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ABSTRACT

Severe hemorrhage occurs in less than 1% of all pregnancies; however, it remains one of the important
causes of maternal morbidity and mortality. Although the importance of hemorrhage has been recog-
nized in obstetric circles for years, in the last decade or so, research has been conducted that has dis-
proven long-held beliefs. Nurse-midwives must be knowledgeable about the etiology, management, and
treatment of postpartum hemorrhage. This article presents an overview of postpartum hemorrhage and
its pharmacologic and nurse-midwifery management. The overview includes definitions of postpartum
hemorrhage, identifies risk factors for hemorrhage, and addresses problems associated with estimation
of blood loss. The mechanisms of action of ergots, oxytocin, and prostaglandins are described, and cri-
teria for selecting a medication are presented. Herbal remedies for hemorrhage are discussed briefly.
Also discussed are the optimal time for drawing the hematocrit and what this laboratory value can tell

the nurse-midwife.

Keywords: Community; Prevention; Treatment (postpartum hemorrhage, obstructed labor, puerperal

infection, eclampsia, and abortion); Follow-up.

Introduction Role of the midwife in the prevention of EPP

As is now well known, the progressive develop- Prevention of EPP begins as early as outpatient
ment of state-of-the-art prevention techniques and check-ups during pregnancy, as there are known
therapies has made it possible in recent years to factors that can put women at increased risk of
significantly reduce the maternal mortality rate bleeding (Table 1) (4). The purpose of these visits
linked to postpartum haemorrhage (EPP) in devel- is therefore, among others, to identify women with
oped countries (1, 2). As a result, the approach of one or more factors who need to be carefully fol-
health professionals to this type of pathology has lowed, educated and made aware of the existence

also changed. of a high-risk pregnancy (8,16).
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Body mass > 30 Kg/™* Advanced maternal age

Placental abruption Placenta previa

Multiparity Estimated fetal weight > 4000 gr
Nullity Coagulation pathology

Anaemia Polyhydramnium

Uterine fibroids Prior obstetric hemorrhage
Prior placental retention Previous uterine surgery

Table 1 Antepartum risk factors for EPP (2.5-8)

In addition to those listed in the table, the presence of other risk factors such as belonging to Hispanic or

Asian ethnicities and low sociocultural level must also be taken into account (1,2,4,9,10).

In this particular situation, the midwife plays a key role, especially with regard to those women who do
not follow or poorly follow the prenatal indications aimed at preventing EPP. The creation of a strong
obstetric-parturient bond based on mutual trust and open communication makes it possible to immedi-
ately smooth out potential conflicts and to become aware of the causes that lead the woman to a poor
management of antenatal risk factors. It will then be the task of the midwife to make the various health-
care workers aware and involved in the situation in order to implement a treatment program that is as

suitable as possible and in accordance with the woman's physical needs, not only but also socio-psycho-
cultural (2:11-16).

The role that the midwife plays in the prevention of EPP then continues in labor, during which it is nec-
essary to encourage the woman to hydrate abundantly in order to maintain an adequate plasma volume
and to balance the inevitable loss of fluids that childbirth entails (16-18,20).

In women with intrapartum risk factors for EPP (table no. 2) this precaution is even more important,

becoming more imperative than ever.

Prolonged labor (> 12 hours)

Extended third stage (> 30 minutes)

Fever

Placental retention

Operative delivery

Caesarean section (especially if performed in an emergency during an advanced dilation pe-
Amniotic fluid embolism

Placental abruption

Table No. 2 Intrapartum risk factors for EPP
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Diagnosis of EPP

The task of the midwife who assists the woman in
the delivery room is to promptly identify the pres-
ence of excessive bleeding, alert the gynaecologist
(3,6,9) and collaborate effectively and actively with
the professionals (gynecologist, anesthesiologist,
resuscitator, transfusionist, nurses, obstetricians)
who deal with the management of the bleeding

event.

It should be remembered that during pregnancy the
number of erythrocytes and non-corpuscular com-
ponents of the blood increase, as a result the vol-
ume of plasma can increase up to 1250 ml. For this
reason, a healthy pregnant woman can tolerate
blood loss of up to 25% of her total volume before
suddenly worsening (19). Added to this is the ob-
jective difficulty in quantifying blood loss in the
postpartum period (2,23).

Pallor, sweating and muscle weakness associated
with the onset of severe and rapid fatigue are indic-
ative signs of the presence of initial hemodynamic
decompensation that should not be underestimated
(19). The aggravation of the shock is manifested
by the onset of confusion and restlessness, serious

signs that indicate the need to act quickly (19).

Although an early onset of postpartum haemor-
rhage is more frequent, women can also experience
this complication in the puerperium, often reporting
a high number of pads used for abundant lochia-
tions but on many occasions these findings are ig-
nored (19).

Obstetric Management of EPP
Since midwives are the health professionals who
most often interface one-to-one with women, they

must be able to independently deal with loss of

consciousness and resuscitation maneuvers in the
event of cardiovascular collapse, while waiting for
the help of the doctor (19,24,25).

they must make sure that the woman has a patent

In particular,

airway and breathes regularly. If this condition is
not ensured, hypoxia can result in maternal death

much more rapidly than hypovolemia.

The first step to correct hypovolemia is to adminis-
ter an adequate amount of fluids. This administra-
tion can be carried out directly by the midwife in
the absence of a written prescription from the doc-
tor and should be understood as bridging therapy
pending the start of transfusion therapy as soon as
possible (3). Each ml of blood lost must be re-
placed by 3 ml of fluid through a large venous dou-
ble access (19,23,24).

Equally fundamental is the monitoring of the out-
puts through the placement of a bladder catheter for
hourly diuresis (19).

Finally, it is necessary to maintain an adequate
body temperature by implementing the appropriate
precautions (infusion of hot liquids, use of blan-
kets) (19,24).

The midwife also plays an active and fundamental
role during secondment. Table 2 shows the two
main clinical practices for the obstetric manage-
ment of the third stage of labor and delivery aimed
at preventing EPP.

Each therapeutic manoeuvre must be accurately
recorded in the file and must include the name of
the healthcare professional (midwife or doctor)

who performed the procedure (3,31,32).
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Waiting Management

Administration of oxytocin at fetal anterior
shoulder expulsion
l
Clamping and immediate section of the
umbilical cord

Moderate traction on the umbilical course
to promote secondment (to be performed
when the uterus is centralized and well
contracted)

Extraction of placenta and membranes by
the midwife

Clamping of the cord near the baby's navel when its

Uterine fundus ascent
Bead elongation
Occurrence of blood drip from GEs

Spontaneous leakage of the placenta under maternal

No administration of oxytocin

pulsatility is lost.
No traction on the bead

!

Waiting for signs of separation:

pressure

Table 3 Options for Clinical Management of the
Third Stage of Labor

Puerperium Management in Women Who Have
Had EPP

Care for women who have had postpartum hemor-
rhage must be accurate and with constant monitor-
ing, maintaining the One-to-One ratio (6,8,9,26).
General clinical conditions, vital signs, blood loss
should be recorded, and a balance should be made
between fluid intake and elimination (27,28).
These parameters must be included in special scor-
ing systems that make it possible to identify wom-
en who do not respond to therapy and require time-
ly intervention.

If the woman needs it, she should be admitted to an

intensive care unit (6.8, 9.26).

Since the experience of postpartum haemorrhage is
often experienced in a traumatic way, the time
needed to recover full mental health, as well as
physical health, can be considerably long (30) but
intensive monitoring often means that this im-
portant aspect of postpartum care is neglected
(27,30). Having a closely dedicated midwife avail-
able in the hospital who encourages breastfeeding,

skin-to-skin contact and actively involves the

woman at every stage of newborn care can lead to

great benefits (29).

Effective Communication

Emergency management can be complex, especial-
ly if multiple operators are present and there is no
proper communication between the team members
dealing with the (32,33). In order to optimize
emergency management as much as possible, vari-
ous training programs have been designed for
healthcare personnel that focus their attention on
the first 20-30 minutes after the onset of the acute
event (38,39). Teamwork is complex and its proper
functioning requires that there is an operator who
takes command (called team leader) of the situa-
tion and directs the work of the team
(32,34).Usually the team leader is the senior obste-
trician, the most experienced delivery room opera-
tor, for this system to work, younger obstetricians
and midwives must recognize the leader's abilities
to lead the team in the emergency and follow his
directions (32,34). The leader's task is to evaluate
the effectiveness of instituted treatments and re-
think potential causes of postpartum hemorrhage
when the treatment practiced proves ineffective

(35).
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This role can also be assumed by the senior mid-
wife if at the time of the emergency she is the per-
son who has the most experience among those who

are taking care of the woman.

Conclusions

The role of the midwife is central to the preven-
tion, diagnosis and treatment of postpartum hemor-
rhage. He is the first operator who has to face the
emergency, to carry out the first resuscitation ma-
noeuvres and is the interface through which the
woman is managed, thanks to the ability to estab-
lish a relationship based on respect and mutual
trust with the patient whom the midwife takes care
of.
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