, England A,

Simons R. A validation study of the

CEMACH recommended modified early

obstetric warning system (MEOWS).

Anaesthesia 67(1), 12–18 (2012).

22 Guidelines and Audit Committee of the

Royal College of Obstetricians and

Gynaecologists. Prevention and

Management of Postpartum Haemorrhage.

RCOG Green-top Guideline No. 52.

(April 2011).

23 Pacagnella RC, Souza JP, Durocher J et al.
A systematic review of the relationship

between blood loss and clinical signs. PLoS
ONE 8(3), e57594 (2013).

24 Patel A, Goudar SS, Geller SE et al. Drape

estimation vs. visual assessment for

estimating postpartum hemorrhage. Int. J.
Gynaecol. Obstet. 93(3), 220–224 (2006).

25 Low-cost Mobile Platform for Real-Time

Monitoring of Blood Loss. 2013 (May 10)

(2011).

26 National Institute for Health and Clinical

Excellence CG55. Intrapartum care: Care of

healthy women and their babies during

childbirth (2007).

27 Lalonde A. Prevention and treatment of

postpartum hemorrhage in low-resource

settings. Int. J. Gynaecol. Obstet. 117(2),
108–118 (2012).

•• Guidance specific to low-resource settings.

28 Su LL, Chong YS, Samuel M. Carbetocin

for preventing postpartum haemorrhage.

Cochrane Database Syst. Rev. (Online)
2, CD005457 (2012).

29 Del Angel-Garcia G, Garcia-Contreras F,

Constantino-Casas P et al. Economic

evaluation of carbetocine for the prevention

of uterine atony in patients with risk factors

in Mexico. Value Health 9(6), A254–A254

(2006).

30 Gizzo S, Patrelli TS, Gangi SD et al. Which

uterotonic is better to prevent the

postpartum hemorrhage? latest news in

terms of clinical efficacy, side effects, and

contraindications: a systematic review.

Reprod. Sci. 20(9), 1011–1019(2013).

31 Novikova N, Hofmeyr GJ. Tranexamic acid

for preventing postpartum haemorrhage.

Cochrane Database syst. Rev. (Online)
(7), CD007872 (2010).

32 Ducloy-Bouthors AS, Jude B, Duhamel A

et al. High-dose tranexamic acid reduces

blood loss in postpartum haemorrhage. Crit.
care 15(2), R117 (2011).

• Preliminary evidence on TXA for PPH

prevention.

33 Xu J, Gao W, Ju Y. Tranexamic acid for

the prevention of postpartum hemorrhage

after cesarean section: a double-blind

randomization trial. Arch. Gynecol. Obstet.
287(3), 463–468 (2013).

34 Shakur H, Elbourne D, Gulmezoglu M

et al. The WOMAN Trial (World Maternal

Antifibrinolytic Trial): tranexamic acid for

the treatment of postpartum haemorrhage:

an international randomised, double blind

Review El Ayadi, Robinson, Geller & Miller

534 Expert Rev. Obstet. Gynecol. 8(6), (2013)

www.ncbi.nlm.nih.gov/pubmed/16581405?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16581405?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16581405?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21937100?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21937100?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21937100?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/14711750?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/14711750?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18455140?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18455140?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18455140?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20129226?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20129226?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18790675?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18790675?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16132205?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16132205?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20237047?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20237047?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20237047?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22844432?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22844432?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22844432?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22844432?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19943928?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19943928?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19943928?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19943928?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19943928?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17516968?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17516968?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15902137?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20142652?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20142652?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20142652?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19324237?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19324237?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20840261?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20840261?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23488833?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23488833?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23488833?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23488833?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23488833?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22066604?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22066604?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22066604?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23483915?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23483915?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16626718?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16626718?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16626718?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22502595?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22502595?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22502595?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22336812?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22336812?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23296037?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23296037?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23296037?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23296037?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23296037?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20614466?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20614466?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21496253?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21496253?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23064441?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23064441?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23064441?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23064441?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20398351?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20398351?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20398351?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20398351?dopt=Abstract


placebo controlled trial. Trials 11, 40
(2010).

35 Duncan A, Wideking CV. Bleeding from

the lower genital tract. In: A Textbook of
Postpartum Hemorrhage (2nd Edition).

Arulumaran S, Karoshi M, Keith LG,

Lalonde AB, B-Lynch C (Eds). Jaypee

Brothers Publishers, New Delhi, India

(2012).

36 Nardin JM, Weeks A, Carroli G. Umbilical

vein injection for management of retained

placenta. Cochrane Database Syst. Rev.
(Online) (5), CD001337 (2011).

37 Committee on Obstetric Practice.

Committee opinion no. 529: placenta

accreta. Obstet. Gynecol. 120(1), 207–211
(2012).

38 Garmi G, Salim R. Epidemiology, etiology,

diagnosis, and management of placenta

accreta. Obstet. Gynecol. Int. 2012, 873929
(2012).

39 Robinson BK, Grobman WA. Effectiveness

of timing strategies for delivery of

individuals with placenta previa and accreta.

Obstet. Gynecol. 116(4), 835–842 (2010).

40 Blanc J, Courbiere B, Desbriere R et al.
Uterine-sparing surgical management of

postpartum hemorrhage: is it always

effective? Arch. Gynecol. Obstet.
285(4), 925–930 (2012).

41 Provansal M, Courbiere B, Agostini A,

D’ercole C, Boubli L, Bretelle F. Fertility

and obstetric outcome after conservative

management of placenta accreta. Int. J.
Gynaecol. Obstet. 109(2), 147–150 (2010).

42 Portilla D, Hernandez-Giraldo C,

Moreno B et al. A local hemostatic agent

for the management of postpartum

hemorrhage due to placenta previa and

placenta accreta: a cross-sectional study.

Arch. Gynecol. Obstet. 288(3), 543–549
(2013).

43 Evans D, B-Lynch C. Obstetric Trauma. In.

A Comprehensive Textbook of Postpartum
Hemorrhage, (2nd Edition). Arulkumaran S,

Karoshi M, Keith LG, Lalonde AB,

B-Lynch C (Eds). Sapiens Publishing,

Duncow, UK (2012).

44 Fofie C, Baffoe P. A Two-Year Review of

Uterine Rupture in a Regional Hospital.

Ghana Med. J. 44(3), 98–102 (2010).

45 Holmgren CM. Uterine rupture associated

with VBAC. Clin. Obstet. Gynecol.
55(4), 978–987 (2012).

46 Hill JB, Ammons A, Chauhan SP. Vaginal

birth after cesarean delivery: comparison of

ACOG practice bulletin with other national

guidelines. Clin. Obstet. Gynecol. 55(4),
969–977 (2012).

47 Hostetler DR, Bosworth MF. Uterine

inversion: a life-threatening obstetric

emergency. J. Am. Board Fam. Pract. 13(2),
120–123 (2000).

48 Silver RM, Major H. Maternal coagulation

disorders and postpartum hemorrhage. Clin.
Obstet. Gynecol. 53(1), 252–264 (2010).

49 Onwuemene O, Green D, Keith L.

Postpartum hemorrhage management in

2012: predicting the future. Int. J. Gynaecol.
Obstet. 119(1), 3–5 (2012).

50 Padmanabhan A, Schwartz J, Spitalnik SL.

Transfusion therapy in postpartum

hemorrhage. Sem. Perinatol. 33(2), 124–127
(2009).

51 Thorarinsdottir HR, Sigurbjornsson FT,

Hreinsson K, Onundarson PT,

Gudbjartsson T, Sigurdsson GH. Effects of

fibrinogen concentrate administration

during severe hemorrhage. Acta anaesthesiol.
Scand. 54(9), 1077–1082 (2010).

52 Bell SF, Rayment R, Collins PW,

Collis RE. The use of fibrinogen

concentrate to correct hypofibrinogenaemia

rapidly during obstetric haemorrhage. Int. J.
Obstet. Anesth. 19(2), 218–223 (2010).

53 Warmuth M, Mad P, Wild C. Systematic

review of the efficacy and safety of

fibrinogen concentrate substitution in

adults. Acta anaesthesiologica Scand.
56(5), 539–548 (2012).

54 Wikkelsoe AJ, Afshari A, Stensballe J et al.
The FIB-PPH trial: fibrinogen concentrate

as initial treatment for postpartum

haemorrhage: study protocol for a

randomised controlled trial. Trials
13, 110 (2012).

• Preliminary evidence supporting

effectiveness of fibrinogen concentrate.

55 Tindell K, Garfinkel R, Abu-Haydar E et al.
Uterine balloon tamponade for the

treatment of postpartum haemorrhage in

resource-poor settings: a systematic review.

120(1), 5–14 (2013).

56 Georgiou C. Balloon tamponade in the

management of postpartum haemorrhage:

a review. BJOG 116(6), 748–757 (2009).

57 Stefanovic V, Gronvall M, Tikkanen M,

Tallberg E, Paavonen J. Bakri balloon

tamponade for postpartum hemorrhage.

Acta Obstet. Gynecol. Scand.
92(9), 1119 (2013).

58 Frenzel D, Condous GS, Papageorghiou AT,

Mcwhinney NA. The use of the “tamponade

test” to stop massive obstetric haemorrhage in

placenta accreta. BJOG 112(5), 676–677

(2005).

59 Yoong W, Ridout A, Memtsa M et al.
Application of uterine compression suture in

association with intrauterine balloon

tamponade (‘uterine sandwich’) for
postpartum hemorrhage. Acta Obstet.
Gynecol. Scand. 91(1), 147–151 (2012).

60 Lemmer R, Albrech M, Bauer G. Use of

FloSeal hemostatic matrix in a patient with

severe postpartum hemorrhage. J. Obstet.
Gynaecol. Res. 38(2), 435–437 (2012).

61 Soltan MH, Sadek RR. Experience

managing postpartum hemorrhage at Minia

University Maternity Hospital, Egypt: no

mortality using external aortic compression.

J. Obstet. Gynaecol. Res. 37(11), 1557–1563
(2011).

62 Riley DP, Burgess RW. External abdominal

aortic compression: a study of a

resuscitation manoeuvre for postpartum

haemorrhage. Anaesth. Intensive care 22(5),
571–575 (1994).

63 Miller S, Fathalla MM, Ojengbede OA

et al. Obstetric hemorrhage and shock

management: using the low technology

Non-pneumatic Anti-Shock Garment in

Nigerian and Egyptian tertiary care facilities.

BMC Pregnancy Childbirth 10, 64 (2010).

64 Miller S, Turan JM, Dau K et al. Use of
the non-pneumatic anti-shock garment

(NASG) to reduce blood loss and time to

recovery from shock for women with

obstetric haemorrhage in Egypt. Global
Public Health 2(2), 110–124 (2007).

65 Miller S, El Ayadi A. Meta-analysis of

3,651 Women with Severe Obstetric

Hemorrhage/Hypovolemic Shock Treated

with Non-Pneumatic Anti-Shock Garment.

(2012).

66 Royal College of Obstetricians and

Gynaecologists, Royal College of

Radiologists, British Society of

Interventional Radiology. The Role of

Emergency and Elective Interventional

Radiology in Postpartum Haemorrhage.

Good Practice No. 6. (June 2007).

67 Lagrew D, Hull A. Uterine Artery

Occlusion and Embolization. Uterine Artery
Occlusion and Embolization (2009).

68 Pacheco LD, Saade GR, Gei AF,

Hankins GD. Cutting-edge advances in the

medical management of obstetrical

hemorrhage. Am. J. Obstet. Gynecol.
205(6), 526–532 (2011).

69 Ganguli S, Stecker MS, Pyne D, Baum RA,

Fan CM. Uterine artery embolization in the

treatment of postpartum uterine

hemorrhage. J. Vasc. Interv. Radiol. 22(2),
169–176 (2011).

Treatment of postpartum hemorrhage Review

www.expert-reviews.com 535

www.ncbi.nlm.nih.gov/pubmed/20398351?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21563129?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21563129?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21563129?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22914422?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22914422?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22645616?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22645616?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22645616?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20859146?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20859146?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20859146?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21932086?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21932086?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21932086?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20152971?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20152971?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20152971?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23532388?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23532388?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23532388?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23532388?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21327013?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21327013?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23090467?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23090467?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23090466?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23090466?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23090466?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23090466?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/10764194?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/10764194?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/10764194?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20142661?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20142661?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22867727?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22867727?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19324242?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19324242?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20887409?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20887409?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20887409?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20194010?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20194010?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20194010?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22150561?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22150561?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22150561?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22150561?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22882240?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22882240?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22882240?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19432563?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19432563?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19432563?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23710893?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23710893?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15842298?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15842298?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15842298?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15842298?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15842298?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21501126?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21501126?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21501126?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21501126?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21501126?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22229547?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22229547?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22229547?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21676082?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21676082?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21676082?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21676082?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/7818062?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/7818062?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/7818062?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/7818062?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20955600?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20955600?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20955600?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20955600?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19280394?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19280394?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19280394?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19280394?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19280394?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21816382?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21816382?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21816382?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21183360?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21183360?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21183360?dopt=Abstract


70 Luo FY, Chen M, Zhang L et al.
[A comparison of the effectiveness of five

types of hemostatic surgeries for intractable

postpartum haemorrhage and the factors of

failed hemostasis]. Zhonghua fu chan ke za
zhi 47(9), 641–645 (2012).

71 Maassen MS, Lambers MD,

Tutein Nolthenius RP, Van Der Valk PH,

Elgersma OE. Complications and failure of

uterine artery embolisation for intractable

postpartum haemorrhage. BJOG 116(1),

55–61 (2009).

72 Acog. Practice Bulletin: Clinical

Management Guidelines for Obstetrician-

Gynecologists. 76: Postpartum hemorrhage.

Obstet. Gynecol. 108(4), 1039–1047 (2006).

73 Walfish M, Neuman A, Wlody D. Maternal

haemorrhage. Br. J. Anaesth.
103(Suppl. 1), i47–i56 (2009).

74 Rath W, Hackethal A, Bohlmann MK.

Second-line treatment of postpartum

haemorrhage (PPH). Arch. Gynecol. Obstet.
286(3), 549–561 (2012).

75 Shahin AY, Farghaly TA, Mohamed SA,

Shokry M, Abd-El-Aal DE, Youssef MA.

Bilateral uterine artery ligation plus B-Lynch

procedure for atonic postpartum

hemorrhage with placenta accreta. Int. J.
Gynaecol. Obstet. 108(3), 187–190 (2010).

76 Gutierrez MC, Goodnough LT, Druzin M,

Butwick AJ. Postpartum hemorrhage treated

with a massive transfusion protocol at a

tertiary obstetric center: a retrospective

study. Int. J. Obstet. Anesth.
21(3), 230–235 (2012).

77 Burtelow M, Riley E, Druzin M,

Fontaine M, Viele M, Goodnough LT.

How we treat: management of

life-threatening primary postpartum

hemorrhage with a standardized massive

transfusion protocol. Transfusion 47(9),

1564–1572 (2007).

78 Tanaka KA, Szlam F. Treatment of massive

bleeding with prothrombin complex

concentrate: argument for. J. Thromb.
Haemost. 8(12), 2589–2591 (2010).

79 Maegele M, Lefering R, Yucel N et al. Early
coagulopathy in multiple injury: an analysis

from the German Trauma Registry on

8724 patients. Injury 38(3), 298–304
(2007).

80 Johansson PI, Oliveri RS, Ostrowski SR.

Hemostatic resuscitation with plasma and

platelets in trauma. J. Emerg Trauma Shock
5(2), 120–125 (2012).

81 James AH, Mclintock C, Lockhart E.

Postpartum hemorrhage: when uterotonics

and sutures fail. Am. J. Hematol.
87 (Suppl. 1), S16–S22 (2012).

•• Presentation of patient outcomes with

alternative blood product transfusion ratios.

82 Wikkelsoe AJ, Afshari A, Stensballe J et al.
The FIB-PPH trial: fibrinogen concentrate

as initial treatment for postpartum

haemorrhage: study protocol for a

randomised controlled trial. Trials
13, 110 (2012).

83 De Lange NM, Lance MD, De Groot R,

Beckers EA, Henskens YM, Scheepers HC.

Obstetric hemorrhage and coagulation:

an update. Thromboelastography,

thromboelastometry, and conventional

coagulation tests in the diagnosis and

prediction of postpartum hemorrhage.

Obstetr. Gynecol. Surv. 67(7), 426–435
(2012).

84 Huissoud C, Carrabin N, Audibert F et al.
Bedside assessment of fibrinogen level in

postpartum haemorrhage by

thrombelastometry. BJOG 116(8),

1097–1102 (2009).

85 Gyamfi C, Berkowitz RL. Management of

pregnancy in a Jehovah’s Witness. Obstet.
Gynecol. Clin. North Am. 34(3), 357–365,
ix (2007).

86 Santoso JT, Lin DW, Miller DS.

Transfusion medicine in obstetrics and

gynecology. Obstetr. Gynecol. Surv. 50(6),
470–481 (1995).

87 Obed JY, Geidam AD, Reuben N.

Autologous blood donation and transfusion

in obstetrics and gynaecology at the

University of Maiduguri Teaching Hospital

Maiduguri, Nigeria. Niger. J. Clin. Pract.
13(2), 139–143 (2010).

88 Esper SA, Waters JH. Intra-operative cell

salvage: a fresh look at the indications and

contraindications. Blood Transfusion 9(2),

139–147 (2011).

89 National Institute for Health and Care

Excellence. Intraoperative blood cell salvage

in obstetrics (IPG 144). Intraoperative blood
cell salvage in obstetrics (IPG 144) (2005).

90 Sobieszczyk S, Breborowicz G. The use of

recombinant factor VIIa. In:

A Comprehensive Textbook of Postpartum
Hemorrhage( 2nd Edition). Arulkumaran SS,

Karoshi M, Keith LG, Lalonde AB,

B-Lynch C (Eds) (2012).

91 WHO. WHO guidelines for the

management of postpartum haemorrhage

and retained placenta. 48 (2009).

92 Franchini M, Franchi M, Bergamini V et al.
The use of recombinant activated FVII in

postpartum hemorrhage. Clin. Obstet.
Gynecol. 53(1), 219–227 (2010).

•• Preliminary evidence around reductions in

blood loss with rfVIIa in obstetric

population.

93 Royal College of Obstetrician and

Gynaecologists. Postpartum Haemorrhage,
Prevention and Management (Green-top 52).
(2009).

94 Lau P, Ong V, Tan WT, Koh PL,

Hartman M. Use of activated recombinant

factor vii in severe bleeding - evidence for

efficacy and safety in trauma, postpartum

hemorrhage, cardiac surgery, and

gastrointestinal bleeding. Transfus. Med.
Hemother. 39(2), 139–150 (2012).

95 Bingham D, Melsop K, Main E, The

California Maternal Quality Care

Collaborative. CMQCC obstetric

hemorrhage hospital level implementation

guide (2010).

•• Facility-level best practice implementation

materials.

96 Dilla AJ, Waters JH, Yazer MH. Clinical

validation of risk stratification criteria for

peripartum hemorrhage. Obstet. Gynecol.
122(1), 120–126(2013).

97 Merién AER, Van De Ven J, Mol BW,

Houterman S, Oei SG. Multidisciplinary

Team training in a simulation setting for

acute obstetric emergencies: a systematic

review. Obstet. Gynecol. 115(5), 1021–1031
(2010).

98 Walker DM, Cohen SR, Estrada F et al.
PRONTO training for obstetric and

neonatal emergencies in Mexico. Int. J.
Gynaecol. Obstet. 116(2), 128–133 (2012).

99 Casper L, Lee R. OB Hemorrhage: Carts,

Kits and Trays. OB Hemorrhage: Carts, Kits
and Trays (2009).

100 Baskett TF. Surgical management of severe

obstetric hemorrhage: experience with an

obstetric hemorrhage equipment tray.

J. Obstet. Gynaecol. Can. 26(9), 805–808
(2004).

101 Handbook of Transfusion Medicine.
Mcclelland D (Ed.). The Stationary Office,

London, UK (2007).

102 Belizan M, Meier A, Althabe F et al.
Facilitators and barriers to adoption of

evidence-based perinatal care in Latin

American hospitals: a qualitative study.

Health Edu. Res. 22(6), 839–853 (2007).

103 Miller S, Lester F, Hensleigh P. Prevention

and treatment of postpartum hemorrhage:

new advances for low-resource settings.

J. MidwiferyWomens Health 49(4), 283–292

(2004).

Review El Ayadi, Robinson, Geller & Miller

536 Expert Rev. Obstet. Gynecol. 8(6), (2013)

www.ncbi.nlm.nih.gov/pubmed/23141283?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23141283?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23141283?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23141283?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19016685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19016685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19016685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17012482?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17012482?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17012482?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20007990?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20007990?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22552376?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22552376?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19944417?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19944417?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19944417?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22647592?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22647592?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22647592?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22647592?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17725718?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17725718?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17725718?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17725718?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20831614?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20831614?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20831614?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17214989?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17214989?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17214989?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17214989?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22787340?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22787340?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22430921?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22430921?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22805300?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22926249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22926249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22926249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22926249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22926249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19459866?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19459866?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19459866?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17921004?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17921004?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/7659395?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/7659395?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20499744?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20499744?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20499744?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20499744?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21251468?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21251468?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21251468?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20142658?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20142658?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22670132?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22670132?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22670132?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22670132?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22670132?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23743452?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23743452?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23743452?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20410778?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20410778?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20410778?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20410778?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22112786?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22112786?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15361276?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15361276?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15361276?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17395605?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17395605?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17395605?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15236707?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15236707?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15236707?dopt=Abstract


104 Brabin BJ, Hakimi M, Pelletier D. An

analysis of anemia and pregnancy-related

maternal mortality. J. Nutr. 131(2S–2),
604S–614S, discussion 614S–615S (2001).

105 Smith JM, Gubin R, Holston MM,

Fullerton J, Prata N. Misoprostol for

postpartum hemorrhage prevention at home

birth: an integrative review of global

implementation experience to date. BMC
Pregnancy Childbirth 13, 44 (2013).

106 Gynuity Health Projects. Postpartum

hemorrhage: Moving from Research to

Reality. 2013(May 1) (2012).

107 Prevention of Postpartum Hemorrhage

Initiative Pilot use of oxytocin in a Uniject-

device for AMTSL in Mali: evaluation of

the safety and feasibility of a new delivery

technology. (April 18, 2010) (2008).

108 Althabe F, Mazzoni A, Cafferata ML et al.
Using Uniject to increase the use of

prophylactic oxytocin for management of

the third stage of labor in Latin America.

Int. J. Gynaecol. Obstet. 114(2), 184–189
(2011).

109 PATH. Technology Solutions for Global

Health: Oxytocin in Uniject. 2010 (March

29) (2009).

110 Stanton CK, Newton S, Mullany LC, Cofie P,

Tawiah Agyemang C et al. Effect on
postpartum hemorrhage of prophylactic

oxytocin (10 IU) by injection by community

health officers in Ghana: a community-based,

cluster-randomized trial. PLoS Med. 10(10),
e1001524 (2013).

111 Monash University Faculty of Pharmacy

and Pharmaceutical Sciences. Inhaled

Oxytocin Project. Inhaled Oxytocin Project
2013. (June 1) (2013).

112 Ejembi CL, Norick P, Starrs A, Thapa K.

New global guidance supports community

and lay health workers in postpartum

hemorrhage prevention. Int. J. Gynaecol.
Obstet. 122(3), 187–189 (2013).

113 Kapungu C, Koch A, Miller S, Geller S.

A community-based continuum of care

model for the prevention and management

of postpartum hemorrhage in low resource

settings. In: A Comprehensive Textbook of
Postpartum Hemorrhage: An Essential Clinical
Reference for Effective Management.
Arulkumaran S, Karoshi M, L.G. K,

Lalonde A, B-Lynch C (Eds). Sapiens

Publishing, London, UK (2012).

114 Lori JR, Amable EE, Mertz SG,

Moriarty K. Behavior change following

implementation of home-based life-saving

skills in Liberia, West Africa.

J. MidwiferyWomens Health
57(5), 495–501 (2012).

115 Prata N, Mbaruku G, Campbell M. Using

the kanga to measure postpartum blood

loss. Int. J. Gynecol. Obstet.
89(1), 49–50 (2005).

116 Prata N, Quaiyum MA, Passano P et al.
Training traditional birth attendants to use

misoprostol and an absorbent delivery mat

in home births. Soc. Sci. Med. (1982)
75(11), 2021–2027 (2012).

117 Mkumba G, Butrick E, Amafumba R et al.
Non-Pneumatic Anti-Shock Garment

(NASG) Decreases Maternal Deaths in

Lusaka, Zambia. 119(Suppl. 3), S424

(2012).

118 Sutherland T, Downing J, Miller S et al.
Use of the non-pneumatic anti-shock

garment (NASG) for life-threatening

obstetric hemorrhage: a cost-effectiveness

analysis in Egypt and Nigeria. PLoS ONE
8(4), e62282 (2013).

119 PATH. Technology Solutions for Global
Health: Balloon Tamponade 2013 Seattle,

WA 98109, USA (2012).

120 Majumdar A, Saleh S, Davis M, Hassan I,

Thompson PJ. Use of balloon catheter

tamponade for massive postpartum

haemorrhage. J. Obstet. Gynaecol. 30(6),
586–593 (2010).

121 Hezelgrave N, Unwin C, Baker E,

Edmunds S, Shennan A. Low-cost

automated BP monitors for the detection of

pre-eclampsia in rural Tanzanian health

clinics: 3 year follow up. (2012).

122 FIGO Safe Motherhood and Newborn

Health Committee. Human resources for

health in the low-resource world:

Collaborative practice and task shifting in

maternal and neonatal care”. Int. J. Gynecol.
Obstet. 105(1), 74–76(2009).

123 World Health Organization. Optimizing

health worker roles to improve access to key

maternal and newborn health interventions

through task shifting. (2012).

Website

201 PATH: Health technologies for women and

children

http://sites.path.org/mnhtech/assessment/

postpartum-hemorrhage/ubt/

202 www.cmqcc.org

Treatment of postpartum hemorrhage Review

www.expert-reviews.com 537

www.ncbi.nlm.nih.gov/pubmed/11160593?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/11160593?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/11160593?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21693378?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21693378?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21693378?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23796260?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23796260?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23796260?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22954081?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22954081?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22954081?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15777900?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15777900?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15777900?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22921713?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22921713?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22921713?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23646124?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23646124?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23646124?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23646124?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20701508?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20701508?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20701508?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19155009?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19155009?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19155009?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19155009?dopt=Abstract
http://sites.path.org/mnhtech/assessment/postpartum-hemorrhage/ubt/
http://sites.path.org/mnhtech/assessment/postpartum-hemorrhage/ubt/
www.cmqcc.org

	Epidemiology
	Diagnosis of PPH
	Prevention of atonic PPH
	Medical management of atonic PPH
	Diagnosis of hemorrhage etiology & management of non-atonic PPH
	Mechanical procedures for PPH management
	Temporizing measures & other procedures for PPH
	Surgical management of PPH
	Transfusion protocols for PPH
	Staying prepared
	Particular concerns in the developing world
	Conclusion
	Expert commentary
	Five-year view
	Financial & competing interests disclosure

